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Has  Your  Firm 
Investigated 
This  $50,000  Tax  Free 

& 

Tax  Deductible 
Corporate  Benefit 


THE  TM A GROUP  LIFE  PLAN  - Try  Our  Low  Low  Rates  For  Your  Group’s  Coverage 

The  Tax  Free  (to  members  and  employees)  and  Tax  Deductible  Corporate  Benefit! 

Your  Corporate  Practice  can  provide  $50,000  of  Group  Life  and  $50,000  of  Accidental  Death  Coverage  to  all  employees  on  a Tax  Free,  Tax  Deductible 
basis  by  using  one  of  the  two  IRS  approved  plans  shown  below.  Coverage  is  available  above  $50,000  on  a Tax  Favored  basis  up  to  $500,000! 

Two  IRS  Approved  Plans 

Plan  II 

Amount  of  Coverage 
2 X annual  earnings 


Plan  I 

Amount  of  Coverage 
1 X annual  earnings 


Guaranteed  Issue  Amounts 
No  Health  Questions  Required 

To  encourage  participation  of  entire  firms  (members  and  employees)  the  Group  Life  Plan  is  making  available  the  following  guaranteed  issue  amounts  of 
coverage  (no  evidence  of  insurability  required): 

Number  of  Employee/Members  in  Firm  Guaranteed  Issue  Amount 

3 to  15  $ 25,000 

15  to  35  50,000 

35  & up  100,000 

Guaranteed  Issue  Participation  Requirements 

To  obtain  these  guaranteed  issue  amounts,  the  firm  must:  (a)  agree  to  pay  100%  of  the  premium  on  employees  and  members,  (b)  all  employees  and  mem 
bers  under  age  70  must  be  covered  after  a maximum  waiting  period  of  3 months  of  employment,  and  (c)  the  firm  must  adopt  one  of  the  Internal  Revenue 
Service  approved  non-discriminatory  plans. 

Dependent  Life  Insurance  Benefit  (optional) 

Optional  coverage  for  member’s  spouse  is  available  up  to  $500,000  provided  the  member  participates. 

Accidental  Death  Benefit 

The  Accidental  Death  Benefit  provides  double  the  lump  sum  Death  Benefit  in  the  event  the  insured  dies  as  a result  of  an  accident.  This  benefit  will  be  eque 
to  the  Life  Insurance  amount  and  paid  IN  ADDITION  to  the  Life  Insurance  Benefit  if  death  is  accidental. 

Dismemberment  Benefit 

The  Dismemberment  Benefit  provides  specific  payments  in  the  case  of  dismemberment  or  loss  of  sight  as  the  result  of  an  accident. 

Waiver  of  Premium  Benefit 


The  waiver  of  Premium  Benefit  continues  life  coverage  subject  to  policy  provisions  without  premium  payment  if  you  become  totally  and  permanently  disable 
prior  to  age  70. 


For  A Quotation  Call 

The  TMA  Association  Insurance  Agency,  Inc.,  822  McCallie  Avenue,  P.O.  Box  1109,  Chattanooga,  TN  37401 

1-800-347-1108  or  1-615-  267-0915 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
3606  AUSTIN  PEAY,  SUITE  313 
MEMPHIS.  TN  38128 
CALL  COLLECT:  (901)  388-9876 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 
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THE  LOWER  RESPIRATORY  TRACT 

More  vulnerable  to  infection  in  smokers  and  older  adu 


Experience  counts 


Pulvules® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A fi-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  ceclor  should  be  administered  cautiously  to  penicillin- 

sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1.5%: 
usually  subside  within  a few  days  after  cessation  of  therapy.  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other  eosmophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  [06ios8ii 

Additional  information  available  from  P V 2351  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988.  ELI  LILLY  AND  COMPANY 
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Specify  Adjunctive 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  m Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B -adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydnatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1’3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3-4  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 
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Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessaty. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abrupdy  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCI  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasia 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HQ,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  t e .,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milde: 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Specify  Adjunctive 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 ■3-4  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness,  in  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon'®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  ai. , The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


a'c- 

s/  77VL-S- 


Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCI  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCI,  making  periodic  blood  counts  and  liver  function  tests 
advisable  dunng  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  re.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  ( irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HC1,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.  e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Center  at  Knoxville.  TCC  is  a physician 
to  physician  consultation  service  pro- 
viding fast  access  to  medical  special- 
ists and  advanced  clinical  information 
in  virtually  all  fields. 


THE  UNIVERSITY  OF  TENNESSEE 
MEDICAL  CENTER  AT  KNOXVILLE 


Dial  1-800-442-8862,  and  TCC’s 
trained  information  specialists  will 
connect  you  with  any  of  175  medical 
professionals  at  the  University 
Medical  Center  who  will  answer  your 
questions  quickly,  competently  and 
at  no  charge. 


For  a free  copy  of  the  Tennes; 
Consultation  Center’s  Directory 
Consultants,  call  1-800-442-UTI 
This  up-to-date  listing  of  the  me 
staff,  complete  with  biographies 
areas  of  expertise,  is  a valuable 
medical  reference. 
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• Monthly  Stipend  for  Physicians  in  training  leading  to  qualification 
as  General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
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• Flexible  drilling  options. 

• CME  opportunities. 
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^Prestige 
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1-800-443-6419 
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Hundreds  of  careful  physicians  have 
selected  MDX  medical  data  software. 
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• More  efficient  use  of  office  hours  with  electronic  appoint- 
ment scheduling 

Team  MDX  with  a UNIX/Xenix  operating  system  and  one  of 
today’s  most  advanced  computers  for  multi-user,  multi- 
tasking efficiency.  Or,  begin  with  MDX-PC  on  a PC-compati- 
ble, and  upgrade  later  to  a larger  MDX  system  without  the 
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that’s  right  for  your  practice. 
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Laboratories , Xenix  is  a trademark  of  Microsoft  Corp. 


MDX®  is  the  software  selected  by  physicians  who  have 
thoroughly  investigated  their  choices.  In  fact,  physicians  in 
nearly  2,000  medical  practices  nationwide  now  rely  on  the 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon & is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  xh  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  1 28: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg.,  operating  machinery,  driving). 

Usage  in  Pregnancy : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCI  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCI,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon 5 is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon«  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis  j 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCI  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCI,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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The  Value  of  the  Flow-Volume  Loop  in 
Diagnosing  Upper  Airway  Obstruction 

JERRY  WILLIAMS,  M.D.;  C.  RICHARD  SHARPE,  M.D.; 
EVA  BERRO,  M.D.;  and  WILLIAM  M.  DRALLE,  M.D. 


Case  Report 

On  Nov.  18,  1987.  a 53-year-old  man  with  a history  of 
squamous  cell  carcinoma  of  the  tongue  and  neck  was  admit- 
ted for  cycle  two  of  5-fluorouracil  and  cisplatin.  After  admis- 
sion the  patient  developed  progressive  dyspnea  associated  with 
new  onset  of  inspiratory  stridor. 

Physical  examination  revealed  a cachectic  man  in  respi- 
ratory distress.  His  temperature  was  37°C.  pulse  rate  120/min, 
and  blood  pressure  128/70  mm  Hg.  There  was  a 2 x 5-cm 
left  submandibular  mass  and  a 2 x 3-cm  mass  of  the  neck, 
and  he  had  marked  stridor  and  prolongation  of  inspiration. 
The  rest  of  the  examination  was  negative. 

Arterial  blood  gas  analysis  revealed  a pH  of  7.40,  Pco2 
55.9  mm  Hg  and  Po:  54  mm  Hg  on  breathing  room  air.  The 
WBC  count  was  9,800/cu  mm  with  a normal  differential.  Chest 
roentgenogram  was  normal.  Because  upper  airway  obstruc- 
tion was  suspected,  a flow-volume  loop  (Fig.  1)  was  per- 
formed, revealing  extrathoracic  upper  airway  obstruction. 
Progressive  clinical  deterioration  necessitated  emergency 
tracheostomy,  which  resulted  in  immediate  stabilization  of  the 
patient;  subsequent  indirect  laryngoscopy  revealed  extensive 
destruction  of  the  larynx  by  recurrent  squamous  cell  carci- 
noma. Following  cycle  two  of  chemotherapy,  the  patient  was 
discharged  home  in  a stable  condition. 

Discussion 

Unfortunately,  many  patients  with  labored, 
noisy  breathing  who  have  been  diagnosed  and 
treated  for  asthma  or  emphysema  are  recognized 


to  have  upper  airway  obstruction.  Though  the 
presence  of  stridor  may  lead  to  the  correct  diag- 
nosis, the  flow-volume  loop  can  be  very  useful  in 
confirming  suspected  upper  airway  obstruction, 
as  illustrated  in  our  case.1'3 

The  flow-volume  curve  is  a graphic  represen- 
tation of  the  flow  produced  during  a maximal  ex- 


12f 

iot 

8 - 

6 I 

T 

4t 
2 i 

04 


-2-1 


I 

-8  | 


FLOW  <L/S> 


D 


7 VOL 


-10  j 

-12  i 


CL) 


From  the  Division  of  Pulmonary  Medicine,  Department  of  Medi- 
cine. Veterans  Administration  Medical  Center,  and  the  Department 
of  Medicine,  Quillen-Dishner  College  of  Medicine,  East  Tennessee 
State  University,  Johnson  City. 

Reprint  requests  to  Department  of  Medicine.  Veterans  Adminis- 
tration Medical  Center,  Mountain  Home,  TN  37684  (Dr.  Williams). 


Figure  1.  Flow-volume  loop  in  a patient  with  suspected  upper  ain/vay 
obstruction.  The  portion  above  the  horizontal  axis  is  the  expiratory 
portion  of  the  curve,  which  is  normal:  that  below  the  horizontal  axis  is 
the  inspiratory  portion  of  the  curve,  which  normally  is  a semicircle.  In 
this  case  there  is  a classic  plateau  of  the  inspiratory  curve,  which  is 
characteristic  of  extrathoracic  upper  airway  obstruction. 
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piratory  maneuver  from  total  lung  capacity  fol- 
lowed by  a maximal  inspiratory  effort.  The  flow 
(liters  per  second)  is  plotted  on  the  vertical  axis 
and  the  volume  (liters)  is  plotted  on  the  horizon- 
tal axis.4  The  shape  of  the  flow-volume  curve  may 
help  to  distinguish  obstructive  and  restrictive  lung 
disorders.  Obstructive  airway  disease  results  in 
low  flow  rates  at  the  middle,  and  low  lung  vol- 
umes in  the  expiratory  curve,  producing  a 
scooped  out  appearance;  a narrow  steep  curve  is 
indicative  of  a restrictive  disorder.4  In  addition, 
both  fixed  and  variable  obstructions  of  the  large 
airways  may  be  detected  with  the  flow-volume 
curve.14 

Miller1  proposed  that  the  flow-volume  plot  of 
a forced  expiratory  and  inspiratory  vital  capacity 
maneuver  would  be  very  beneficial  in  categoriz- 
ing upper  airway  obstruction.  Our  patient  illus- 
trates an  example  of  variable  extrathoracic  ob- 


struction, indicated  by  flow  limitation  and  a 
plateau  on  inspiration;  with  variable  intrathorac- 
ic  obstruction  there  is  flow  limitation  and  a pla- 
teau on  expiration.  In  the  case  of  fixed  upper  air- 
way obstruction,  the  plateau  and  limitation  of 
flow  is  seen  in  both  expiratory  and  inspiratory 
flow-volume  loops. 

In  most  cases,  upper  airway  obstruction  can 
be  identified  by  a careful  history  and  physical  ex- 
amination. The  forced  expiratory  and  inspiratory 
flow-volume  loop  can  be  useful  in  confirming 
suspected  upper  airway  obstruction,  and  may  lead 
to  the  diagnosis  in  patients  who  had  pulmonary 
function  tests  ordered  for  another  reason,  r y 
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Community -Acquired  Pneumonia  and 

Septic  Arthritis  Caused  by 
Penicillin-Resistant  Pneumococci 

RANDY  C.  FULLERTON,  M.D.  and  PAUL  C.  McNABB,  M.D. 


Reports  of  penicillin-resistant  Streptococcus 
pneumoniae  have  become  more  and  more  nu- 
merous since  initially  isolated  in  1967. 1 Although 
most  adult  cases  have  occurred  in  other  coun- 
tries,2-3 there  have  been  scattered  reports  of  fully 
penicillin-resistant  pneumococcal  infections  in 
adults  in  the  United  States.45 

Isolates  of  pneumococci  can  be  classified  either 
as  relatively  resistant,  with  a minimum  inhibitory 
concentration  (MIC)  of  0.10  to  1.0  (xg/ml,  or  ful- 
ly resistant  (MIC  ^1.0  fxg/ml)  to  penicillin.  In 
the  United  States,  the  prevalence  of  relative  re- 
sistance in  pneumococci  isolated  from  clinical 
specimens  ranges  from  0 to  6%, 68  but  may  be  as 
high  as  14%  in  selected  populations.9 

We  report  a case  of  a previously  healthy  wom- 
an who  developed  severe  infection  due  to  a pen- 
icillin-resistant pneumococcus. 

Case  Presentation 

A 34-year-old  white  woman.  28  weeks  pregnant,  was  ad- 
mitted to  the  Nashville  Baptist  Hospital  with  a one-week  his- 
tory of  low  grade  fever,  nonproductive  cough,  left-sided 
pleuritic  chest  pain,  and  left-sided  shoulder  pain,  with  con- 
comitant limitation  of  motion.  She  had  previously  received 
therapy  with  cephalexin  (five  250-mg  doses)  without  any  clin- 
ical benefit.  She  had  never  smoked,  had  no  previous  medical 
illnesses,  and  her  pregnancy  had  been  uneventful.  Physical 
examination  revealed  a temperature  of  99.6°  F,  rales 
throughout  the  left  lung  field  with  decreased  breath  sounds 
in  the  left  base,  and  a grade  2/6  early  systolic  murmur.  The 
left  shoulder  was  warm  and  painful  with  subsequent  restric- 
tion of  motion.  Laboratory  data  revealed  a leukocyte  count 
of  14,000/cu  mm  with  90%  neutrophils,  and  an  elevated  al- 
kaline phosphatase  of  172  U/L.  Chest  roentgenogram  dem- 
onstrated volume  loss,  with  infiltrate  in  the  left  lower  lobe, 
and  a left  pleural  effusion. 

Thoracentesis  yielded  turbid  fluid  with  4,200  mg/dl  of 
protein,  glucose  7 mg/dl,  and  WBCs  6,500/cu  mm.  Bronchos- 
copy revealed  severe  bronchitis  and  mucosal  edema  of  the 
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left  mainstem  bronchus  as  well  as  the  left  upper  and  left  low- 
er lobe  bronchi,  but  no  obstructing  lesions  were  seen.  Aspi- 
ration of  the  left  shoulder  joint  yielded  purulent  material. 
Echocardiogram  was  normal,  and  revealed  no  vegetations. 
Cultures  of  blood,  bronchial  washings,  pleural  fluid,  and  joint 
fluid  all  grew  Streptococcus  pneumoniae.  Oxacillin  disk  (1  p.g) 
susceptibility  testing  revealed  a zone  of  inhibition  at  13  mm, 
signifying  resistance.  An  MIC  (tube  dilution  method)  to  pen- 
icillin G was  0. 12  |xg/ml;  MIC  to  vancomycin  was  0.25  p.g/ml. 

Treatment  was  initially  begun  with  4 million  units  of 
aqueous  penicillin  G every  four  hours;  incision  and  drainage 
of  the  left  shoulder  relieved  her  pain.  A chest  tube  was  in- 
serted into  the  left  pleural  space.  Tw'o  days  after  admission, 
uterine  contractions  began  and  she  delivered  a 28-week  fetus. 
Placental  tissue  showed  focal  infarction,  but  cultures  were 
negative.  Upon  discovery  of  oxacillin  disk  susceptibilities, 
vancomycin  was  employed  for  several  days,  but  she  complet- 
ed a three-week  course  of  aqueous  penicillin  G,  24  million 
units  per  day.  Her  condition  gradually  improved,  and  she 
made  an  uneventful  recovery.  At  ten  months  follow-up,  she 
remains  free  of  any  symptoms,  and  has  full  function  of  her 
left  shoulder. 

Discussion 

The  prevalence  of  penicillin-resistant  pneu- 
mococcal strains  in  the  United  States  appears  to 
have  remained  largely  unchanged  over  the  past 
decade,6  though  some  studies  have  suggested  an 
increasing  prevalence.10  Thirty  such  isolates  have 
been  identified  in  the  metropolitan  Nashville  area 
over  the  past  eight  years,  with  MICs  ranging  from 
0.1  to  3.1  pig/ml  (unpublished  data).  The  current 
case  should  serve  to  heighten  our  awareness  of 
these  organisms  in  the  community  setting. 

The  underlying  mechanism  for  resistance  ap- 
pears to  be  the  production  of  altered  penicillin- 
binding proteins  (PBPs),  groups  1 and  211;  the 
presence  of  a penicillinase  has  not  been  ob- 
served. Oxacillin  disk  (1  pg)  susceptibility  has 
been  shown  to  differentiate  between  penicillin- 
susceptible  and  penicillin-resistant  pneumococci, 
with  inhibitory  zones  less  than  20  mm  signifying 
resistance  (MIC  3s  0.1).1213  This  has  proven  a re- 
liable means  of  screening  for  resistant  isolates. 
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Culture-Positive  Streptococcus  Pneumoniae 


Oxacillin  disk  (1  |xg)  susceptibility  testing 


Zone  of  inhibition  > 20  mm 


Zone  of  inhibition  < 20  mm 


Susceptible  strain 


Penicillin  G 


MIC  0.1  to  1 .0  (xg/ml 
(relatively  resistant) 


MIC  > 1 .0  (xg/ml 
(fully  resistant) 


High  dose  penicillin  G 
(if  meningeal  focus,  add 
cefotaxime  or  ceftriaxone,  with 
concomitant  antimicrobial  susceptibility 
testing  to  determine  efficacy) 


Vancomycin 

(esp.  if  MIC  > 2.0  (xg/ml) 


Figure  1.  Evaluation  and  treatment  of  Streptococcus  pneumoniae  isolates. 


Penicillin  G disks,  however,  are  not  useful  for 
this  purpose  because  resistant  strains  have  highly 
variable  zone  diameters.14  Laboratories  should 
therefore  use  a 1 pig  oxacillin  disk  to  screen  for 
penicillin  resistance. 

Even  though  the  prevalance  of  resistant  pneu- 
mococci is  still  somewhat  low  in  the  United 
States,  routine  screening  of  all  isolates  by  oxacil- 
lin disk  diffusion  should  be  implemented.  In  iso- 
lates with  inhibitory  zones  less  than  20  mm,  a 
tube  dilution  MIC  should  be  performed  (Fig.  1). 
Relatively  resistant  strains  still  respond  to  high 
doses  of  aqueous  penicillin  G.  In  most  instances, 
this  remains  the  antibiotic  of  first  choice.  In  the 
case  of  a meningeal  focus,  cefotaxime  or 
ceftriaxone2 15  should  be  added,  and  subsequent 
therapy  should  be  determined  by  antimicrobial 
susceptibility  testing.  Fully  resistant  strains  are 
likely  to  be  most  susceptible  to  vancomycin. 

CZd 
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Alzheimer  s Disease : 
A Brief  History 


JOHN  F.  VANNOY,  M.D.  and  JAMES  A.  GREENE,  M.D. 


Alzheimer’s  disease  has  recently  become  a 
major  topic  in  the  medical  community  due  to  its 
devastating  manifestations  and  its  prevalence 
within  the  increasing  geriatric  population.  The 
disease  affects  approximately  5%  to  7%  of  the 
over  65-year-old  American  population  and  ap- 
proximately 20%  of  the  80  years  and  older  pop- 
ulation.1 It  is  estimated  to  be  responsible  for  50% 
or  more  of  all  dementias,  and  to  affect  over  one- 
half  of  the  nation's  1.3  million  nursing  home  res- 
idents.2 With  the  geriatric  population  exploding 
over  the  next  50  years,  Alzheimer's  disease  will 
become  a major  medical,  economic,  and  social 
problem.  In  order  to  better  plan  for  the  future, 
it  is  often  helpful  to  know  the  past;  this  article 
will  briefly  review  the  early  history  of  dementia 
and  Alzheimer's  disease. 

Dementia  is  defined  in  the  DSM-III  as  (a)  loss 

of  intellectual  abilities  of  sufficient  severity  to  in- 
terfere with  social  or  occupational  functioning,  (b) 
memory  impairment,  and  (c)  either  impairment 
of  abstract  thinking  and  judgment,  personality 
change,  or  disturbances  of  higher  cerebral  func- 
tioning (aphasia,  apraxia,  agnosia,  etc.),  without 
clouding  of  consciousness.3  The  earliest  indica- 
tion of  senile  mental  deficiency  is  found  in  So- 
lon’s Law,  written  about  500  BC  in  Greek.  The 
privilege  of  making  wills  is  qualified  by  stating, 
“.  . . provided  that  his  judgment  was  not  influ- 
enced by  physical  pain,  violence,  drugs,  old  age, 
or  the  persuasion  of  a woman.”4  Aurelius  Cor- 
nelius Celsus,  a Roman  medical  writer  in  the  1st 
century  AD,  introduced  the  terms  “dementia” 
and  “delirium"  in  his  work  De  Medicina.5  Galen, 
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an  early  Greek  physician  known  for  his  descrip- 
tion of  pulmonary  circulation,  introduced  the 
term  “morosis,”  or  dementia,  and  included  old 
age  among  the  causes.  Morosis  is  defined  as 
“some  in  whom  knowledge  of  letters  and  other 
arts  are  totally  obliterated;  indeed  they  can't  even 
remember  their  own  names  . . . Even  now  it  is 
seen,  that  on  account  of  extreme  debility  in  old 
age,  some  are  afflicted  with  similar  symptoms.” 
Galen  also  said,  “Old  age  is  the  driest  time  of 
life  which  follows  that  what  already  said,  because 
it  is  indeed  the  coldest.”4  Dulaurens,  a physician 
in  the  court  of  Henry  IV  of  France  in  1599,  de- 
scribed old  age  as  “all  actions  of  the  bodie  and 
minde  are  weakened  and  growne  feeble,  the  sen- 
ses are  dull,  the  memorie  lost,  and  the  judgment 
failing  so  that  they  become  as  they  were  in  the 
infancie.”4 

The  mental  revolution  that  began  in  1793 
brought  with  it  new  ideas  about  dementia.  Cul- 
len in  1793  was  the  first  to  recognize  senile  de- 
mentia as  a medical  identity,  stating,  “Imbecility 
of  judgment,  by  which  men  either  do  not  per- 
ceive the  relation  of  things  or  forget  them  due  to 
diminished  perception  and  memory  when  op- 
pressed with  age.”4  Benjamin  Rush,  who  is  con- 
sidered the  founder  of  American  psychiatry,  ex- 
pressed his  beliefs  on  the  dementia  of  age  by 
describing  a patient. 

It  would  be  sufficiently  humbling  to  human  nature  if  our 
bodies  exhibited  in  old  age  the  marks  only  of  a second  child- 
hood; but  human  weakness  descends  still  lower.  I met  with 
an  instance  of  a woman  between  80  and  90  who  exhibited  the 
marks  of  a second  infancy,  by  such  a total  decay  of  her  men- 
tal faculties  as  to  lose  all  consciousness  in  discharging  her 
alvine  and  urinary  excretions.  In  this  state  of  the  body,  a 
disposition  to  sleep  succeeds  the  wakefulness  of  the  first  stages 
of  old  age.4 

In  1838,  Esquirol,  a French  psychiatrist,  de- 
fined and  classified  dementia  in  a French  text- 
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hook  of  psychiatry.  He  classified  dementia  as 

(1)  acute — caused  by  fever  or  hemorrhage; 

(2)  chronic — caused  by  drunkenness,  masturba- 
tion, epilepsy,  or  mania;  and  (3)  senile — caused 
by  advanced  age.  He  described  senile  dementia 
by  stating  that  it  is  “established  slowly.  It  com- 
mences with  enfeeblement  of  memory,  particu- 
larly the  memory  of  recent  impressions.  The  sen- 
sations are  feeble;  the  will  is  uncertain  and 
without  impulsion;  the  movements  are  slow  and 
impractical.”5  Earlier,  James  Prichard,  an  Eng- 
lish psychiatrist,  in  1837  described  his  four  stages 
of  dementia.  The  first  involves  impairment  of  re- 
cent memory  and  the  second  stage  the  loss  of 
reason.  The  third  and  fourth  stages  are  incom- 
prehension and  the  loss  of  instinctive  action,  re- 
spectively.5 

Wilks  in  1864  was  the  first  to  describe  pathol- 
ogy of  dementia  when  he  described  atrophy  of 
the  brain  in  an  elderly  demented  patient.  “In- 
stead of  the  sulci  meeting,  they  were  widely  sep- 
arated and  their  intervals  filled  with  serum  and 
which,  on  being  removed  with  the  pia  mater,  the 
full  depth  of  the  sulci  can  be  seen.”4  From  this, 
discoveries  of  pathology  increased.  Redlich  in 
1898  described  “senile  plaques”  in  two  cases  of 
senile  dementia  but  he  referred  to  them  as  “mil- 
iary sclerosis”  due  to  their  appearance.  Fisher  also 
described  similar  pathologic  findings  in  12  of  16 
cases  of  senile  dementia.6  Alois  Alzheimer,  a 
German  neurologist,  utilizing  a new  chemical 
staining  technique,  was  able  to  describe  neurofi- 
brillary tangles  in  patients  with  dementia. 

In  November  1906,  at  a meeting  of  southwest 

German  psychiatrists,  Alzheimer  presented  his 
case  report  of  a perplexing  patient  with  demen- 
tia. His  report  was  entitled  “About  a Peculiar 
Disease  of  the  Cerebral  Cortex”7  and  it  de- 
scribed a 51 -year  old  woman  with  dementia, 
manifested  by  suspiciousness  of  her  husband.  She 
rapidly  developed  increasing  memory  impair- 
ment until  “she  could  no  longer  orient  herself  in 
her  own  dwelling,  dragged  objects  here  and  there 
and  hid  them,  and  at  times,  believing  that  people 
were  out  to  murder  her,  started  to  scream  loud- 
ly.” Alzheimer  described  her  demeanor  as  bear- 
ing “the  stamp  of  utter  bewilderment.”  The  pa- 
tient was  completely  disoriented,  and  appeared 
to  have  auditory  hallucinations.  “The  four  and  a 
half  year  illness  ended  in  death.  Terminally,  the 
patient  was  totally  dulled,  lying  in  bed  with  legs 
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drawn  up,  incontinent,  and  despite  all  care,  de- 
veloped decubiti.”  At  autopsy,  Alzheimer  de- 
scribed the  classic  findings  of  cortical  atrophy, 
neurofibrillary  tangles,  and  senile  plaques,  the 
tangles  demonstrated  by  Bielschowsky’s  silver 
stain  method.  The  neurofibrils  were  unusual  in 
their  thickness  and  their  ability  to  take  the  silver 
stain,  and  clustered  together  in  thick  bundles. 
Senile  plaques  were  described  as  “miliary  foci 
distinguishable  by  the  deposit  in  the  cerebral  cor- 
tex of  a peculiar  substance  which  can  be  recog- 
nized without  stain  and  is,  in  fact,  very  refractory 
to  staining.” 

Controversy  with  competition  surrounded  the 

establishment  of  Alzheimer’s  disease  as  a clinical 
entity.  During  this  period,  there  was  increased 
competition  between  the  rival  academic  institu- 
tions in  Germany.  Alzheimer  was  a member  of 
the  Laboratory  of  Anatomy  of  the  Psychiatric  and 
Neurologic  Clinic  headed  by  Kraeplin  in  Mun- 
ich, Germany;  the  rival  laboratory  was  the  Ger- 
man Psychiatric  Clinic  directed  by  Pick  (of  Pick’s 
syndrome)  in  Prague,  Czechoslovakia,  and  Fish- 
er was  a member  of  his  staff.  Kraeplin,  in  an  ef- 
fort to  gain  recognition  for  Alzheimer  as  well  as 
his  laboratory,  pushed  for  the  establishment  of 
the  clinical  entity  of  Alzheimer’s  disease  as  a form 
of  pre senile  dementia,  a clarification  necessary 
because  Fisher  had  earlier  seen  similar  patho- 
logic findings  in  patients  with  senile  dementia. 

This  classification  of  Alzheimer’s  disease  as  a 
form  of  presenile  dementia  only  was  not  chal- 
lenged until  modern  research  revealed  similar 
characteristics  in  both  presenile  and  senile  de- 
mentia. Roth,  in  1955,  demonstrated  that  mental 
changes  could  be  caused  by  a variety  of  both 
“functional”  and  “organic”  diseases.8  In  1968, 
Blessed  et  al  reported  a prospective  study  of  el- 
derly persons  that  compared  mental  status 
changes  with  autopsy  results  and  found  two  ma- 
jor groups.  Patients  with  dementia  tended  to  have 
pathologic  findings  and  characteristics  consistent 
either  with  Alzheimer’s  disease  or  with  multiple 
infarcts.  Also  in  the  1960s  Terry  et  al  and  Kidd 
et  al  revealed  that  ultrastructural  changes  in  the 
brain  of  elderly  patients  with  Alzheimer’s  type  of 
dementia  were  identical  to  those  seen  in  prese- 
nile dementia.8  With  these  findings,  Alzheimer’s 
disease  is  no  longer  considered  to  be  only  pre- 
senile dementia,  but  also  to  be  the  major  cause 
of  dementia  in  the  elderly  population,  and  is  re- 
ferred to  as  senile  dementia  of  the  Alzheimer’s 
type  (SDAT). 
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Due  to  the  devastating  course  of  Alzheimer’s 

disease  and  its  increasing  prevalence,  public  in- 
terest and  concern  has  dramatically  increased.  In 
1967,  a White  House  conference  on  aging  was 
held,  as  a result  of  which  the  National  Institute 
of  Aging  was  formed.  In  1983,  the  Department 
of  Health  and  Human  Services  developed  a Task 
Force  on  Alzheimer's  Disease;  its  first  meeting, 
held  in  April  of  1983,  emphasized  the  need  to 
increase  research  funds.  In  November  of  1983, 
President  Ronald  Reagan  declared  November  as 
National  Alzheimer’s  Disease  Month.  President 
Reagan  made  the  following  statement: 

Alzheimer’s  disease,  a devastating  disease  that  affects  the 
cells  of  the  brain,  is  now  regarded  as  the  major  form  of  old 
age  “senility.”  While  experts  formerly  believed  that  Alz- 
heimer's occurred  only  in  persons  under  65.  it  is  recognized 
as  the  most  common  cause  of  severe  intellectual  impairment 
in  older  individuals.  Presently,  there  is  no  established  treat- 
ment that  can  cure,  reverse,  or  stop  progression  of  this  dis- 


order which  is  the  cause  of  serious  confusion  and  forgetful- 
ness in  about  1.5  to  2.5  million  elderly  persons  in  the  United 
States.4 

Thus  in  a few  brief  years,  Alzheimer’s  disease 
has  gone  from  being  a rare,  obscure  form  of  de- 
mentia to  “the  Disease  of  the  Century.”  r S 
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The  Tennessee  Medical  Associatioi 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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Or  do  you  know  someone 
who  is? 

Saint  Albans  Psychiatric 
Hospital  in  Radford, 
Virginia  has  been  helping 
people  deal  with  life  since 
1916.  We  offer  comprehen- 
sive programs  for  adults 
and  adolescents  in  chemi- 
cal dependency,  eating 
disorders,  depression,  out- 
of- control  behavior  and 
other  life  problems —all 
supervised  by  a skillful 
and  compassionate  staff. 

When  you  know  someone 
in  need  of  psychiatric  help, 
call  Saint  Albans. 

We  build  real  smiles. 


In  Virginia:  1-800-572-3120 
Outside  Virginia:  1-800-368-3468 
FO.  Box  3608  Radford , Va.,  24143 


Radford, Virginia 


Saint  Albans 
ftychiatric  Hospital 


Loss  Prevention  Case  of  the  Month 


Documented  Self-Destruction 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

An  extremely  obese  42-year-old  man  had  been  seen  a few 
times  by  his  family  physician  but  was  not  regarded  as  a “reg- 
ular” patient.  Because  of  pain  in  the  right  lower  abdomen 
and  groin,  this  patient  visited  his  physician.  The  occasional 
bouts  of  pain  were  described  as  dull  and  aching  in  character, 
and  were  aggravated  by  standing  and  walking.  Occasionally 
the  pain  increased  on  coughing.  He  further  complained  of 
constipation  for  the  last  several  weeks. 

The  patient  was  morbidly  obese,  being  at  least  100  lb  ov- 
erweight. Blood  pressure  was  160/102  mm  Hg,  and  his  tem- 
perature was  99.2°F.  Examination  of  the  chest  and  heart  was 
unremarkable.  The  abdominal  examination  was  very  unsat- 
isfactory because  of  the  obesity,  but  there  appeared  to  be  no 
real  peritoneal  irritation.  Some  tenderness  was  present  on  deep 
palpation  over  the  right  groin  area.  Blood  counts  that  were 
done  were  within  normal  limits. 

The  physician  suggested  the  possibility  of  a right  inguinal 
hernia,  but  in  the  absence  of  more  definite  physical  findings, 
he  was  hesitant  to  commit  himself  to  this  diagnosis.  The  chart 
read,  “Impression:  Possible  right  inguinal  hernia.  Treatment 
(1)  Lose  weight.  (2)  Donnatal  AC  & HS.” 

About  eight  weeks  after  the  initial  visit,  the  patient  again 
returned  complaining  of  lower  abdominal  and  right  groin  pain. 
He  had  had  one  brief  episode  of  cramping  abdominal  dis- 
comfort associated  with  diarrhea  and  lasting  approximately 
24  hours.  Examination  was  unchanged.  Vital  signs  were  es- 
sentially as  they  had  been  on  the  original  visit,  and  treatment 
was  again  symptomatic. 

Six  months  after  the  initial  visit  the  patient  returned.  He 
had  not  lost  weight,  but  complained  of  gradual  worsening  of 
his  right  abdominal  pain.  He  stated  that  on  two  occasions  he 
had  had  bright  blood  in  the  stool.  The  abdominal  examina- 
tion was  unchanged.  Rectal  examination  revealed  no  abnor- 
mal findings  except  that  feces  on  the  examining  glove  was 
guaiac  positive. 

The  following  morning  a rigid  sigmoidoscopic  examina- 
tion was  done  by  the  attending  physician.  There  had  been 
relatively  poor  preparation,  and  the  scope  could  not  be  ad- 
vanced beyond  20  cm,  at  which  point  the  examiner  could  see 
an  irregularity  of  the  mucosal  pattern  but  felt  insecure  about 
attempting  a biopsy. 

The  attending  physician  telephoned  a local  surgeon  and 
arranged  for  consultation,  sending  a copy  of  his  medical  record 
to  the  consultant.  After  routine  colon  preparation,  the  con- 
sultant conducted  a flexible  sigmoidoscopic  examination, 
identifying  the  lesion  and  securing  a biopsy.  The  pathologist 
reported  an  adenocarcinoma  of  the  colon,  and  shortly  there- 
after a left  colectomy  was  done.  There  was  some  serosal  in- 
volvement by  the  lesion,  and  some  mesentaric  nodes  were 
positive. 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  Medical  Di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 
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Within  three  months  of  the  surgery,  a lawsuit  was  filed 
against  the  original  physician  charging  negligence  because  of 
the  delay  in  diagnosing  cancer.  The  plaintiff  submitted  a 
statement  from  the  operating  surgeon  giving  an  opinion  that 
the  attending  physician  was  outside  an  acceptable  standard  of 
care,  which  caused  the  delay  in  the  diagnosis.  Events  later 
indicated  that  statements  by  the  consulting  surgeon  critical  of 
the  attending  physician  may  have  been  the  reason  the  patient 
decided  to  file  a lawsuit  in  the  first  place. 

In  the  routine  investigation  of  the  lawsuit,  the  consulting 
surgeon  submitted  his  own  medical  records.  A part  of  his 
record  was  the  copy  of  the  attending  physician’s  record  sent 
to  him  when  the  consultation  was  requested.  Copies  of  the 
attending  physician's  record  were  also  secured  by  the  claims 
attorney.  Later  when  the  defense  counsel  was  employed  for 
the  defendant  physician,  another  copy  of  the  attending  phy- 
sician's medical  record  was  requested. 

In  comparing  these  copies  of  the  defendant  physician’s 
medical  record,  the  following  alterations  had  been  made: 

• After  the  attending  physician  had  copied  his  record  for 
the  consultant  and  before  the  copy  had  been  made  for  the 
claims  attorney,  an  alteration  of  the  record  had  occurred  which 
added  after  the  brief  notes  on  the  physical  examination,  “rec- 
tal exam — negative.”  This  had  been  sandwiched  in  between 
the  physical  examination  and  the  prescribed,  treatment.  The 
ink  was  the  same,  and  it  appeared  that  the  attending  physi- 
cian was  attempting  to  conceal  the  fact  that  an  alteration  had 
been  made. 

• The  defense  counsel’s  copy  of  the  record  showed  an 
additional  alteration.  Following  the  orders,  “Treatment:  (1) 
a 1,000-calorie  diet;  (2)  Donnatal,”  and  again  sandwiched  in 
between  (2)  and  the  next  chart  entry  was  “(3)  Return  one 
week  if  not  better.”  Again  the  ink,  pen  and  handwriting  were 
the  same,  giving  the  appearance  that  there  was  an  attempt  to 
conceal  the  record  change.  A large  settlement  was  required. 

Loss  Prevention  Comments 

The  patient  in  this  case  was  a morbidly  obese  non- 
compliant  patient.  The  attending  physician  testified  that 
a rectal  examination  was  actually  done  and  the  patient 
was  actually  told  to  return  one  week  after  the  second 
visit  if  he  was  not  improved.  The  attending  physician 
contended  that  the  record  alterations  were  made  to 
make  the  record  more  accurate.  He  denied  any  at- 
tempt to  hide  the  record  alterations. 

The  management  of  this  patient  had  indeed  been 
within  an  acceptable  standard  according  to  most  phy- 
sicians who  reviewed  this  case.  Prompt  action  was  tak- 
en with  the  finding  of  blood  in  the  stools,  and  it  could 

(Continued  on  page  22) 
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Trauma  Rounds 


Blunt  Abdominal  Trauma  Associated  With 
Seat  Belt  Use 

SANDRA  K.  ELKINS,  M.D.  and  R.  PHILLIP  BURNS,  M.D. 


Case  Report 

A 16-year-old  white  man  involved  in  a motor  vehicle  ac- 
cident was  transported  via  ambulance  from  an  adjacent  coun- 
ty to  the  Erlanger  Medical  Center  emergency  room.  The  pa- 
tient stated  that  he  fell  asleep  while  driving  his  car  at 
approximately  35  mph.  whereupon  his  vehicle  left  the  road 
and  ran  into  a ditch.  He  was  the  sole  occupant  of  the  vehicle 
and  was  wearing  his  seat  belt.  Upon  arrival  to  the  emergency 
room,  he  was  alert,  oriented,  and  complaining  of  lower  ab- 
dominal pain.  Initial  vital  signs  included  a pulse  of  84/min. 
respiratory  rate  of  20/min,  and  blood  pressure  of  134/80  mm 
Hg.  Inspection  of  the  abdomen  revealed  an  area  of  ecchy- 
mosis  and  abrasion  across  the  lower  abdominal  quadrants  (Fig. 
1).  Bowel  sounds  were  hypoactive,  and  the  abdomen  was 
nondistended,  rigid,  and  diffusely  tender. 

On  the  basis  of  the  physical  findings  of  peritonitis,  the 
patient  was  taken  from  the  emergency  room  to  the  operating 
room  for  exploratory  laparotomy.  Approximately  400  cc  of 
fresh  blood  was  encountered  in  the  peritoneal  cavity;  the  liv- 
er, spleen,  and  stomach  all  appeared  normal,  but  there  was 
a 1-  to  2-cm  perforation  of  the  proximal  jejunum  (Fig.  2)  as 
well  as  a 16-cm  rent  in  the  mesentery  of  the  jejunum.  The 


Figure  1.  Abdominal  wall  contusion  caused  by  seat  belt. 


From  the  Department  of  Surgery,  University  of  Tennessee  Col- 
lege of  Medicine,  Chattanooga  Unit. 


jejunal  perforation  was  repaired  primarily  utilizing  a two-lay- 
er closure,  and  the  mesenteric  rent  was  closed  with  a single 
layer  of  interrupted  sutures.  Inspection  of  the  mid-transverse 
colon  revealed  a 6-  to  8-cm  serosal  tear  on  the  antimesenteric 
border,  which  wras  closed  with  several  interrupted  sutures. 
There  wfas  no  other  significant  intra-abdominal  injury  except 
for  a partial  avulsion  of  the  omentum,  requiring  partial 
omentectomy. 

The  patient's  postoperative  course  w-as  uncomplicated.  His 
nasogastric  tube  w'as  removed  on  the  fourth  postoperative  day, 
and  he  was  tolerating  a regular  diet  by  the  seventh  postop- 
erative day.  He  w'as  discharged  on  the  eighth  postoperative 
day  and  has  continued  to  do  well. 

Discussion 

A 5%  to  15%  incidence  of  major  intestinal  injury 
is  reported  among  patients  sustaining  blunt  abdominal 
trauma;  thus,  the  intestine  is  the  third  most  commonly 
injured  abdominal  organ  following  blunt  trauma.1  In- 
terestingly, the  use  of  passive  restraints  has  been  as- 
sociated with  an  increase  in  the  incidence  of  such 
injury.2 

Observation  and  common  sense  dictate  that  seat 
belts  save  lives.  A 1967  study  by  Volvo  of  Sweden  on 
the  effectiveness  of  three-point  restraints  in  over  28,000 
accidents  showed  that  fatalities  among  unrestrained 
occupants  were  encountered  throughout  the  entire 


Figure  2.  Intraoperative  photograph  showing  jejunal  perforation. 
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range  of  speeds,  even  at  speeds  as  low  as  12  mph, 
whereas  in  those  wearing  restraints,  there  were  no 
deaths  at  speeds  under  60  mph.  Therefore,  many  state 
legislatures  have  passed  laws  that  require  passive  re- 
straints. It  is  thought  that  seat  belts  reduce  injuries  by 
keeping  the  occupants  securely  within  the  vehicle  dur- 
ing crashes,  and  by  reducing  the  severity  of  impact  by 
the  occupants  against  the  vehicle  interior  when  the 
crash  occurs.2 

The  pattern  of  injuries  seen  in  patients  involved  in 
motor  vehicle  accidents  seems  to  be  changing  because 
of  seat  belt  use.  One  study  reports  a striking  increase 
in  the  incidence  of  hollow  viscus  ruptures  with  the  use 
of  passive  restraints.2  Postulated  mechanisms  of  injury 
include  sudden  increases  in  intraluminal  pressure, 
shearing  of  relatively  fixed  ligaments  and  mesenteric 
attachments  by  deceleration  forces  applied  by  the  re- 
straint, and  compression  of  bowel  between  the  verte- 
bral column  and  the  anterior  abdominal  wall.3  The 
spectrum  of  gastrointestinal  injuries  seen  in  associa- 
tion with  passive  restraints  includes  transmural  perfo- 
ration and  mesenteric  tears  (the  two  most  common  in- 
juries), ischemic  bowel  due  to  mesenteric  injury, 
seromuscular  tears,  mesenteric  hematomas,  and  con- 
tusions of  the  bowel  wall.2 

Early  recognition  of  blunt  intestinal  trauma  can  be 
difficult,  since  these  injuries  often  are  not  associated 
with  initial  major  blood  loss.  Isolated  blunt  jejunal 
trauma  is  particularly  difficult  to  diagnose,  since  peri- 
tonitis may  not  be  evident  initially.4  In  one  series  of 
patients  with  jejunal  perforation  from  blunt  trauma, 
all  patients  complained  of  persistent  abdcminal  pain. 
Associated  tenderness  and  guarding  were  present  in 
89%,  absence  of  bowel  sounds  in  64%,  and  abdominal 
rigidity  in  28%.  Other  inconsistent  findings  included 
vomiting,  distention,  and  abdominal  wall  contusions.3 

Diagnostic  peritoneal  lavage  has  proven  extremely 
useful  in  the  early  detection  of  these  injuries.  At  lap- 
arotomy, discrete  perforations  of  the  small  bowel  are 
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certainly  be  argued  that  given  the  difficulties  with  ex- 
amination in  a patient  of  this  type,  a definitive  diag- 
nosis was  made  in  good  time. 

All  the  good  defense  that  could  have  been  developed 
was  of  absolutely  no  account  in  view  of  the  record  change. 
The  attending  physician’s  credibility  was  so  badly  dam- 
aged by  this  fact  that  no  defense  was  possible. 

The  surgeon’s  criticism  of  the  attending  physician 
was  without  doubt  the  one  event  that  created  such 
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preferably  treated  with  limited  local  debridement  and 
simple  two-layer  closure.  If  ischemic  small  bowel  due 
to  mesenteric  injury  is  encountered,  the  nonviable 
segment  should  be  resected  and  primary  anastomosis 
performed.1 4 

Mortality  rates  for  blunt  intestinal  trauma  range 
from  10%  to  30%.  The  two  factors  consistently  found 
to  significantly  influence  mortality  were  therapeutic 
delay  and  multiple  associated  injuries.  One  series  re- 
ported a mortality  rate  of  47%  in  patients  with  a ther- 
apeutic delay  of  more  than  24  hours,  whereas  none  of 
those  treated  within  24  hours  of  injury  died.  This  same 
series  found  that  the  presence  of  multiple  associated 
injuries  carried  a mortality  of  57%,  significantly  great- 
er than  the  21%  mortality  with  isolated  jejunal  perfo- 
rations.3 

In  summary,  we  applaud  and  support  the  expanded 
use  of  seat  belts  and  are  confident  that  there  will  be 
continued  improvement  in  mortality  and  morbidity 
statistics  as  a result.  We  must  however  recognize  the 
potential  for  injury  from  the  seat  belt,  and  physicians 
caring  for  patients  injured  in  motor  vehicle  accidents 
must  be  alert  to  a different  spectrum  of  abdominal  in- 
juries in  these  patients.  The  mechanism  of  injury  is 
most  likely  related  to  the  altered  physics  of  rapid  de- 
celeration caused  by  passive  restraints,  and  the  use  of 
these  restraints  is  associated  with  a striking  increase  in 
the  incidence  of  hollow  viscus  injury.  Early  diagnosis 
and  expeditious  treatment  are  of  utmost  importance  in 
its  management.  r ^ 
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doubt  in  the  mind  of  the  patient  and  his  family  that 
the  lawsuit  became  a reality.  That  act  of  jousting  was 
extremely  damaging  to  the  attending  physician,  and  will 
also  damage  its  perpetrator  in  the  long  run.  Jousting 
could  be  viewed  as  an  act  of  aggression  by  one  physi- 
cian against  another.  It  can  never  be  justified!  Ordi- 
narily a good  defense  can  be  mounted  against  the  re- 
sults of  jousting,  but  while  jousting  is  aggression, 
changing  the  medical  record  is  suicide!  r 
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Postsplenectomy  Sepsis  Syndrome 


Case  Report 

A 27-year-old  man  admitted  to  the  hospital  for  malaise 
and  purpura  fulminans  had  arrived  from  Michigan  on  the 
previous  day  to  take  part  in  a friend's  wedding.  He  had  felt 
well  that  evening,  hut  on  the  morning  of  admission,  he  awoke 
with  nausea,  mild  vomiting,  and  a single  chill,  and  felt  suffi- 
ciently ill  to  remain  in  the  hotel  room  while  his  friends  went 
sightseeing.  When  they  returned  to  the  room  in  the  late 
afternoon,  they  found  him  in  bed  continuing  to  complain  of 
malaise  and  generalized  fatigue.  When  multiple  purple  le- 
sions were  noted  on  his  hack,  he  was  taken  to  the  emergency 
room. 

He  had  a history  of  Wiscott-Aldrich  syndrome  in  the  first 
decade  of  life,  and  soon  after,  he  had  developed  the  typical 
symptomatic  thrombocytopenia  associated  with  the  syn- 
drome.1 Following  splenectomy  he  had  done  well,  and  was 
taking  no  medicines.  His  pneumococcal  vaccination  status  was 
unknown.  He  was  normally  healthy  and  active,  working  as  a 
pipe  fitter. 

On  initial  examination,  his  blood  pressure  was  90  mm  Hg 
systolic,  pulse  70/min.  and  respirations  50/min;  rectal  temper- 
ature was  not  recorded.  He  was  alert  and  conversant,  but  his 
skin  was  consumed  with  multiple  purpuric  lesions  from  head 
to  toe,  some  beginning  to  coalesce,  and  he  was  bleeding  from 
his  oropharynx  and  all  intravenous  puncture  sites.  His  lungs 
were  clear,  heart  sounds  were  normal,  and  his  abdomen  was 
soft.  There  was  no  hepatomegaly,  and  the  scar  of  the  sple- 
nectomy incision  was  well  healed.  The  neurologic  examina- 
tion was  normal. 

Overwhelming  sepsis  from  an  encapsulated  organism  w-ith 
resultant  disseminated  intravascular  coagulation  (DIC)  was 
suspected,  and  he  was  given  intravenous  penicillin,  a third- 
generation  cephalosporin,  and  a fluid  bolus  before  emer- 
gency transportation  by  helicopter  to  Vanderbilt  University 
Hospital.  On  arrival,  he  was  unresponsive  even  to  deep  pain. 
His  skin  was  completely  ecchymotic.  Laboratory  data  re- 
vealed normal  electrolytes,  BUN  30  mg/dl  (normal  6 to  20), 
creatinine  3.9  mg/dl  (normal  0.5  to  1.2),  glucose  70  mg/dl 
(normal  70  to  110),  WBC  count  14,300/cu  mm  (normal  5,000 
to  10.000)  with  a leftward  shift,  and  platelet  count  14,000/cu 
mm  (normal  150,000  to  400,000).  Activated  partial  throm- 
boplastin time  (PTT)  was  greater  than  200  seconds  (normal 
27  to  33);  the  prothrombin  time  (PT)  was  37  seconds  with  a 
control  of  12  seconds.  Urinalysis  revealed  3+  proteinuria  and 
hematuria.  Fibrinogen  w;as  markedly  diminished.  Arterial 
blood  gas  on  mechanical  ventilation  was  pH  7.06  (normal  7.35 
to  7.45).  Pco2  42  mm  Hg  (normal  35  to  45).  and  Po:  74  mm 
Hg  (normal  85  to  95).  Chest  roentgenogram  was  clear. 

The  patient  received  aggressive  therapy  with  ventilator 
management,  transfusions  of  platelets  and  fresh  frozen  plas- 
ma. antibiotics,  crystalloid  infusion,  vasopressors,  intrave- 
nous bicarbonate,  and  intravenous  immunoglobulin.  Hydro- 
cortisone was  given  for  the  treatment  of  possible  hemorrhagic 
adrenal  failure.  Despite  this  therapy,  the  patient  suffered  car- 
diovascular collapse,  resuscitation  was  unsuccessful,  and  he 
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was  pronounced  dead  18  hours  after  the  onset  of  his  illness. 
All  four  of  the  four  blood  cultures  drawn  at  the  referring 
hospital  grew  Streptococcus  pneumoniae. 

Autopsy  revealed  pathologic  manifestations  of  over- 
whelming sepsis.  DIC  produced  extensive  hemorrhage  in  the 
skin,  mucous  membranes,  muscle,  serosa,  and  all  organs 
throughout  the  body,  and  extensive  bilateral  hemorrhage  in 
the  adrenal  glands  was  consistent  with  the  Waterhouse-Frid- 
erichsen syndrome.  The  body's  lymph  nodes  were  depleted 
of  germinal  centers,  and  secondary  follicles  were  absent. 

Discussion 

Postsplenectomy  sepsis  syndrome  (also  called 
“overwhelming  postsplenectomy  infection”)  was  first 
described  in  1969, 2 as  physicians  began  to  recognize  a 
typically  fatal  sepsis  syndrome  in  patients  without 
spleens.  Subgroups  of  these  patients  include  those  with 
congenital  agenesis  of  the  spleen,  autosplenectomy 
from  sickle-cell  disease,  traumatic  loss  of  the  spleen, 
immune  thrombocytopenia  purpura  (ITP)  refractory  to 
corticosteroids,  staging  operations  for  Hodgkin's  lym- 
phoma, hereditary  red  cell  dvserasia  (spherocytosis  and 
autoimmune  hemolytic  anemia),  and  a wide  variety  of 
hyposplenic  states  such  as  lupus  erythematosus,  rheu- 
matoid arthritis,  polyarteritis  nodosa,  amyloidosis, 
sarcoidosis,  and  Graves'  disease.  Hyposplenic  function 
in  these  conditions  can  often  be  recognized  by  the  ap- 
pearance of  Howell-Jolly  bodies,  Heinz  bodies,  and 
deformed  red  blood  cells. 

Although  patients  with  hematologic  disease  are  five 
times  as  likely  as  patients  with  traumatic  splenectomy 
to  develop  this  syndrome,  the  underlying  reason  for 
the  splenectomy/hyposplenism  seems  to  be  much  less 
important  in  the  development  of  postsplenectomy  sep- 
sis syndrome  than  the  age  of  the  patient  at  splenecto- 
my.2 Loss  of  splenic  function  prior  to  2 to  4 years  of 
age  is  much  more  closely  related  than  splenectomy/ 
hyposplenism  later  in  life  to  the  development  of  the 
syndrome.4  The  reason  is  unclear.  The  spleen  appar- 
ently protects  us  from  the  causative  organisms  (5. 
pneumoniae  in  50%  of  cases,  N.  meningitis  or  H.  in- 
fluenzae in  25%  of  cases,  and  others,  including  some 
gram-negative  enterics)  by  a combination  of  phagocy- 
tosis and  enhancement  of  opsonizing  antibody  produc- 
tion at  the  time  of  initial  exposure.  With  exposure  or 
reexposure  to  these  organisms  after  splenectomy,  the 
remaining  reticuloendothelial  system  (RES)  macro- 
phages presumably  require  increased  amounts  of  anti- 
bodies to  mediate  effective  intravascular  clearance  of 
bacteria,  especially  the  encapsulated  organisms.5 
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This  patient  demonstrated  virtually  all  of  the  clini- 
cal manifestations  of  the  postsplenectomy  sepsis  syn- 
drome.'' He  had  a short,  nonspecific  prodrome,  with 
abrupt  progression  from  apparent  good  health  to  death 
within  24  hours.  The  cutaneous  manifestations  of  DIG 
were  demonstrated  with  initial  petechiae  progressing 
to  purpura  fulminans.  There  was  marked  hypotension, 
tachypnea,  depressed  mental  status,  acidosis,  hypo- 
glycemia, and  hematologic  perturbations.  Water- 
house-Friderichsen syndrome  (hemorrhage  and  necro- 
sis of  the  adrenals)  occurred.  Gram  staining  of  the  buffy 
coat  might  have  demonstrated  the  organism,  since  the 
organism  load  of  patients  with  postsplenectomy  sepsis 
is  verv  large,  perhaps  10,000  times  that  found  in  ordi- 
nary pneumococcal  pneumonia.5  Frequently,  the  pri- 
mary site  of  infection  is  not  identified. 

Treatment  is  supportive  as  outlined  above.  Mortal- 
ity overall  is  80%,  50%  within  the  first  24  hours.  Pres- 
ervation of  splenic  function  is  very  important  in  pre- 
venting this  syndrome;  recent  studies  have  reaffirmed 
this/’  Polyvalent  pneumococcal  vaccine  should  be  giv- 


en perhaps  two  weeks  prior  to  elective  splenectomy  if 
possible,  but  it  is  still  worthwhile  after  splenectomy. 
There  are  currently  no  widely  agreed  upon  recommen- 
dations on  repeating  the  vaccine  in  any  patient  groups, 
including  splenectomized  patients.  Zarrabi7  has  dis- 
cussed the  use  of  prophylactic  penicillin,  but  in  spite 
of  his  enthusiasm,  no  final  decision  has  yet  been 
reached.  This  case  asks  a related  question:  would  the 
outcome  have  been  different  if  the  patient  had  taken 
oral  penicillin  when  he  first  felt  ill? 
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The  Solitary  Pulmonary  Nodule 


Case  Report 

A 67-year-old  man  was  admitted  to  the  hospital  for  eval- 
uation of  a lung  nodule  seen  incidentally  on  his  chest  radi- 
ograph. He  was  well  until  four  months  earlier  when  he  noted 
the  onset  of  fatigue,  weakness,  and  vague  myalgia  in  his  arms 
and  legs,  for  which  he  sought  medical  attention. 

He  had  been  healthy  most  of  his  life  and  was  taking  no 
medicines.  He  was  single  and  lived  alone.  He  had  smoked 
one  pack  of  cigarettes  per  day  for  50  years  and  drank  alcohol 
socially. 

On  examination,  he  was  thin  but  otherwise  appeared  well. 
Vital  signs  were  normal,  and  no  abnormal  findings  were  not- 
ed on  physical  examination. 

Laboratory  data  showed  a microcytic  hypochromic  ane- 
mia with  a hematocrit  of  25%.  Chest  radiograph  (Fig.  1) 
demonstrated  a 2.5-cm  parenchymal  mass  in  the  posterior 
segment  of  the  right  upper  lobe  with  an  associated  infiltrate. 
The  right  hilus  was  enlarged,  suggesting  lymphadenopathy. 
Radiographic  stigmata  of  chronic  obstructive  pulmonary  dis- 
ease were  noted. 

In  the  hospital,  iron  deficiency  anemia  was  established  by 
bone  marrow  biopsy.  Colonoscopy  showed  moderate  diver- 
ticulosis,  but  upper  gastrointestinal  radiography  was  normal. 
When  cytologic  and  bacteriologic  studies  of  sputum  were 
negative,  bronchoscopy  was  performed.  Endobronchial  anat- 
omy was  normal,  and  brushings,  washings,  and  transbronchi- 
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al  biopsy  material  were  negative.  A CT-guided  needle  aspi- 
rate revealed  numerous  acid-fast  bacilli,  for  which  he  was 
treated  with  isoniazid,  rifampin,  and  pyridoxine  (vitamin  B6).‘ 
Cultures  from  the  material  have  grown  Mycobacterium  tuber- 
culosis. 

Discussion 

This  case  serves  as  a reminder  that  there  are  non- 
neoplastic causes  of  solitary  pulmonary  nodules,  and 
also  emphasizes  the  difficulty  of  their  evaluation  and 
diagnosis.  Some  studies  suggest  that  over  60%  of  all 
solitary  pulmonary  nodules  are  benign.2  Granuloma- 
tous infections,  principally  tuberculosis  and,  in  this  re- 
gion, histoplasmosis,  are  most  common.  Cryptococcus 
and  nocardia  are  occasionally  seen.  Coccidioidomyco- 
sis is  largely  confined  to  the  southwest.  Hamartoma  is 
sometimes  seen. 

The  complex  diagnostic  approach  to  the  solitary 
pulmonary  nodule  has  resisted  the  creation  of  a rigid 
algorithm.  Factors  such  as  age  of  the  patient,  size  and 
characteristics  of  the  nodule,  history  of  smoking,  co- 
existent illnesses,  patient  preferences,  and  the  preva- 
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Figure  1.  PA  and  lateral  chest  radiograph  demonstrating  the  posterior  segment  right  upper  lobe  nodule  with  infiltrate 


lence  of  malignancy  in  the  patient  population  at  hand 
all  must  be  considered.3  There  is,  however,  one  piv- 
otal, universal  question  for  each  case:  what  is  the 
likelihood  that  the  nodule  is  malignant?  If  the  likeli- 
hood of  cancer  is  high,  proceed  with  a definitive  pro- 
cedure (and  sometimes  definitive  therapy),  namely 
thoracotomy  with  wedge  resection.  If  the  likelihood  of 
cancer  is  low  wait  and  watch  with  serial  chest  radi- 
ographs. If  the  likelihood  is  intermediate,  attempt  tis- 
sue diagnosis  with  bronchoscopy  or  CT-guided  needle 
aspirate.  If  the  material  obtained  is  nondiagnostic,  the 
data  slightly  favor  watchful  waiting.4 

In  summary,  the  issues  involved  in  managing  the 
solitary  pulmonary  nodule  are  numerous  and  complex. 
All  choices  have  very  similar  average  life  expectancies, 
and  so  “it's  a close  call."4  Common  sense  guidelines 


are  helpful  only  in  a broad  sense,  and  the  controversy 
continues  as  each  individual  patient  is  separately  eval- 
uated. The  patient  presented  above  must  be  followed 
with  serial  chest  radiographs  since  there  is  an  associa- 
tion between  tuberculosis  and  bronchogenic  carci- 
noma. and  cancer  has  therefore  not  yet  been  com- 
pletely excluded.  /~  ^ 
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MISSING 

Don’t  be  among  the  missing  at  the  Tennes- 
see Medical  Association’s  154th  Annual 
Meeting — April  12-15,  1989,  at  the  fabu- 
lous Opryiand  Hotel  in  Nashville.  Mark  your 
calendar  NOW  so  you  won’t  miss  out. 
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Disability  Update 


Six  Ways  To  Guarantee  Denial  of  Your  Patient’s 
Social  Security  Disability  Benefits 

WILLIAM  M.  STEPHENS 


Mv  clients  are  mostly  elderly  and  disabled  people, 
so  I work  with  physicians  every  day.  From  my  experi- 
ence, most  doctors  want  to  help  their  “truly  disabled'’ 
patients  win  their  cases.  But,  unfortunately,  the  doc- 
tor's definition  of  disability  is  often  different  from  the 
definition  used  by  the  Social  Security  Administration 
(SSA),  and  SSA  always  gets  the  last  word. 

Since  physicians,  by  and  large,  are  not  familiar  with 
the  complexities  of  federal  regulations,  it  sometimes 
happens  that  a doctor's  good  intentions  may  produce 
an  unforeseen  negative  result.  Consequently,  some 
doctors  may  conclude  it  is  useless  to  spend  time  on 
behalf  of  a Social  Security  claimant;  others  fortunately 
persist  despite  their  growing  conviction  that  very  few 
people  are  ever  approved  for  disability  benefits. 

It  you  want  to  help  a patient  obtain  benefits,  avoid 
the  pitfalls  listed  below,  work  with  your  patient’s  at- 
torney, and  the  case  will  probably  be  won.  And  then, 
all  three  of  you — patient,  doctor,  and  laywer — can  re- 
joice. The  patient  will  have  a regular  income,  however 
small,  and  the  doctor  and  lawyer  will  finally  get  paid. 
The  doctor  may  even  be  paid  retroactively  for  work 
done  over  the  space  of  several  years  if  the  patient  is 
awarded  Supplemental  Security  Income  (SSI),  because 
SSI  recipients  automatically  get  Medicaid,  and  even  if 
the  patient  is  not  poor  enough  for  SSI,  he  will  receive 
Medicare  after  having  been  officially  disabled  for  two 
years. 

If,  on  the  other  hand,  you  don't  want  to  help  a 
patient  obtain  disability  benefits,  that  is  all  the  more 
reason  for  becoming  familiar  with  the  guidelines  be- 
low; they  will  help  you  get  rid  of  cases  you  don't  want. 

The  best  ways  to  keep  patients  off  the  disability  rolls 
are  to: 

(1)  Ignore  Requests  for  Medical  Information.  Don’t 
answer  any  letters  requesting  reports.  Eventually  your 
patient  will  receive  a denial  notice  from  Social  Secu- 
rity with  a brief  explanation.  “We  requested  reports 


Mr.  Stephens’  law  practice  is  built  around  elderly  and  disabled 
people.  His  office  is  in  Brentwood,  and  he  writes  a column,  “Answers 
on  Aging,”  which  appears  in  newspapers  throughout  Tennessee. 
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from  your  treating  physician,  but  he  did  not  respond 
to  our  requests.” 

(2)  Let  Your  Treatment  Notes  Reflect  Your  Patient's 
Chronology  of  Social  Security  Denials.  Social  Security 
files  often  contain  office  notes  such  as  these:  “She  is 
back  again  with  complaints  about  hurting  all  over  and 
wanting  my  help  in  getting  her  disability.”  . . . “She 
came  in  crying;  has  been  turned  down  again  for 
SSI.”  . . . “Mr.  Jones  is  back  after  three  years.  Want- 
ed me  to  do  a disability  assessment.  I told  him  I do 
not  do  such  examinations  and  his  condition  is  not  se- 
vere enough  from  a physical  standpoint.  I suggested 
he  see  a psychiatrist.” 

Notes  of  this  type,  or  any  in  which  you  mention 
your  patient's  disappointment  or  frustration  with  So- 
cial Security,  are  likely  to  result  in  further  denials  by 
Social  Security.  Some  notes  may  suggest  to  an  admin- 
istrative law  judge  that  you  are  overly  sympathetic  to 
your  patient’s  plight  (even  though  you  are  not).  If  the 
judge  is  looking  for  a way  to  deny  the  claim,  he  may 
find  your  reports  “biased  and  not  wholly  credible.” 

(3)  Refuse  to  Fill  Out  Residual  Functional  Capacity 
(RFC)  Forms.  This  is  another  easy  and  simple  method 
of  achieving  the  desired  result.  Just  as  effective  is  to 
scribble  something  indecipherable  on  the  form  and  then 
return  the  form.  To  practically  insure  a denial,  note 
that  you  have  not  seen  the  patient  in  ages  and  you 
suspect  she  can  do  light  work  at  least.  The  latter  course 
allows  you  to  collect  the  nominal  fee  paid  by  Social 
Security,  and  at  the  same  time  give  the  patient  the 
shaft. 

(4)  Refuse  to  Do  a Consultative  Examination  Re- 
quested by  SSA.  When  a consultative  examination  (CE) 
is  required,  SSA  has  traditionally  sent  claimants  to  a 
handful  of  CE  examiners  who  do  the  bulk  of  the  So- 
cial Security  work.  Now,  however,  by  order  of  the 
federal  judge  in  the  celebrated  Samuels  case,  SSA  is 
required  to  attempt  to  obtain  a CE  from  the  treating 
physician.  If  you,  as  the  treating  physician,  will  do  the 
required  evaluation,  your  report  will  be  of  utmost  im- 
portance in  the  disability  determination  process.  By  that 
one  examination,  you  can  win  or  lose  your  patient’s 
case.  By  declining  to  do  the  examination,  you  may 
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often  seal  your  patient’s  doom. 

(5)  Refuse  to  Send  an  Updated  Report  to  Your  Pa- 
tient's Attorney.  Occasionally,  a physician  may  refuse 
to  cooperate  with  an  attorney  under  the  mistaken  be- 
lief that  a patient  who  is  clearly  and  totally  disabled 
does  not  need  an  attorney.  Statistics  do  not  bear  this 
out.  The  most  grievous  cases  are  often  denied. 

The  doctor  who  discourages  a patient  from  seeking 
representation  often  lives  to  regret  it.  The  patient,  de- 
nied again,  has  to  start  over,  and  this  time  may  have 
lost  her  insured  status  and  may  never  be  able  to  estab- 
lish her  eligibility.  She  may  be  your  patient  until  she 
either  dies  or  goes  on  the  street  and  gets  her  medica- 


tions at  the  neighborhood  clinic  (if  she’s  lucky  enough 
to  live  in  a community  that  has  such  a thing). 

(6)  Send  a Brief  Impatient  Letter  to  Social  Security 
Stating  Emphatically  That  the  Claimant  Is  Totally  and 
Permanently  Disabled  . . . and  then  send  nothing  to 
back  it  up.  It  is  up  to  the  physician  to  describe  the 
patient’s  limitations  and  impairments,  and  to  include 
reports  of  x-rays,  CT  scans,  MRIs,  blood  work,  and 
the  like.  Determining  disability  is  the  function  of  the 
Social  Security  Administration,  and  SSA  cannot  do  its 
job  properly  without  your  help.  If  you  w'on't  help,  your 
patient  will  most  likely  be  denied.  r ^ 
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AIR  FORCE  MEDICINE- 
AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE. 

Are  you  sick  of  the  paperwork  baffle?  Are  you  more  familiar 
with  the  latest  computer  technologies  instead  of  those  of  your 
specialty?  Are  supply  and  equipment  problems  getting  you 
down?  Join  the  Air  Force  medical  team.  Concentrate  on  your 
medical  practice.  Leave  the  paperwork  hassle  to  others.  We 
use  the  group  practice  system  of  health  care.  It  allows 
maximum  patient/physician  contact  with  a minimum  of 
administrative  responsibilities.  You'll  get  to  use  those  skills 
you've  gained  through  the  years  of  education;  to  stay  up  with 
new  methods  and  techniques;  and,  if  qualified,  to  specialize. 
Our  superior  employment  and  benefits  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice. 
Find  out  how  you  can  be  a part  of  the  Air  Force  health  care 
team.  Without  obligation,  call 


Maj.  Alvin  R.  Chiles 
(615)  889-0723 
Collect 
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Health  and  Environment  Report 


Trends  in  Suicide  Among  Tennessee  Youth 
Aged  10  to  24  Years 

ANN  HOGAN 


In  1986  in  Tennessee,  there  were  642  suicides  among 
residents  of  all  ages.  Of  that  number,  88  (13.7%)  were 
under  the  age  of  25  years,  and  four  were  among  10  to 
14  year  olds.  Suicide  was  the  third  leading  cause  of 
death  in  that  year  among  residents  aged  15  to  24  years 
and  25  to  34  years,  and  the  second  leading  cause  of 
death  in  whites  aged  15  to  24  years.  Suicide  is  a tragic 
and  preventable  problem,  but  among  young  people  it 
is  especially  devastating. 

The  1988  Suicide  Surveillance  Study  conducted  by 
the  Centers  for  Disease  Control  (CDC)1  compared  na- 
tional suicide  rates  from  1970  through  1984.  Of  the 
four  major  geographic  regions  of  the  United  States, 
the  West  had  the  highest  rates  in  persons  aged  15  to 
24  years,  but  in  that  same  period  the  South  experi- 
enced the  greatest  percent  increase  (71.2%). 

Though  the  increase  in  the  number  and  rate  of  re- 
ported suicides  may  be  attributable  to  more  accurate 
reporting  by  persons  completing  the  death  certificates, 
it  is  widely  accepted  that  suicide  is  underreported  both 
in  Tennessee  and  nationally.  Religious  constraints,  so- 
cial stigma,  and  life  insurance  policy  limitations,  among 
other  reasons,  bias  the  accurate  reporting  of  suicide. 
A 1986  national  survey  of  medical  examiners  indicated 
that  most  believed  suicides  were  underreported  by  at 
least  half.2  Suicide  among  young  people  in  Tennessee 
may  be  grossly  understated  by  basing  counts  on  data 
from  certificates  of  death  filed  with  the  Tennessee  De- 
partment of  Health  and  Environment. 

Data  from  death  certificates  for  1970  through  1986 
indicate  that  on  average  four  10  to  14  year  olds  killed 
themselves  annually;  the  average  number  for  15  to  19 
year  olds  was  29  and  for  20  to  24  year  olds,  54. 

There  are  no  Tennessee  data  on  the  number  of  su- 
icide attempts,  and  researchers  generally  disagree  on 
the  ratio  of  suicide  attempts  to  suicides.  They  do  agree, 
however,  that  it  is  greater  than  1:1.  In  an  ongoing  study 
in  Oregon,  the  ratio  of  youth  suicide  attempts  to  com- 
pletions is  approximately  50:1.  The  Committee  on  Ad- 


From  the  Center  for  Health  Statistics,  Tennessee  Department  of 
Health  and  Environment.  Nashville. 


olescence  of  the  American  Academy  of  Pediatrics  sug- 
gests a ratio  of  50:1  to  200:1. 3 

Mirroring  a national  trend,  firearm-related  suicides 
are  becoming  increasingly  common  among  Tennessee 
youth.  They  constituted  an  average  of  72.1%  of  resi- 
dent suicides  among  10  to  24  year  olds  from  1984 
through  1986,  compared  to  59.4%  for  1964  through 
1966.  This  trend  is  common  to  both  boys  and  girls. 
According  to  the  Centers  for  Disease  Control:  “The 
trend  toward  firearms  and  away  from  poisoning  as  a 
preferred  method  of  suicide  for  girls  indicates  a move 
toward  more  immediately  lethal  methods  with  less 
chance  of  intervention  or  rescue.”4 

Although  increasing  numbers  of  suicide  victims  in 
Tennessee  are  female,  victims  among  10  to  24  year 
olds  tend  to  be  white  and  male.  Among  10-  to  14-year- 
old  victims  from  1984  through  1986,  61.5%  were  white 
and  male,  as  were  over  two-thirds  (68.1%)  of  suicides 
in  15  to  19  year  olds.  The  proportion  for  20  to  24  year 
olds  was  71 .2%. 

The  Surgeon  General  of  the  United  States5  de- 
scribes stress  overload  as  a contributing  factor  in  sui- 
cide: “Unmanaged  stress  plays  a major  role  in  suicides 
and  homicides  that  are  leading  causes  of  death  in  the 
15-24  age  group.”  He  notes  that  certain  groups,  among 
them  adolescents,  “appear  to  be  particularly  vulnera- 
ble to  stress  overload.” 

Uncontrolled  stress  can  manifest  itself  in  physical 
complaints,  and  the  American  Academy  of  Pediatrics 
Committee  on  Adolescence3  has  attempted  to  outline 
selected  known  characteristics  of  individuals  at  risk  of 
suicide.  Among  them  is  the  presence  of  physical  ail- 
ments, “including  hypochondriacal  preoccupation”  and 
“multiple  physical  complaints.”  /~  ^ 
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Vote  Cool 

It  seems  no  time  at  all  since  we  were  cranking  up  for  the  eighties,  and 
now  here  we  are  about  to  bid  them  good-bye.  This  year  just  off  the  ground 
is  the  last  of  a decade  that  has  seen  medicine  beset  on  all  sides — not  only 
by  big  government,  to  whose  machinations  we  had  become  accustomed,  but 
from  the  private  sector  as  well,  of  which  we,  as  a part  of  it,  thought  we 
could  expect  support.  Not  anymore. 

This  year  will  see  us  beset  from  still  a new  direction.  Like  the  course  of 
true  love,  that  of  the  House  of  Medicine  never  did  run  smooth,  and  there 
has  been,  probably  ever  since  the  barbers  joined  up  with  the  physicks  to 
form  the  medical  profession  (or  possibly  even  from  the  time  the  shamans  of 
Ugh  were  scrapping  with  the  shamans  of  Og  for  the  choicest  rhinoceros 
horns  for  their  potions)  internecine  warfare  over  turf,  ethics,  turf,  proce- 
dures, turf,  patients,  and — you  guessed  it — turf.  Some  of  the  clashes  were 
relatively  subdued,  even  more  or  less  friendly,  and  some  an  contraire — even 
bitter.  Never,  though,  I believe,  has  there  been  such  a potential  for  disrupt- 
ing friendships  as  appears  in  the  recently  released  Resource-Based  Relative 
Value  Scale  (RBRVS). 

I am  not  certain  to  what  extent  the  well-known  and  universally  employed 
tactic  of  divide  and  conquer  was  deliberately  used  in  formulating  the  results, 
but  the  feds  could  not  have  done  a better  job  of  it  even  had  they  tried,  in 
case  they  didn’t.  In  the  first  place,  it  is  difficult  to  be  against  motherhood  and  the  flag,  and  one  feature 
of  it  is  eminently  just.  It  is  widely  recognized  that  the  financial  return  for  the  so-called  cognitive 
services  is  far  too  meager;  what  is  much  less  widely  held,  though,  is  that  most  (I  hesitate  to  say  all) 
compensation  for  procedures  is  too  high.  To  keep  the  Relative  Value  Scale  (RVS)  budget-neutral, 
increasing  compensation  for  congenitive  services  requires  reducing  that  for  procedures.  Therein  lies 
the  rub. 

In  viewing  the  status  quo,  translated  “the  mess  we  is  in,”  several  items  come  to  mind,  which  I 
submit  for  your  consideration.  First,  the  RBRVS  is  only  a study,  thus  far  (and  likely  in  perpetuity) 
not  approved  by  any  body;  though  it  may  (or  may  not)  serve  as  the  (or  one)  basis  for  an  eventual 
RVS,  it  is  not  worth  getting  excited  about.  In  the  second  place,  even  if  it  were  worth  getting  ex- 
cited about,  you  had  better  not.  Cool  heads  are  necessary.  Hot  ones  only  fan  flames  that  do  not 
need  fanning,  because  what  they  will  burn  is  the  whole  medical  care  system;  wildfires  are  never 
controllable. 

If  the  basis  for  one’s  opposition  to  the  RVS  is  purely  financial,  he  had  best  keep  it  quiet,  as  that  is 
what  the  public  suspects,  and  it  would  be  sheer  folly  to  prove  their  suspicions  correct.  It  is,  furthermore, 
unlikely  that  the  low  end  of  the  scale  will  be  enhanced  very  much  by  contractions  at  the  top.  Any 
adjustment  is  likely,  for  Gramm-Rudman  reasons,  to  be  one-sided. 

It  is  absolutely  crucial  that  the  approach  of  Medicine  and  those  involved  in  the  planning  from  this 
side  be  at  least  as  cool  and  as  thoughtful  as  that  on  the  Washington  side.  Statesmanship  and  cooperation 
within  the  profession  are  of  the  essence.  Patient  care  is  already  being  harmed  immeasurably  by  fiscal 
constraints  placed  on  hospitals  and  medical  practice.  Warfare  within  the  profession  will  finish  it  off,  and 
nobody  will  be  the  winner — neither  you  nor  I,  nor  the  administration,  nor  the  Congress.  There  will, 
however,  be  one  clear  loser — the  American  public,  of  which,  remember,  we  are  all  a part. 


John  B.  Thomison 
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Sunday  Games 

The  late  Satchel  Paige’s  admonition,  “Don’t 
look  back;  something  might  be  gaining  on  you,” 
has  a lot  of  comic  appeal,  but  is  often  found 
wanting  on  application.  Something  might  sure 
enough  be  gaining  on  you,  but  to  remain  intact 
you  need  to  know  first  what,  and  then  how  close, 
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so  that  you  can  assess  the  situation  and  find  out 
whether  to  stand  and  fight  or  cut  and  run. 

Janus,  the  Roman  god  of  the  New  Year,  for 
whom  this  month  is  named,  had  two  faces  so  that 
he  could  look  both  ways.  I’m  not  sure  how  far 
forward  he  could  see,  but  as  for  me,  my  hind- 
sight is  far  better.  At  the  time  of  this  writing,  in 
mid-November,  I see  something  big  gaining  on 
us  doctors.  I would  not  be  surprised  if  by  the 
time  you  read  this  it  has  not  caught  up  with  us, 
no  matter  what  our  tactics. 

I have  just  returned  from  an  all-day-Sunday 
exercise  in  futility  hosted  by  the  AMA.  It  was 
advertised  as  a briefing  for  the  presidents  and  ex- 
ecutive officers  of  state  medical  and  specialty  so- 
cieties (and  assorted  others)  about  the  just-re- 
leased  Harvard  study  on  the  Resource-Based 
Relative  Value  Scale  (RBRVS).  It  turned  out  to 
be  more  a briefing  of  the  panel  from  the  back  of 
the  room  than  the  other  way  around.  It  was, 
however,  planned  that  way,  since  there  was  an 
hour  and  a half  scheduled  for  formal  presenta- 
tions and  six  hours  for  Q and  A.  It  was  one  of 
those  situations  of  good  news  and  bad  news  in 
which  the  only  good  news  was  that  it  could  al- 
ways be  worse — maybe. 

A course  I once  took  in  biostatistics  convinced 
me  of  the  verity  of  an  old  platitude  about  lies, 
damn  lies,  and  statistics.  Depending  upon  how 
they  are  applied,  it  is  often  possible  to  verify  al- 
most contradictory  conclusions,  providing  one 
sticks  with  the  central  portion  of  the  bell-shaped 
curve  and  forgets  the  outliers;  it  makes  a lot  of 
difference  where  the  line  is  drawn. 

Much  was  made  in  the  presentations,  and  in 
the  answers  to  queries,  of  the  statistical  signifi- 
cance of  the  findings  in  the  Hsaio  study,  despite 
the  repeated  failure  of  about  a third  of  the  small 
(I  thought)  sample  of  doctors  returning  the  ques- 
tionnaire. After  the  statistics  on  work  intensity, 
training,  practice  costs,  and  so  on  were  gathered 
and  relative  values  assigned,  the  simulations  were 
referred  to  panels  of  experts  by  specialty  to  come 
up  with  their  own  evaluation.  They  were  report- 
ed to  be  quite  similar,  but  of  the  half  dozen  or 
so  in  the  audience  who  had  served  on  consulta- 
tive panels,  one  thought  they  had  been  treated 
unfairly,  about  half  believed  their  work  had  been 
ignored,  and  all  agreed  they  had  no  input  at  all 
into  the  final  report.  There  were  privately  ut- 
tered comments  about  lack  of  objectivity  in  the 
study,  in  that  the  statistics  appeared  to  have  been 
used  simply  to  confirm  the  previously  published 
bias  of  the  primary  investigator;  such  a view  is 
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very  widely  held,  and  such  accusations  have  in 
fact  been  publicly  stated. 

If  you  are  beginning  to  form  an  image  of 
emerging  dissatisfaction  and  disaffection  it  is  a 
tribute  to  my  descriptive  powers,  because  that  is 
the  way  I saw  it.  There  was.  I'm  sure,  some  pre- 
formed hostility,  but  I really  think  not  much.  I 
am  sure  everyone  there  recognized  that  there  are 
undercompensated  areas  that  need  remedying, 
and  that  some  procedures  are  overcompensated. 
The  central  mass  of  doctors  will,  we  were  told, 
not  be  much  affected  by  the  RVS;  some  of  the 
outliers  will,  on  the  other  hand,  be  either  hand- 
somely rewarded  or  severely  deprived  (relative- 
ly, of  course;  no  one  is  going  to  be  relegated  to 
penury).  In  fact,  however,  HCFA,  among  oth- 
ers, believes  that  even  the  undercompensated 
ones  of  us  are  overcompensated.  What  almost 
everybody  objects  to,  though,  is  being  treated  as 
a statistic,  and  the  clear  message  was  that  we  in- 
dividually are  precisely  that. 

It  was  pointed  out  several  times  that  the  RVS 
applies  only  to  Medicare  patients,  and  that  those 
patients  make  up  only  a small  percentage  of  most 
practices.  No  one  is  naive  enough,  however  (I 
think),  to  believe  that  other  third  party  carriers, 
who  are  at  least  as  interested  as  the  federal  gov- 
ernment in  saving  money — and  are  generally 
much  better  at  it — are  going  to  sit  by  and  let  such 
a marvelous  opportunity  pass.  Their  cup  will 
doubtless  overflow  with  the  money  they  save — 
and  soon.  Though  no  dollar  amounts  have  been 
attached  to  the  study's  relative  values,  those 
businessmen  will  doubtless  be  quick  to  do  so. 

The  RBRVS  itself  is,  despite  its  flaws,  only  a 
lost  horseshoe  nail;  it  is  the  divisiveness  that  I 
saw  developing  that  is  gaining  on  us,  and  is  going 
to  lose  us  the  battle.  Competition  for  shrinking 
health  care  funds  is  intense  already,  and  due  to 
intensify  further.  Turf  battles  have  always  been 
with  us,  but  they  have  in  the  past  few  years  be- 
come more  open,  and  even  sometimes  vicious. 
The  RBRVS  will  only  exacerbate  the  tensions. 
Some  rearrangements  in  cash  flow  will  obviously 
follow,  and  some,  every  fair-minded  person  will 
be  quick  to  affirm,  are  long  overdue.  But  such 
preoccupations  with  the  green  count  have  at  least 
two  serious  consequences. 

First,  it  destroys  collegiality  within  the  profes- 
sion. This  is  not  a new  problem,  of  course,  since 
in  many  towns  the  medical  community  is  deeply 
split  anyway,  sometimes  over  mere  trifles,  often 
only  the  salving  of  hypertrophied  egos.  I have 
noted,  though,  that  as  a threat  comes  closer  to 


the  back  pocket,  friendships  tend  to  grow  distant 
and  statesmanship  to  dwindle. 

The  second  consequence  is  the  deleterious  ef- 
fect all  this  has  on  patient  care.  Strained  rela- 
tionships between  their  doctors  affect  the  pa- 
tient’s relationship  with  them,  but  even  more 
important  may  be  an  actual  deterioration  in 
medical  care  itself  as  primary  care  doctors  be- 
come loth  to  refer,  a trend  already  encouraged 
by  greedy  or  penurious  health  care  plans. 

Last  Sunday’s  game  is  going  to  be  replayed  on 
another  Sunday  in  Dallas  early  in  December,  only 
this  time  there  will  be  generally  different  players; 
those  players  are  the  ones  who  will  decide  AMA 
policy  as  to  the  RBRVS.  It  promises  to  be  a long 
Sunday  afternoon  that  will  likely  spill  over  into 
the  rest  of  the  meeting.  Despite  differences  aris- 
ing over  many  issues,  AMA  meetings  have  most- 
ly been  friendly  places  where  attitudes  were 
quickly  adjusted  once  the  floor  was  cleared  each 
afternoon.  A lot  of  statesmanship  is  going  to  be 
required  this  time  to  hold  the  Association  to- 
gether. 

Maybe  such  is  the  price  we  pay  for  desecrating 
the  Lord's  Day.  This  upcoming  Sunday  game  in 
Dallas  will  have  nothing  to  do  with  Cowboys,  and 
there  will  be  no  cheerleaders  (more’s  the  pity). 
One  can  only  hope  we  will  need  no  undertakers. 

J.B.T. 


Prescription  Drug  Diversion: 
“What  Lola  Wants,  Lola  Gets” 

The  release  in  November  of  the  Tennessee 
State  Planning  Office’s  report  on  Prescription 
Drug  Diversion  in  Tennessee  as  a part  of  the 
Governor’s  program  for  a Drug  Free  Tennessee 
focused  public  attention  onto  this  aspect  of  the 
complex  overall  drug  problem,  which  has  always 
been  a concern  of  the  medical  community,  in  ad- 
dition to  the  medical  licensing  board  and  law  en- 
forcement officials.  There  is,  of  course,  nothing 
in  the  problem  unique  to  Tennessee;  its  ubiquity 
led  the  AMA  several  years  ago  to  institute  its 
Prescription  Abuse  Data  Synthesis  (PADS)  pro- 
gram, a computerized  system  that  would  put  on 
line  the  dispensers  of  any  scheduled  drugs,  with 
the  resulting  capability  of  tracing  prescriptions  as 
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to  writer  and  patient.  The  anticipated  result 
would  be  that  both  those  who  write  and  those 
who  redeem  excessively  would  be  easily  and 
quickly  identified.  PADS  has  the  capability  and 
advantage  of  tracing  misuse  of  Schedule  III  and 
IV  as  well  as  Schedule  II  drugs.  It  is  not  an  ex- 
pensive system,  and  is  currently  being  tested. 
Though  it  has  twice  been  demonstrated  in  Ten- 
nessee, and  received  with  enthusiasm,  it  has  nev- 
er been  implemented  here.  Instead,  the  admin- 
istration is  looking  toward  using  the  triplicate 
prescription,  a system  tremendously  costly  in  both 
time  and  resources  and  exceedingly  cumber- 
some. 

The  triplicate  prescription,  presently  being 
considered  by  the  administration,  in  addition  to 
being  very  costly  at  a time  when  the  investigative 
and  enforcement  activities  of  the  licensing  board 
are  hampered  almost  to  non-existence  by  inade- 
quate funding,  has  further  disadvantages.  It  der- 
ogates the  doctor-patient  relationship  by  breach- 
ing confidentiality,  thereby  damaging  the  rapport 
between  the  patient  and  his  doctor.  Further- 
more, it  is  harmful  to  proper  patient  care  by  cre- 
ating an  atmosphere  conducive  to  underprescrib- 
ing of  Schedule  II  drugs  to  patients  who  really 
need  them  for  pain  relief. 

Prescription  drug  diversion  is  in  fact  not  a sin- 
gle problem,  but  three.  Criminal  diversion,  in 
which  the  prescriber  sells  prescriptions  for  re- 
sale, though  it  has  major  consequences,  involves 
only  a minute  percentage  of  health  professionals, 
either  doctors  or  pharmacists.  Its  solution  is 
criminal  investigation,  with  prosecution  and  sen- 
tencing commensurate  with  that  applied  to  any 
dealer  in  the  so-called  street  drugs.  The  profes- 
sional status  of  the  prescriber  should  not  be  a 
consideration,  and  his  license  to  practice  medi- 
cine should  be  permanently  revoked. 

The  second  part  of  the  problem  is  uninten- 
tional diversion,  which  is  distressingly  frequent. 
It  results  most  often  from  misplaced  sympathy  or 
gullibility;  it  may  be  due  to  carelessness,  some- 
times not  only  on  the  part  of  the  prescription 
writer,  but  of  its  filler  as  well.  Or  it  may  be  due 
to  a lack  of  current  information,  resulting  in  in- 
appropriate prescribing  practices.  Remedial  ed- 
ucation is  the  answer  here;  except  for  perhaps 
temporary  suspension  of  prescribing  privileges  for 
Schedule  II  drugs,  more  drastic  measures  can  be 
avoided  unless  education  fails.  Such  prescribers 
may  be  particularly  susceptible  to  pleas  for 
Schedule  III  drugs,  particularly  Valium,  which  is 
the  state’s  most  overprescribed  drug.  The  PADS 
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II  program  would  therefore  be  best  suited  to  re- 
ducing such  practices,  since  triplicate  prescrip- 
tions apply  only  to  Schedule  II  drugs.  State  Vol- 
unteer Mutual  Insurance  Company  (SVMIC),  our 
professional  liability  carrier,  periodically  ad- 
dresses this  topic  quite  thoroughly  in  its  loss  pre- 
vention seminars.  Unfortunately,  the  doctors  who 
need  such  education  most  are  frequently  the  ones 
who  least  avail  themselves  of  the  opportunity. 

The  third  part  of  the  problem  is  self-prescrib- 
ing by  the  chemically  dependent  doctor.  Such  in- 
dividuals need  help,  not  censure  and  punish- 
ment. Fortunately,  help  is  available  through 
TMA’s  Impaired  Physician  Program.  Though  it 
is  becoming  less  frequent,  it  happens  all  too  often 
that  under  the  guise  of  consideration  for  a col- 
league’s sensibilities,  doctors  fail  to  report  known 
peccadillos.  Once,  when  the  only  avenue  was 
through  the  licensing  board,  such  hesitancy  was 
understandable.  With  a functioning  Impaired 
Physician  Program,  though,  the  greatest  kind- 
ness one  can  do  a failing  colleague  is  to  catch 
him  before  he  falls. 

There  are,  of  course,  other  forms  of  mental 
impairment  than  chemical  dependency.  Unbe- 
knownst to  many  doctors,  the  Impaired  Physi- 
cian Program  has  ministered  to  many  with  such 
problems,  having  averted  suicide  in  a number  of 
instances.  Whatever  a colleague's  needs,  we  need 
to  remember  that  we  have  a really  marvelous 
program  for  dealing  with  them.  There  is  no  need 
for  the  name  of  such  a one  ever  to  appear  in  the 
Minutes  of  the  Medical  Licensing  Board,  which 
under  the  sunshine  law  are  available  for  public 
scrutiny,  and  which  are  published  periodically  in 
this  journal.  The  reasons  we  do  that  have  been 
enumerated  previously,  in  an  editorial  I wrote  to 
accompany  the  first  set  of  published  minutes 
( J Tenn  Med  Assoc  75:307-308,  1985). 

Diversion  of  prescription  drugs  is  a very  real 
problem,  locally  and  nationally.  Of  the  1.5  bil- 
lion prescriptions  issued  annually  in  the  United 
States  several  hundred  million  are  diverted  to  il- 
licit use.  The  DEA’s  automated  tracking  system 
reported  Tennessee  as  first  in  the  nation  in  per 
capita  consumption  of  Demerol,  second  in  Tus- 
sionex,  third  in  Dilaudid,  fourth  in  Paregoric,  fifth 
in  Preludin,  seventh  in  Synalgos-DC,  ninth  in 
morphine  and  cocaine,  and  tenth  in  Numorphan. 
One  might,  of  course,  take  the  not  unreasonable 
position  that  he  is  not,  and  should  not  be  expect- 
ed to  function  as,  an  investigator  for  the  DEA  or 
the  TBI.  On  the  other  hand,  it  seems  to  me  an 
even  more  reasonable  position  that  in  reporting 
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departures  from  accepted  drug  practices,  either 
to  the  Impaired  Physician  Program  in  the  case  of 
a tottering  colleague,  or  to  the  licensing  board  in 
the  case  of  straying  ones,  one  is  being  not  a stool 
pigeon  but  an  advocate  not  only  for  the  public, 
which  is  being  terribly  harmed  by  this  plague,  but 
also  for  his  patients,  who  stand  to  be  harmed 
generally,  as  a part  of  the  public,  and  also  partic- 
ularly, as  they  perhaps  become  deprived  of  ade- 
quate relief  on  occasion  through  restrictive  meas- 
ures. The  public  is  demanding  action,  and  what 
the  public  persistently  demands  it  ultimately  gets. 

J.B.T. 


More  on  “Bloody  AIDS  and 
AIDSy  Blood” 

To  the  Editor: 

I should  like  to  comment  and  expand  on  some  of 
the  statements  so  well  articulated  in  the  October  issue 
{J  Tenti  Med  Assoc  81:650-651,  1988).  My  perspective 
is  that  of  a physician  having  done  Transfusion  Medi- 
cine (the  now  “in”  term  for  blood  banking)  for  some 
years  and  having  recently  served  as  Director  of  Blood 
Services  of  the  Tennessee  Valley  Region  of  the  Amer- 
ican Red  Cross. 

It  is  possible  to  get  AIDS  (HIV  infection)  by  do- 
nating blood — if  the  proper  precautions  and  sterile 
practices  are  not  observed.  This  has  been  reported  but 
not,  fortunately,  in  this  country. 

It  is  possible  to  get  AIDS  from  a blood  transfusion. 
It  will  continue  to  be  possible  to  get  AIDS  in  this 
manner  until  no  one  carrying  the  virus  donates  blood, 
or  until  a “magic  bullet”  can  be  added  to  donated  blood 
which  kills  all  infectious  agents.  Blood  collecting  agen- 
cies do  not  have  a fail-safe  mechanism  for  recognizing 
all  donors  whose  blood  may  potentially  transmit  AIDS 
or  hepatitis.  These  organizations  have  no  means  of 
compelling  a knowledgeable,  truthful,  and  accurate 
medical  history. 

The  standard  tests  for  detection  of  anti-HIV  by  the 
blood  collecting  industry  are  not  likely  to  be  signifi- 
cantly improved.  The  most  often  cited  explanation  for 
failure  of  anti-HIV  tests  is  that  donors  are  in  the  “win- 
dow” period  with  insufficient  time  for  production  of 
anti-HIV.  Were  this  the  only  explanation  for  test  fail- 


ure, patients  and  physicians  might  resign  themselves  to 
this  risk  (patients  accept  the  risk  inherent  in  blood 
transfusions;  physicians  do  not,  except  for  the  medi- 
colegal hazards).  Other  explanations  for  anti-HIV  test 
failure  include  the  following,  which,  in  my  opinion, 
are  more  important  than  the  “window”  period  phe- 
nomenon. 

• Improper  test  performance  and/or  identification  of 
units  of  blood  requiring  destruction. 

• Failure  to  destroy  all  components  of  identified  po- 
tentially infectious  units. 

• HIV-2  infections,  which  will  not  likely  be  recog- 
nized by  current  anti-HIV-1  test  used  by  blood  col- 
lecting agencies. 

• Reversion  of  seropositivity  to  HIV  to  HIV  seroneg- 
ativity  by  potential  blood  donors. 

• Individuals  who  are  in  the  “latent”  period.  These 
are  not  individuals  who  are  in  the  “window”  period; 
they  are  individuals  whose  cells  contain  the  HIV  vi- 
rus but  who  do  not  have  demonstrable  anti-HIV. 
These  people  do  not,  by  definition,  have  detectable 
anti-HIV. 

The  number  of  individuals  in  Tennessee  infected 
with  HIV  is  unknown.  Measurements  of  prevalence  of 
HIV  seropositivity  have  not  been  done.  The  size  of 
the  pool  of  potential  blood  donors  in  Tennessee  whose 
blood  might  transmit  HIV  is  also  not  known.  Further, 
not  all  the  blood  transfused  in  this  state  is  drawn  from 
Tennessee  blood  donors.  Approximately  12%  to  15% 
of  the  blood  transfused  in  Tennessee  is  imported  from 
other  states. 

Our  concern  as  physicians  for  patients  requires  that 
we  reorient  our  thinking  about  transfusion  therapy. 
Patients  are  well  aware  of  issues  related  to  the  safety 
of  transfusion. 

Approximately  10%  less  blood  was  transfused  in  the 
service  areas  of  the  Tennessee  Valley  Region  of  the 
American  Red  Cross  in  FY  87-88  than  in  the  previous 
year.  This  decrease,  I believe,  was  driven  by  patients 
questioning  physicians  about  blood  transfusion  thera- 
py. It  is  my  opinion  that  patients’  and  the  media  con- 
cerns about  the  safety  of  the  blood  supply  have  been 
more  effective  in  decreasing  the  number  of  optional 
transfusions  than  efforts  directed  at  modification  of 
physician  transfusion  medicine  practices. 

There  are  alternatives  to  transfusion  with  “com- 
munity” blood.  These  include  autologous  (self)  dona- 
tion, either  preoperatively  or  intraoperatively,  direct- 
ed blood  donations,  minimum-risk  transfusions,  and 
ultimately,  when  it  can  be  safely  performed — no  trans- 
fusion therapy. 

In  summary,  the  problems  of  retrovirus  testing  and 
infectivity  are  with  us  and  will  not  likely  soon  be  solved. 
No  blood  transfusion  is  without  risk.  Additional  tests 
for  other  retrovirus  markers  and  forms  of  hepatitis  will 
complicate  the  blood  transfusion  process,  and  unless 
properly  implemented  will  ironically  increase  the  like- 
lihood of  human  error  and  disease  transmission.  Phy- 
sicians must  take  a proactive  role  in  directing  the  op- 
erations of  blood  collecting  agencies  to  protect  their 
patients’  welfare. 

Kenneth  J.  Fawcett,  M.D. 

5349  Green  Valley  Court 

Nashville,  TN  37220 
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new  member/ 


Joseph  H.  Feldhaus , Jr.,  age  63.  Died  November  12, 
1988.  Graduate  of  Vanderbilt  University  School  of 
Medicine.  Member  of  Bedford  County  Medical  Soci- 
ety. 

William  Sanders  Ogle,  age  65.  Died  October  1,  1988. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Henry  Clay  Reister,  III,  age  56.  Died  September  18, 
1988.  Graduate  of  George  Washington  University 
School  of  Medicine.  Member  of  Washington-Unicoi- 
Johnson  County  Medical  Association. 

William  Gardner  Rhea,  Sr.,  age  86.  Died  October  22, 
1988.  Graduate  of  Vanderbilt  University  School  of 
Medicine.  Member  of  Henry  County  Medical  Society. 

Julian  Macow  Yood,  age  58.  Died  August  12,  1988. 
Graduate  of  Faculty  of  Medicine,  Bern  University, 
Switzerland.  Member  of  Chattanooga-Hamilton  County 
Medical  Society. 


TMA  Members  Receive 
AMA  Physician's  Recognition  Award 

Twelve  TMA  members  qualified  for  the  AMA 
Phvsician's  Recognition  Award  during  October 
1988. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

David  A.  Chadwick,  M.D.,  Chattanooga 
John  W.  Chambers,  M.D.,  Cleveland 
James  W.  Clark,  M.D.,  Church  Hill 
John  C.  Flynn,  M.D.,  Hendersonville 
Robert  E.  Handte,  M.D.,  Brentwood 
Thomas  H.  Hetrick,  M.D.,  Knoxville 
William  H.  Ledbetter,  M.D.,  Nashville 
Jack  T.  Roberts,  Jr.,  M.D.,  Maryville 
E.  Conrad  Shackleford,  M.D.,  Hendersonville 
Pramod  B.  Wasudev,  M.D.,  Nashville 
Susan  P.  Watson,  M.D.,  Memphis 
Glenn  E.  Wright,  M.D.,  Knoxville 
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The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

David  Calvert,  M.D.,  Maryville 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

George  S.  Allen,  III,  M.D.,  Cleveland 
John  W.  Connolly,  M.D.,  Cleveland 
John  S.  J aggers,  M.D.,  Cleveland 

COFFEE  COUNTY  MEDICAL  SOCIETY 

B.  Keith  Robison,  M.D.,  Tullahoma 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Mark  Josovitz,  M.D.,  Middleton 
Molly  McLemore,  M.D.,  Jackson 
Scott  Yarbrough,  M.D.,  Jackson 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Marshall  A.  Diamond,  M.D.,  Bristol 
Mark  E.  Edenfield,  M.D.,  Kingsport 
Wesley  J.  Harris,  M.D,  Bristol 
Richard  M.  Penny,  M.D.,  Bristol 
Robert  K.  Reed,  M.D.,  Kingsport 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Frank  Denoff,  M.D.,  Covington 
Karl  C.  Jonas,  M.D.,  Covington 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Steven  L.  Berk,  M.D.,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Bobby  Joe  White,  M.D.,  Franklin 


pef/ofial  new/ 


Arden  J.  Butler,  Jr.,  M.D.,  Ripley,  has  been  named 
Family  Physician  of  the  Year  by  the  Tennessee  Acad- 
emy of  Family  Physicians. 

John  M.  Flexner,  M.D.,  Nashville,  has  been  awarded 
the  St.  George  Medal,  the  highest  service  award  given 
by  the  Tennessee  division  of  the  American  Cancer  So- 
ciety, for  his  “outstanding  contributions  to  the  control 
of  cancer.” 

T.  James  Humphreys,  M.D. , Jackson,  has  been  elect- 
ed president  of  the  Tennessee  affiliate  of  the  Ameri- 
can Heart  Association. 
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William  B.  Wadlington,  M.D.,  Nashville,  has  been 
named  Pediatrician  of  the  Year  by  the  Tennessee 
chapter  of  the  American  Academy  of  Pediatrics  and 
the  Tennessee  Pediatric  Society.  Dr.  Wadlington  has 
also  received  a Practitioner  Research  Award  from  the 
American  Academy  of  Pediatrics. 

The  following  TMA  members  have  been  certified  as 
Diplomates  in  Geriatric  Medicine  through  the  Geri- 
atric Medicine  Certification  Program,  which  was  de- 
veloped jointly  by  the  American  Board  of  Family 
Practice  and  the  American  Board  of  Internal  Medi- 
cine: Thomas  F.  Beckner,  III , M.D.,  Greeneville; 
Lakshman  R.  Nagalla , M.D.,  Bristol;  Thurman  L.  Pe- 
digo, Sr.,  M.D.,  McMinnville;  Thomas  A.  Smith, 
M.D.,  Winchester;  William  L.  Stafford,  M.D.,  Jellico; 
Thomas  F.  Zimmerman,  M.D.,  Winchester. 

The  following  TMA  members  have  been  elected  Fel- 
lows of  the  American  Academy  of  Family  Physicians: 
Swarna  K.  Bareddv,  M.D.,  Hixson;  Kenneth  J.  Phelps, 
M.D.,  Lewisburg;  William  L.  Stafford,  M.D.,  Jellico. 


onnouncemenl/ 


CALENDAR  OF  MEETINGS 


NATIONAL 

Feb.  1-3  Southern  Society  for  Pediatric  Research — 

Hyatt  Regency  (Superdome),  New  Orleans 
Feb.  9-11  Society  of  University  Surgeons — Hyatt  Re- 

gency, Baltimore 

Feb.  9-14  American  Academy  of  Orthopedic  Sur- 

geons— Las  Vegas 


Feb  24-March  1 American  Academy  of  Allergy  and  Immu- 
nology— Convention  Center,  San  Antonio, 
Tex. 

March  4-8  International  Anesthesia  Research  Soci- 
ety— Buena  Vista  Palace  Hotel,  Lake  Buena 
Vista,  Fla. 

March  4-10  United  States  and  Canadian  Academy  of 
Pathology — Hilton  Hotel.  San  Francisco 

March  7-11  American  Society  for  Dermatologic  Sur- 
gery— Harbor  Beach,  Ft.  Lauderdale,  Fla. 

March  8-15  American  Society  of  Contemporary  Medi- 
cine and  Surgery — Diplomat,  Hollywood, 
Fla. 

March  8-15  American  Society  of  Contemporary  Oph- 
thalmology— Diplomat.  Hollywood,  Fla. 

March  9-11  American  Psychosomatic  Society — Ramada 
Renaissance,  San  Francisco 

March  18-24  American  Society  of  Neuroradiology — The 
Peabody,  Orlando,  Fla. 

March  19-22  Society  for  Adolescent  Medicine — San 
Francisco 

March  19-23  American  College  of  Cardiology — Ana- 
heim, Calif. 

March  19-24  American  Association  of  Immunologists — 
New  Orleans 

March  19-24  American  Association  of  Pathologists — New 
Orleans 

March  19-24  American  Society  for  Pharmacology  and 
Experimental  Therapeutics — New  Orleans 

March  23-26  American  Medical  Student  Association — Las 
Vegas 

March  29-April  1 American  Burn  Association — Hyatt  Regen- 
cy, New  Orleans 

March  31-April  3 American  Orthopsychiatric  Association — 
Hilton  Hotel,  New  York 


Feb.  24-26 
March  8-10 


March  13-18 
April  12-15 


STATE 

Tennessee  Society  of  Anesthesiologists,  An- 
nual Meeting — Opryland  Hotel,  Nashville 
American  Society  for  Clinical  Pharmacology 
and  Therapeutics — Opryland  Hotel,  Nash- 
ville 

American  Society  of  Clinical  Hypnosis — 
Vanderbilt  Plaza,  Nashville 
Tennessee  Medical  Association,  Annual 
Meeting — Opryland  Hotel,  Nashville 


MOVING?  Send  Us  Your  Address 

Please  notify  us  six  weeks  in  advance. 

Old  Address 

Name ! 

Address J 

City/ State/Zip J 

New  Address 

Address J 

City/State/Zip J 

Effective  Date  of  New  Address 

Send  to:  TMA,  1 12  Louise  Ave.,  Nashville,  TN  37203 

L. I 
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Auxiliary 


Teen  Health  Workshops,  1989 


Teen  Health  Workshops  will  be  held  throughout 
Tennessee  in  early  spring,  1989.  In  March,  the  work- 
shop for  Upper  East  Tennessee  will  be  held  in  Knox- 
ville, for  the  West  Tennessee  Region  the  workshop  will 
be  held  in  Memphis,  and  for  Lower  East  Tennessee 
the  workshop  will  be  held  in  Chattanooga;  Bradley 
County  plans  to  conduct  a workshop  in  the  fall  of  1989. 

Themes  for  the  workshops  vary  in  emphasis,  but 
each  workshop  focuses  upon  the  five  teen  health  issues 
identified  by  the  American  Medical  Association  as 
those  of  most  concern  to  teens:  substance  abuse,  sex- 
uality/pregnancy, victimization,  psychological  disor- 
ders/suicide, and  violence  and  trauma.  Each  area  of 
the  state  has  chosen  specific  subtopics  of  interest  in  its 
individual  area. 

The  featured  workshop  this  spring  will  be  held  in 
the  Upper  East  Tennessee  Region  in  Knoxville.  The 
theme,  “A  Teen  Health  Workshop:  Potential  Unlim- 
ited,” seeks  to  emphasize  that  a person’s  potential  is 
unlimited  if  appropriate  choices  are  made  throughout 
the  teen  years  and  throughout  life.  Speakers  have  been 
chosen  to  speak  to  the  issues  of  decision-making  in 
each  of  the  five  target  areas  of  concern  to  teens.  The 
workshop  will  be  held  at  the  University  of  Tennessee 
Agriculture  Campus  on  March  3,  1989.  Approximately 
500  high  school  students  and  teachers  will  meet  for  the 
one-day  workshop  sponsored  by  the  Tennessee  Medi- 
cal Association  and  its  Auxiliary. 


The  West  Tennessee  Region  has  chosen  an  upbeat 
theme  of  “Wellness  and  Fitness”  this  year.  In  its  third 
year,  this  region  will  have  one  main  speaker  followed 
by  workshops  on  the  topics  involved  in  maintaining  a 
healthful  lifestyle.  It  will  be  held  on  March  29,  1989. 

The  Lower  East  Tennessee  Region  again  hopes  to 
offer  as  their  workshop  for  high  school  students  a wide 
variety  of  topics  related  to  making  positive  health 
choices  and  focusing  on  interpersonal  relationships.  The 
workshop  will  be  held  in  Chattanooga  on  March  3, 
1989. 

The  Bradley  County  Auxiliary  was  so  excited  by 
the  concept  of  teen  health  workshops  that  they  have 
decided  to  have  a county-wide  teen  health  workshop 
in  the  fall  of  1989.  They  hope  to  have  their  workshop 
for  junior  high  school  students,  and  have  planned  sev- 
eral fund-raisers  in  order  to  fund  this  project. 

It  is  obvious  that  the  teen  health  workshops  are 
making  an  impact  upon  our  young  people  throughout 
the  state.  We  as  Auxilians  are  busy  at  work  in  our 
individual  communities  demonstrating  that  physicians 
and  their  spouses  are  concerned,  involved,  contribut- 
ing medical  professionals  and  volunteers  who  are  en- 
gaged in  enriching  the  quality  of  life  for  each  of  our 
Tennessee  families. 

Mrs.  Bergein  F.  (Lyn)  Overholt 
TMAA  Health  Projects  Chairman 


TENNESSEE  MEDICAL  ASSOCIATION 

1 54TH  ANNUAL  MEETING 
April  12-15,  1989 
Opryland  Hotel,  Nashville 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 

October  16,  1988 

The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  fourth  quarter  meeting  in  Nashville,  October  16,  1988. 


Impaired  Physician  Peer 
Review  Committee 

AARP  Liaison  Report 
Committee  on  Scientific  Affairs 
Committee  on  Rural  Health 
SVMIC 

TMA  Smoking  Policy 

Young  Physician  Section 

Committee  on  Continuing 
Medical  Education 

Proposed  1989  Budget 
TMA  Auxiliary  Report 


Medicaid  Formulary 
Advisory  Committee 


Board  of  Hearing  Aid 
Dispensers 


Radon  Conference 
Cosponsorship 


THE  BOARD: 

Voted  to  request  SVMIC  to  double  its  annual  contribution  for  support  of  the 
Impaired  Physician  Program. 

Voted  to  request  legal  counsel  to  explore  the  possibility  of  utilizing  public 
funds  to  support  the  Impaired  Physician  Program  as  well  as  the  possibility  of 
using  the  Tennessee  Medical  Foundation  to  administer  the  program. 

Appointed  Dr.  William  Miller.  Knoxville,  to  chair  an  ad  hoc  committee  of  the 
Board  to  explore  ways  of  implementing  a program  of  voluntary  assignment  for 
Medicare  patients. 

Voted  to  require  medical  specialty  societies,  whose  programs  are  cosponsored 
by  TMA,  to  obtain  evaluations  from  at  least  25%  of  their  attendees  in  order 
to  receive  Category  1 CME  credit. 

Received  a report  that  the  Committee  on  Rural  Health  has  made  plans  for 
next  year's  conferences  to  be  held  in  Columbia  on  Oct.  4 and  in  Milam  on 
Oct.  5. 

Received  a report  from  Dr.  James  T.  Galyon,  Memphis,  that  SVMIC  has  de- 
clared a dividend  for  policy  holders  which  will  be  applied  to  next  year’s  premium. 

Adopted  a policy  making  the  TMA  headquarters  office  in  Nashville  a No 
Smoking  Office,  effective  April  1,  1989.  This  policy  will  affect  all  TMA  mem- 
bers, guests  and  staff  alike,  and  will  extend  to  non-working  hours  as  well. 

Approved  the  Governing  Principles  of  the  Young  Physician  Section  with  mod- 
ification that  the  section  shall  be  self-funded. 

Approved  an  Accreditation  Appeal  Policy,  which  outlines  procedures  for  an 
institution  to  appeal  any  adverse  decision  rendered  by  the  TMA  Committee 
on  Continuing  Medical  Education. 

Approved  the  proposed  1989  budget  of  $1,508,100,  as  submitted  by  Mr.  Had- 
ley Williams. 

Received  a report  that  TMA  Physician  Services.  Inc.  should  have  some  profit 
in  1989  for  TMA  to  help  supplement  dues  income. 

Approved  a request  to  contribute  a total  of  $8,000  to  the  Auxiliary  for  AMA- 
ERF  Christmas  Cards  and  the  1989  Teen  Health  Workshops. 

Approved  a request  to  support  the  Auxiliary  in  its  efforts  to  develop  a Mini- 
Internship  Program,  designed  to  pair  a legislator  with  a physician  for  a day  in 
order  to  get  a better  insight  as  to  the  problems  facing  physicians. 

Agreed  to  renominate  Dr.  Carl  T.  Duer,  Crossville,  along  with  Drs.  Norman 
L." Henderson,  Lawrenceburg,  and  Pat  Kelly,  Knoxville,  for  consideration  of 
appointment  to  the  state  Medicaid  Formulary  Advisory  Committee. 

Approved  a motion  to  consult  the  Tennessee  Society  of  Otolaryngology  for 
their  recommendations  for  nominations  to  the  state  Board  of  Hearing  Aid 
Dispensers. 

Approved  a request  that  TMA  cosponsor  with  AMA  a one-day  seminar  on 
Radon  in  Nashville  next  May.  ^ 
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An  A+  rating 
from  A.M.  Best  Company 
and  twelve  years  in  business 
is  SVM1C  today. 


SVMIC  - exclusively 
approved  by  the  Tennessee 
Medical  Association  - has 
a twelve  year  history  of 
providing  the  best  medical 
liability  insurance  to 
Tennessee  physicians  at 
affordable  premiums. 
Our  success  is  proven 


by  an  A+  rating  - a 
rating  which  speaks  for 
competent  underwriting, 
cost  control,  efficient 
management,  adequate 
reserves  for  undischarged 
liabilities,  net  resources 
and  soundness  of 
investments. 


By  Doctors  for  Doctors 


Physician  Insurers  Association  of  America 


State  Volunteer  Mutual 
Insurance  Company 

101  Westpark  Drive  o Suite  300 
P.O.  Box  1065  o Brentwood,  Tennessee  37027 
615-377-1999  o 1-800-342-2239 


IMPACT  Members — 1988 


nized  medicine  is  successful  in  working  with  the  mem- 
bers of  the  96th  General  Assembly,  those  of  you  who 
are  IMPACT  contributors  will  be  due  a great  deal  of 
the  credit  for  that  success. 

If  you  do  not  find  your  name  on  this  list,  our  rec- 
ords do  not  reflect  that  you  were  a member  of 
IMPACT  for  1988.  Memberships  are  now  being  ac- 
cepted for  1989.  Annual  dues,  as  in  1988,  are  $100  for 
sustaining  membership.  TMA's  future  legislative  suc- 
cess depends  on  our  continued  participation  in  the  po- 
litical process.  Your  contribution  will  be  much  appre- 
ciated and  will  be  put  to  good  use. 


As  Chairman  of  the  Board  of  IMPACT  (Indepen- 
dent Medicine’s  Political  Action  Committee-Tennes- 
see),  I am  pleased  to  present  the  following  list  of 
IMPACT  members  for  1988  as  of  November  15.  Al- 
most 1,300  TMA  members  have  recognized  the  impor- 
tance of  united  participation  in  the  political  process  by 
contributing  to  IMPACT  this  year.  This  represents  ap- 
proximately 20%  of  the  total  TMA  membership  and  is 
a substantially  higher  level  of  participation  than  ever 
before.  To  those  of  you  whose  names  are  included  on 
the  list  below,  please  accept  my  sincere  thanks. 

We  can  all  be  very  proud  of  the  record  of  IMPACT 
in  the  November  elections.  Over  95%  of  IMPACT 
contributions  went  to  victorious  candidates.  You  can 
be  assured  that  legislators  do  pay  attention  to  those 
who  help  them  get  elected.  To  the  extent  that  orga- 


ADAMS, CARL  E 
ADAMS,  JOHN  W JR 
ADAMS,  WESLEY  F 
ADCOCK,  FRANK  JOHN  III 
ADKINS,  ROBT  BENTON 
AHLER,  ALBERT  JULIAN 
AIKEN,  WM  PRIGMORE 
AKIN,  GORDON  CLAY 
AKINS,  CHAS  WESLEY  JR 
AL-ABDULLA,  ABDUL-SAHIB  M 
ALBRITTON,  JOHN  THOS 
ALEXANDER,  CLYDE  VINSON 
ALFORD,  ROBERT  H 
ALFORD,  WM  CUTTER  JR 
ALI , MAYSOON  SHOCAIR 
ALI , MOHMED  F 
ALI,  SUBHI  DAWUD 
ALLEN,  BILLY  JASON 
ALLEN,  CHAS  EDWARD 
ALLEN,  HAROLD  W 
ALLEN,  JAMES  LESTER 
ALLEN,  L DIANNE 
ALLEN,  VERNE  ELWOOD 
ALLEY,  EDMOND  LYNN 
ALPER,  CHAS  H 
AMADOR,  JOSE  GARCIA  JR 
AMBROSE,  PAUL  SEABROOK 
AMBROSIA,  JOHN  M 
AMONETTE,  REX  ALLEN 
ANAND,  VEENA 
ANAND,  VIRENDER 
ANDERSON,  ALAN  E 
ANDERSON,  ALLEN  F 
ANDERSON,  C COLE 
ANDERSON,  EDWIN  B JR 
ANDERSON,  EDWIN  B 
ANDERSON,  JAMES  E JR 
ANDERSON,  ROY  R 
ANDERSON,  STANLEY  MARTIN 
ANTONUCCI,  RICHARD  A 
ARCHIE,  DAVID  S 
ARNOLD,  COLEMAN  LEE 
ARNOLD,  HENRY  GRADY  JR 
ARNOLD,  IRA  L 
ARNOLD,  LARRY  TOTTY 
ARONOFF,  PHILIP  MELVIN 
ATKINS,  JERRY  FRANKLIN 
ATKINSON,  RICHARD  AGARD 


ATWOOD,  SUE  C 
AVERY,  JAMES  KELLEY 
AVERY,  ROBERT  BRUCE 
AYLOR,  SARAH  BROWN 
BACKUS,  ELIZABETH  MAUREEN 
BACON,  STUART  PETER 
BAER,  HARRY 
BAGBY,  RICHARD  A JR 
BAILEY,  ALLAN  H 
BAILEY,  JOHN  R 
BAILEY,  JOS  C 
BAKER,  PAUL  D JR 
BAKER,  RICHARD  DUDLEY 
BAKER,  ROBERT  F 
BAKER,  THURMAN  DEE 
BALES,  DONALD  W 
BALL,  CHARLES  A 
BALLARD,  THOS  K 
BANG,  HOI  JINE 
BANKS,  SAML  LOUIS 
BANKS,  WOODRUFF  A JR 
BARHAM,  HARVEY  HAYWOOD 
BARKER,  EDWARD  C 
BARNARD,  VAUGHN  N JR 
BARNES,  DAVID  R 
BARNETT,  ROBT  BURTON 
BARRON,  FREDDIE  T 
BARRY,  FREDERICK  JAMES 
BASHAW,  ROBERT 
BASKIN,  REED  CARL 
BATALDEN,  PAUL  B 
BAUTISTA,  JUANCHO  C 
BAYLOSIS,  ROBERTO  B 
BEAHM , THOMAS  M 
BEALE,  HOBART  H 
BEALS,  JOE  DUNCAN 
BEAMER,  WILSON  C 
BEASLEY,  JIMMIE  L 
BEASLEY,  ROBERT  ALAN 
BEAZLEY,  LUTHUR 
BEAZLEY,  WILLIAM  COOPER 
BECHTEL,  JACK  T JR 
BECK,  LARSON  DALE 
BECKNER,  THOS  FOLSOM  III 
BECKWITH,  MERTON  M 
BEELER,  T CRAIG 
BELL,  WILLIAM  M 
BELLOMY,  BRUCE  B 


BENNETT,  LYNCH  D 
BENNING,  THOMAS  R 
BERNARD,  LOUIS  J 
BETHURUM,  ALVA  JEFFERSON 
BHAT,  NARAYANA  B 
BIGBEE,  WALLACE  BURNS 
BIGGS,  ALBERT  W 
BINDER,  SAML  S 
BINKLEY,  WILLIAM  JOSEPH  JR 
BIRDWELL,  DAVID  ALLEN 
BIRDWELL,  JOEL  STANLEY 
BISE,  STANLEY  L 
BISHOP,  CALVIN  R 
BISHOP,  MICHAEL  ROBT 
BLACK,  WILLIAM  D 
BLACKWELL,  SAML  JOS  JR 
BLAKE,  MARY  ANNE 
BLANTON,  MARVIN  A III 
BLEVINS,  JERRY  C 
BLOCK,  CLEMENT  H JR 
BLOUNT,  HENRY  C JR 
BLUMENFELD,  HARRY  BERNARD 
BLYTHE,  JOS  ALFRED  III 
BOAZ , LONNIE  ROY  JR 
BOLIN,  MARION  G 
BOLTON,  TRAVIS  LEON 
BOND,  JOHN  BENJ 
BOOKOUT,  MARK  WILLIAM 
BOOTH,  GLENN  H JR 
BORN,  MARK  L 
BOURLAND,  ROBT  LEON  JR 
BOURLAND,  WM  LANDESS 
BOWERS,  DAVID  GARWOOD  JR 
BOWERS,  ROBT  EUGENE 
BOWIE,  RICHARD  R 
BOXELL,  JOHN  FREDERICK 
BOYD,  ALLEN  STREET  JR 
BOYD,  ALTON  REUTHER 

BOYD,  WM  JOS  JR 

BOYE,  HARRY  GEORGE 
BOZEMAN,  CHARLES  H II 
BRABSON,  LEONARD  ALLISON 
BRACKIN,  HENRY  B JR 
BRADLEY,  DONALD  HUGHES 
BRADSHAW,  JAMES  C JR 
BRADY,  BOYER  M 
BRANSON,  AUBRA  DAVID 
BRAREN,  H VICTOR 


Robert  Kirkpatrick,  M.D. 
Chairman 

IMPACT  Board  of  Directors 


BRASFIELD,  JIM  C 
BRATTON,  CHRIS  H 
BRATTON,  EDGAR  K 
BRESSMAN,  PHILLIP  L 
BREWER,  RANDALL  J 
BRIDGES,  JAMES  T 
BRIMI,  JOHN  BENJ 
BRITT,  JAMES  CLYDE 
BROADY,  ROBT  A 
BROCK,  HOWARD  THOS  JR 
BRONSTEIN,  MAURY  W 
BROOKS,  BROWN 
BROOKSHIRE,  PAUL  F JR 
BROTHERS,  JOHN  CUNNINGHAM 
BROWN,  GERON  JR 
BROWN,  PAMELA  E 
BRUE^GEMAN,  MICHAEL 
BRYANT,  JOHN  FRANK 
BRYANT,  MAX  VINCENT 
BUCHANAN,  RICHARD  DURR 
BUKEAVICH,  ALFRED  PETER 
BUNICK,  ELAINE  MARIE 
BURCK,  HARRY  E JR 
BURKHART,  JOHN  H 
BURKHART,  PATRICK  H 
BURNES,  JAMES  EDMOND 
BURNETT,  CHARLES  ROLAND 
BURNETT,  LONNIE  S 
BURNS,  RANDEL  PHILLIP 
BURROUGHS,  WALLACE  F II 
BUTLER,  ARDEN  JONES  JR 
BUTTERFIELD,  MARY  JANE 
CALDWELL,  EDWARD  PRICHARD 
CALLAWAY,  JAMES  J 
CAMERON,  ROBT  LYNN 
CAMPBELL,  DONALD  ROSS 
CAMPBELL,  JOHN  E JR 
CANALE,  DEE  JAMES 
CANNON,  JESSE  J JR 
CARD,  WM  JUDSON 
CARLOMAGNO,  OSCAR  MAR 
CARLSON,  BRIAN  RICHARI 
CARR,  HENRY  AUSTIN 
CARRUTH,  CYNTHIA 
CARRUTHERS,  DANL  F jR 
CARTER,  EDWARD  KENT 
CARTER,  OSCAR  WILLIS 
CARTER,  RICHARD  S 


JANUARY,  1989 


43 


.tumc  i n KYUN  JR 
CASEY,  ROBERT  REID 
CASSELL,  NORMAN  M 
CATE,  RONALD  C 
CATLIN,  ROGER  W 
CAUGHRAN,  BENNETT  W 
CAYCE,  LEE  F 
CHALFANT,  ROBT  L 
CHAMBERLAIN,  MORROW  II 
CHAMBERS,  JILL  F 
CHAMBERS,  JOHN  WALLACE 
CHAPMAN,  JOHN  L 
CHAPMAN,  WALTER  CLAY  JR 
CHARY,  KANDALA  RAM 
CHASTAIN,  BRYAN  D 
CHAUHAN,  DINESH  N 
CHESNEY,  JOHN  TUCKER 
CHOBANIAN , SARKIS  J 
CHRISTIAN,  HENRY  S 
CHU,  ROY  W 
CLARK,  JOHN  ROGER 
CLARK,  MALCOLM  E 
CLARK,  MARC  LEWIS 
CLARK,  PETER 
CLARK,  RICHARD  G 
CLARK,  ROBT  L 
CLARY,  THOMAS  L 
CLASSEN,  KENNETH  LEON 
CLEMENTS,  JOEL  BENJ 
CLINE,  RICHARD 
CLOSE,  LOUIS  WARD 
COBB,  CULLY  A JR 
COBB,  R MICHAEL 
COCHRAN,  ROBT  TAYLOR 
COCKROFT,  ROBT  LAWRENCE 
CODDINGTON,  ROBT  CHAS 
COFER,  JOSEPH  B 
COLE,  F HAMMOND  JR 
COLE,  FRANCIS  HAMMOND 
COLE,  RONALD  ARTHUR 
COLES,  JOHN  H III 
COLLINS,  DAVID  NEWTON 
COMAS,  FRANK  VILANOVA 
COMPTON,  DAVID  R 
CONRAD,  DANIEL  E 
CONRAD,  JAMES  FRANCIS 
CONWAY,  THOMAS  W 
COOK,  MARY  BAXTER 
COOK,  THOMAS  ANDREW 
COOKE,  GEO  EDWARD 
COOPER,  FLOYD  C 
COPELAND,  SAGE  KINNEY 
CORBIN,  CHARLES  JR 
COSTNER,  ALFRED  NIXON 
COUCH,  BILLY  LANIER 
COUDEN,  VINCENT  ROBT 
COUGHLIN,  DENNIS  JR 
COWAN,  JOHN  DAVID 
COWAN,  RICHARD  H 
COWDEN,  DAVID  ANTHONY 
COX,  DAVID  LEMUEL 
COX,  JOHN  MICHAEL 
COX,  LARRY  H 
COX,  MICHAEL  THOMAS 
COX,  SUE  CLARKE 
CRAFT,  PHIL  DOUGLAS 
CRAIG,  JAMES  P 
CRAIG,  JAMES  THOMAS  JR 
CRANE,  JOS  MICHAEL 
CRAWFORD,  JOHN  D 
CRIPPS,  HUGH  DON 
CROCKER,  EDWARD  F 
CROCKETT,  CLAUDE  H JR 
CROOK,  JERRALL  PAUL 
CROWDER,  VIRGIL  H 
CROWDER,  VIRGIL  HOLT  JR 
CROWN,  LOREN  ARTHUR 
CRUTCHFIELD,  JAMES  DONALD 
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CUNNINGHAM,  JOHN  THOS 
CURLE,  RAY  EUGENE 
CURLIN,  JOHN  PASCHAL 
CURREY,  THOS  ARTHUR 
CURTIS,  SHANNON 
CURTIS,  THOS  H 
CUSHMAN,  ARTHUR  ROBT 
DAGHLIAN,  BEDROS  D 
DALTON,  JOHN  CHARLES 
DANIEL,  ESLICK  EWING 
DANIEL,  WILLIAM  W 
DARLING,  CHAS  ELLETT  JR 
DASH,  LAMARR  A 
DAVIS,  CARLA  SUZANNE 
DAVIS,  GEO  WM 
DAVIS,  MAXIE  LEROY 
DAVIS,  THOS  JOEL  JR 
DAVIS,  WM  GRAY 
DAWOUD,  SAMIR  RIAD 
DAY,  GEORGE  LOUIS 
DEATHERAGE,  PHILIP  M 
DEBERRY,  JAMES  T 
DEMING,  WOOD  M 
DERRYBERRY,  JOHN  S 
DeRUITER , PETER  LOUIS 
DEWEESE,  MELVIN  WAYNE 
DEWITT,  JAN  ALLEN 
DIDDLE,  ALBERT  W 
DIEZ  D’AUX,  ROBERT  C 
DILLARD,  SAML  HENRY  JR 
DIRMEYER.  PHILLIP  HAYS 
DITTES,  ALBERT  G 
DITTUS,  JANET  L 
DIXON,  BRYCE  WILLIAM 
DOANE,  DAVID  G 
DODD,  DAVID  T 
DOLAN,  PATRICK 
DONALDSON,  RICHARD  WM 
DONALDSON,  ROBERT  C 
DONNELL,  MARK  L 
DOTY,  ROBERT  D JR 
DOWNEY,  WM  LEE 
DOYNE,  MARK  ALAN 
DRAKE,  ARNOLD  MANNAS 
DRAKE,  JAMES  ROBT 
DRAY,  ROBERT  J 
DRESSLER,  STANLEY  jAY 
DUCKWORTH,  JOHN  KELLY 
DUDLEY,  B STEPHEN 
DUDNEY,  ELIJAH  MORGAN 
DUFFY,  MARY  BROCK 
DUNCAN,  JERALD  MARK 
DUNCAN,  RAPHAEL  H JR 
DUNCAN,  THOS  RAY 
DURHAM,  BEATRICE  L 
DYER,  DAVID  N 
EASON,  HAMEL  BOWEN 
EASON,  LESLIE  EDMUND 
EASTERLY,  JAMES  F JR 
EASTRIDGE , WESLEY  V 
EDGAR,  ANDREW  S SR 
EDMONSON,  ALLEN  S 
EDWARDS,  JOE  MICHAEL 
EDWARDS,  NICHOLAS  HENRY 
EDWARDS,  WM  H 
ELAM,  LLOYD  CHAS 
ELKINS,  LARRY  H 
ELLENBURG,  DONALD  T 
ELLENBURG,  LUKE  LAMAR  JR 
ELLIOTT,  RICHARD  LEVERE 
ELLIS,  THOMAS  W 
ELROD,  BURTON  F 
ELROD,  PARKER  DAVID 
ENGLAND,  W DAVID 
ENSOR,  JAMES  K 
EPPS,  JOHN  MICHAEL 
ERICKSON,  RICHARD  JAMES 
ERVIN,  PAUL  A JR 


ERWIN,  J W 
ESCOBAR,  ALFONSO 
ESTEP,  DENNIS  PAUL 
ESTES,  TERRELL  C 
EVANS,  JOHN  THOS 
EVANS,  THOMAS  S 
EVERSOLE,  EARL  JR 
EVINS,  STARLING  CLAUDE 
EZELL,  MEREDITH  A 
EZELL,  ROY  CLAY 
FANCHER,  WILLIAM  H 
FANNING,  DAVID 
FAQUIN,  CORNELL  CHAS 
FARDON,  DAVID  FAVREA'J 
FARRAR,  THOMAS  CROWELL 
FARRIS,  JAMES  CLARENCE 
FARRIS,  RICHARD  KENT 
FAULKNER,  CHAS  TAYLOP 
FAUST,  LARRY  M 
FECHER,  MARK  P 
FEIT , RICHARD  A 
FELDHAUS,  JOSEPH  H 
FERGUSON,  JERE  W 
FERRELL,  M CRAIG 
FERRELL,  THADDEUS  HAGAN 
FILCHCCK,  JOANNE 
FINCH,  WILLIAM  TYREE 
FINCHER,  JOHN  A JR 
FINELLI,  ROBERT  EDWARD 
FINKE,  FREDERICK  LEROY 
FIORANELLI , RAYMOND  JAMES 
FISHBEIN,  JOS  H 
FISHER,  JACK 
FITTS,  JAMES  MORGAN  JR 
FLEMING,  JAMES  CHRISTIAN 
FLETCHER,  SUZANNE  M 
FLICKINGER,  TED  LAWRENCE 
FLINN,  CARL  EDWIN 
FLOHR,  ROBERT  STEPHEN 
FLORA,  DON  ATLEE 
FLORENDO,  NOEL  TADIAR 
FOGLE,  RICHARD  ALLEN 
FORD,  AUGUSTUS  C 
FORD,  DENNIS  CLIFFORD 
FORD,  DIANNE  J 
FOSTER,  CHAS  STEPHEN 
FOSTER,  HENRY  WENDELL 
FOSTER,  LARRY  J 
FOSTER,  NELSON  RAY 
FRANCIS,  HUGH  JR 
FRANCIS,  ROBT  STANLEY 
FRANCISCO,  JERRY  THOS 
FRANKLIN,  JOHN  DAVID 
FREEMAN,  JERRE  MINOR 
FREEMAN,  RUFUS  JACK 
FREEMON,  DAVID  NOBLE 
FRENCHMAN,  KHUSHRU  H 
FRERE,  JOHN  M JR 
FREY,  WALTER  WILLIS 
FRIST,  JOHN  C JR 
FRIST,  WILLIAM  HARRISON 
FRY,  MELLON  ALMA  JR 
FRYE,  AUGUSTUS  H JR 
FURLOW,  WILLIAM  LOOMIS 
FURR,  FRED  M 
FUSTE,  RICARDO  R 
GAILLARD,  THADDEUS  B 
GAINES,  DONALD  LEE 
GALYON,  JAMES  THEODORE 
GAMMILL,  STEPHEN  LANE 
GARBARINO,  A J JR 
GARDNER,  BENNY  A 
GARDNER,  LAWRENCE  G JR 
GARMAN,  RICHARD  W 
GARNER,  JAMES  WM  JR 
GARRETT,  HARVEY  E JR 
GARRETT,  RICHARD  HENRY 
GARRIOTT,  DAVID  KENT 


GASTON,  ROBEPT  e JP 
GASTON,  POBT  B 
GAZALEH,  SHAWN 
GELFAND,  MICHAEL  S 
GENTRY , ROBERT  E 
GEORGE,  WILBURN  E 
GERKIN,  DAVID  GEORGE 
GETTELFINGER,  THOMAS  C 
GIBSON,  CARL  EUGENE 
GIBSON,  JOHN  RAGAN 
GIBSON,  RAE  B 

gill,  chas  McClelland 

GILLESPIE,  RICHARD  ALLEN 
GITSCHLAG,  GARY  N 
GITSCHLAG,  KAMILIA  F 
GLASSCOCK,  MICHAEL  E 
GLAZER,  MARK  D 
GLUCK,  FRANCIS  W JP 
GODWIN,  CHAS  WAYNE 
GOLDNER,  FRED  JR 
GOODE,  FLETCHER  HOWARD 
GOODMAN,  CHAS  EDWARD  JR 
GOSWITZ,  FRANCIS  ANDREW 
GOTTEN,  NICHOLAS  JR 
GOULD,  HOWARD  R 
GOULDING,  CLARENCE  E JR 
GOYEAU,  FRANCIS 
GRAFTON,  EDWIN  G JR 
GRAHAM,  LOUIS  S JR 
GRAHAM,  RANDAL  0 
GRAVES,  CHAS  G 
GRAVES,  HERSCHEL  A JR 
GRAY,  MCDONALD 
GREEAR,  FRED  BONHAM  JR 
GREEN,  BRUCE  QUINTON 
GREEN,  EDMON  LEE 
GREEN,  HUGH  E 
GREEN,  PATRICIA  A 
GREEN,  PAUL  A JR 
GREENE,  RICHARD  S 
GREENE,  RICHARD  W 
GREENWOOD,  JEFFERY  D 
GREER,  FULTON  M 
GREER,  WM  C 

GRIFFIN,  DANIEL  EUGENE 
GRIFFIN,  JOHN-JOS 
GRIFFIN,  WILLIAM  C 
GRIGSBY,  WM  PAUL 
GRINDE,  STEPHEN  E 
GRISE,  JERRY  WADE 
GRISOLANO,  JAMES  MARTIN 
GRISSOM,  WALLACE  DOYLE 
GROCE,  ANN 
GRONEWALD,  WM  ROBT 
GROSS,  CHAS  WAYNE 
GROSSMAN,  RONALD  K 
GURLEY,  LARRY  D 
GUTCH,  WM  JOHN  III 
GUTOW,  RICHARD  FINEMAN 
GUYTON,  JOS  L 
GYURIK,  CATHERINE  E 
HAASE,  THEODORE  F JR 
HACKWORTH,  JOHN  BIBLE  JR 
HAGAN,  KEITH  W 
HAHN,  JAN  T 
HALFORD,  HOLLIS  H III 
HALFORD,  HOLLIS  H JR 
HALL,  DANNY 
HALL,  DON  J 
HALL,  MICHAEL  STANLEY 
HALTCM , THOS  BRANSON 
HAMILTON,  CHAS  M 
HAMILTON,  RALPH  S 
HAMMOCK,  MARY  CANNON 
HAMMON,  JOHN  W JR 
HANES,  THOMAS  EUGENE 
HANNA,  WAHID  T 
HAQ,  JAMSHED  U 
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HARDIN,  ROBT  ALLEN 
HARGROVE,  R LESLIE 
HARMON,  HARVEY 
HARRELL,  THOMAS  G 
HARRINGTON,  ROBT  LEE 
HARRIS,  ARTHUR  SALE 
HARRIS,  JACKSON 
HART,  JAMES  ROBERT 
HARTING,  DON  C 
HARVEY,  HATHAWAY  K 
HARWELL,  AUBREY  B 
HAVRON,  JAMES  BLACKMAN 
HAWKINS,  CHAS  W 
HAWKINS,  STEPHEN  S 
HAY,  SAML  HUTSON 
HAYNES,  DOUGLAS  BRANDT 
HAYS,  JAMES  WM 
HEARD,  GEORGE  J 
HECHT,  JEFFREY  S 
HELD,  GORDON  R 
HELLMANN,  ROBERT  S JR 
HELTON,  STEPHEN  LANE 
HEMPHILL,  CHRIS  B 
HENDERSON,  NORMAN  LEROY 
HENDERSON,  REGGIE  A 
HENDERSON,  ROBERT  R 
HENDRIX,  ERNEST  LEE 
HENSON,  ALAN  STUART 
HERNANDEZ,  GUSTAVO  E 
HERRON,  BRUCE  EMERSON 
HERRON,  CHAS  BURKHEAD 
HERTZ,  CHARLES  S JR 
HICKS,  BIRAM  C 
HICKS,  HOWARD  KENNETH  JR 
HICKS,  MACK  L 
HIGDON,  DENNIS  ALAN 
HIGGINBOTHAM,  THOS  WAYNE 
HIGHTOWER,  DANL  RUSSELL 
HILL,  ROBERT  PAUL 
HILLARD,  IRVING  RINGO 
HILTON,  JAMES  ISAIAH 
HIMMELFARB,  ELLIOT  HARVEY 
HINES,  LEONARD  HARVEY 
HIRE,  ERVIN  A 
HITCH,  JAMES  PARKS  JR 
HITCHMAN,  JAMES  KENNETH 
HIXSON,  SHERMAN  D 
HODNETT,  CARY  G 
HOFFNUNG,  JACK 
HOLCOMB,  GEO  W JR 
HOLLIDAY,  H JOSEPH 
HOLMES,  ALBERT  K 
HOOD,  DEWEY  WOODROW 
HOOD,  MICHAEL  T 
HOOS,  RICHARD  T 
HOPPE,  GORDON  PAUL 
HORNER,  NATHAN  P 
HOROWITZ,  DAVID  HARVEY 
HOUSE,  BEN  FRED 
HOUSTON,  MARK  CLARENCE 
HOWE,  JOHN  W 
HOWELL,  MARK  ALLAN 
HOWSER,  JOHN  PATTON 
HUA,  VIN-PAUL 
HUBBARD,  REX 
HUDGINS,  J CARMACK 
HUDGINS,  JAMES  M 
HUDSON,  ARNOLD  R JR 
HUDSON,  CHAS  CRAIG 
HUDSON,  LARRY  D 
HUDSON,  TONEY  B 
HUDSON,  WILLIAM  DUDLEY 
HUFF,  JOHN  GREGORY 
HUFFMAN,  CHARLES  D 
HUFFMAN,  JOHN  RAYMOND 
HUGHES,  THOMAS  ARTHUR 
HUMMEL,  JOHN  VERNON 
HUMPHREY,  STEPHEN  P 


HUMPHREY,  WM  MERRITT 
HUNT,  KENNETH  DALE 
HUNT,  NOEL  CLARENCE 
HUSTON,  JOSEPH  W 
HUTCHERSON,  WM  POWELL 
HYATT,  NORMAN  LYLE 
HYDER,  NAT  EDENS  JR 
HYMAN,  STEVE  A 
IHLE,  CHRISTOPHER  LANGDON 
IKARD,  ROBT  WINSTON 
IVEY,  R DONATHAN 
JABBOUR,  C EUGENE 
JACK$ON,  C GARY 
JACKSON,  JAMES  W 
JACKSON,  ROBERT  LEWIS 
JACOBS,  ARTHUR  ELLIOTT 
JACOBS,  G JACKSON 
JACOBS,  JOHN  C JR 
JAMES,  DABNEY 
JANZEN,  WM  ROY 
JARVIS,  DAVID  ALAN 
JARVIS,  S CRAIG 
JAYNE,  J LAWRENCE  JR 
JEKOT , WILLIAM  J 
JENKINS,  JON  CALVIN 
JENNINGS,  JEFFORY  G 
JERKINS,  GARY  W 
JERKINS,  GERALD  RAY 
JERNIGAN,  JERRY  MARSHALL 
JERNIGAN,  JOHN  FORREST 
JOE,  PENN  QUORK 
JOHNS,  KARLA  J 
JOHNS,  OSCAR  THOMAS 
JOHNSON,  DANIEL  V 
JOHNSON,  FRANK  P JR 
JOHNSON,  HARRY  KEITH 
JOHNSON,  J PAUL  JR 
JOHNSON,  JAMES  GIBB 
JOHNSON,  JOHN  C 
JOHNSON,  JOHN  SETTLE 
JOHNSON,  JOHN  WILCOX 
JOHNSON,  LARRY  HOLLIDAY 
JOHNSON,  PAUL  ALFRED 
JOHNSON,  ROBT  MARSHALL 
JOHNSON,  RONALD  JACKSON 
JOHNSON,  SUE  PAINE 
JOHNSON,  WM  FRANK  JR 
JOHNSTON,  WILLIAM  D 
JOHNSTONE,  WILLIAM  H 
JONES,  DAVID  NANDO 
JONES,  DAVID  W 
JONES,  FRANK  EMERSON 
JONES,  MILNOR 
JONES,  PAUL  DAVID 
JONES,  R LUBY 
JORDAN,  CHAS  EDWARD  III 
KAMPERMAN,  COLIN  LEE 
KAPLAN,  HERMAN  JACOB 
KAPLAN,  HYMAN  M 
KAPLAN,  PETER  ROBT 
KAUFMAN,  JAMES  KENNETH 
KAUTZ,  LAWRENCE  GORDON 
KELLETT,  GARY  LEON 
KELLY,  RONALD  CLARK 
KENDRICK,  WILLIAM  RILEY 
KENNEDY,  JAMES  S 
KENNEDY,  WM  ENNIS 
KERLEY,  HAROLD  EUGENE 
KEYSER,  JOHN  EDWARD  III 
KHATRI , HARESH  H 
KIDWELL,  E R JR 
KIEFER,  STEPHEN  K 
KILEDJIAN , VARTKES 
KILLEFFER,  FRED  AYRES 
KILLEFFER,  JOHN  JACOB 
KILROY,  ANTHONY  WALDO 
KIMBROUGH,  STEPHEN  M 
KIMSEY,  CHAS  W 


KINCAID,  WM  RALPH 
KING,  JAMES  D 
KIRBY,  CHARLES  A 
KIRK,  CLIFFORD  C JR 
KIRKLAND,  RONALD  H 
KIRKPATRICK,  ROBT  DEAN 
KISABETH,  ROBERT  M 
KLEIN,  KARL 

KLIEFOTH,  A BERNHARD  III 
KLINE,  GEO  LITTON 
KLING,  RALPH  R JR 
KNICKERBOCKER,  FRED  RAY 
KNOLL,  L DEAN 
KNOWLING,  ROBT  EDWARD 
KOCHTITZKY,  OTTO  M 
KOOMEN,  JOHN  C 
KOURANY,  RONALD  FREDERIC 
KRAUSE,  RICHARD  ALAN 
KRICK,  JOSEPH  G 
KRUEGER,  SYLVIA  LYNNE 
KUMAR,  SARBJEET  SINGH 
KURITA,  GEORGE  I 
KUSTOFF,  RALPH 
KUTTY,  I N 
KUYKENDALL,  SAM  J 
KYGER,  KENT 
LABRADOR,  DANIEL  P JR 
LAING,  BRENT  D 
LAING,  WM  GAVIN 
LAMAR,  LUCIUS  M JR 
LAMB,  JOHN  WM 
LAMBERT,  FRANK  HAYDEN 
LANE,  RICHARD  GEOFFREY 
LANGFORD,  MICHAEL  D 
LAPIS,  JAMES  L 
LARAMORE,  JOHN  WADE 
LASKY,  RICHARD  SAML 
LASSITER,  LAWRENCE  H 
LATOUR,  DANA  L 
LaVOI , SAML  JOS 
LAW,  WILLIAM  M JR 
LAW,  WILLIAM  M SR 
LAWRENCE,  ROY  FINCH 
LAWSON,  JOHN  FULLER 
LAWWILL,  STEWART  JR 
LAZAR,  RANDE  H 
LAZARUS,  STEPHEN  M 
LEAHY,  MICHAEL  DOUGLAS 
LEDBETTER,  BUFORD  B 
LEDBETTER,  WILLIAM  HENRY 
LEE,  ROBT  HENRY 
LEE,  WM  REECE 
LEFTWICH,  RUSSELL  B 
LEONARD,  JOE  H 
LESTER,  THOMAS  EDWARD 
LETT,  MICHAEL  F 
LEVITCH,  MELVYN  ABRAHAM 
LEWIS,  ALLEN  DAVID 
LEWIS,  DONALD  RAY 
LEWIS,  MALCOLM  R 
LEWIS,  RODGER  PATRICK 
LEWIS,  W MICHAEL 
LIGON,  DOUGLAS  WISTER 
LILLY,  JAMES  AARON 
JR  LIMBACHER,  JOHN  P 
LINDER,  TIM 
LINDSAY,  JAMES 
LIPSCOMB,  ALBERT  BRANT 
LIPSEY,  GEO  GARTLEY 
LITCH,  MELVIN  JR 
LITCHFORD,  DAVID  WILLIAMS 
LITTLE,  FRANK  B JR 
LITTLE,  WILLIAM  R JR 
LIU,  CHUNG  YUEN 
LONG,  HENRY  HEATH 
LONG,  IRA  MORRIS 
LONG,  SAMMIE  INEZ 
LONG,  THOMAS  E 


LOUGHEED,  JOS  C 
LOVEJOY , MORRIS 
LOVVORN,  HAROLD  N JR 
LOWE,  JERE  W 
LOWE,  REGINALD  S JR 
LOWRY,  ORLANDA  R III 
LOY,  WM  ALLEN 
LUBOW,  LAWRENCE  D 
LUCKMANN,  KENNETH  F 
LYNCH,  EVERETTE  G 
LYNCH,  PENNY  BETH 
MACHIN,  JAMES  ELLIOTT 
MACKLER,  DONALD  F 
MAGGART,  MICHAEL  L 
MAJEED,  SHAHUL  J 
MANCEBO,  GERALD  L 
MANI,  VENK 
MANNING,  RICHARD  0 
MANSON,  JAMES  EDWARD 
MARCELO,  BERNARDINO  D 
MARCELO,  JOSEFINA  Q 
MARIENCHECK,  WM  IRVIN 
MARSH,  CLARENCE  BRUCE 
MARSIDI , PAUL 
MARTIN,  CHRIS  JOHN 
MARTIN,  DANIEL  ERNEST 
MARTIN,  RAYMOND  S III 
MARTIN,  WILLIAM  H 
MASSINGALE,  H LYNN 
MATHES,  WM  T JR 
MATHEWS,  CARL  LESLIE 
MAVES,  BARRY  V 
MAYES,  CHAS  EUGENE 
MAYFIELD,  RUSSELL  W 
MAYS,  KIT  SANFORD 
MCADOO , MICHAEL  A 
MCALEAVY,  JOHN  C 
MCCALL,  CHARLES 
MCCALLUM,  OSCAR  M 
MCCOLLUM,  JOHN  E 
MCCOMBS,  PAUL  RAYMOND 
MCCONNELL,  CONN  M 
MCCONNELL,  DAVID  H 
MCCORMACK,  HAROLD  ARTHUR 
MCCOY,  WILLIAM  JOHN  III 
MCCROSKEY,  DAVID  L 
MCCULLOUGH,  BILLIE  S 
MCDONALD,  EDWARD  C 
MCGAHA , SAMUEL  W 
MCGINNIS,  CHARLES  W 
MCGINNIS,  THOMAS  BRYAN 
MCGREW,  FRANK  A III 
MCILWAIN , WILLIAM  A 
MCKEE,  DAVID  EARL 
MCKISSICK,  WILLIAM  R 
MCKNIGHT,  DAVID  THOMAS 
MCLEAN,  GEORGE  WALLACE 
MCLEMORE,  WAYNE  L 
MCMAHON,  CLETUS  JOSEPH 
MCMILLIN,  RODNEY  M 
MCMURRAY , JOHN  MARK 
MCMURRY , JOSEPH  SEARLE 
MCNEELEY,  SAMUEL  GENE 
MCNULTY,  JOHN  STEPHEN 
MCPHERSON,  WARREN  F 
MEADORS,  MICHAEL  H 
MENZIE,  JAMES  W 
MERCADO,  AVELINO  VELASCO 
METCALF,  DEE  LAMAR  III 
METCALF,  THOMAS  H 
METHVIN , RAY  ELWIN 
MEYERS,  ANTHONY  L 
MILAM,  WILLIAM  M 
MILEK,  MICHAEL  A 
MILFORD,  LEE  WATSON  JR 
MILLER,  CARTER  F JR 
MILLER,  MICHAEL  M 
MILLER,  PHILIP  G 
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MILLER,  WM  OBED 
MILLIGAN,  LESLIE 
MILLIS,  JAMES  BROWN 
MINCH,  F MICHAEL 
MIRE,  A DEAN 
MITCHELL,  ALLEN  M 
MITCHELL,  DOUGLAS  PARK 
MITCHELL,  FOY  B 
MITCHELL,  HAYS 
MITCHUM,  ALBERT  JACKSON 
MIXON,  WILLIAM  R 
MOFFATT,  LAWRENCE  STRONG 
MOFFETT,  STEVEN  R 
MOGAN,  THOS  FRANCIS 
MOLIN,  JOHN  A 
MOLONY,  WILLIAM  LAWRENCE 
MONTGOMERY,  DEBORAH  G 
MONTGOMERY,  JOHN  LEE  JR 
MONTGOMERY,  MARCIA  A 
MONTGOMERY,  ROBERT  N 
MONTGOMERY,  TONY  JOHNSON 
MOORE,  JAMES  D 
MOORE,  JAMES  L 
MOORE,  JOHN  DAVID 
MOORE,  JOHN  H III 
MOORE,  JOHN  T JR 
MOORE,  KENNETH  LYNN 
MOORE,  ROBERT  SAYLOR 
MORGAN,  STEVEN  W 
MORGAN,  TOMMY  E 
MORGAN,  TRAVIS  EUGENE 
MORISY , LEE  RICHARD 
MORRIS,  STEVEN  ALLEN 
MORRIS,  WM  GOURRIER 
MORRISON,  LARRY  BURT 
MOSER,  DAVIS  D 
MOSRIE , AZETT  JIMMIE 
MOSS,  JOHN  PALMER 
MOUKHEIBIR , NABIL  W 
MOUNGER,  EMERSON  JAY 
MOYERS,  JAMES  RICHARD 
MUKHERJ I , BARUNDITYA 
MULLINS,  W MICHAEL 
MUMFORD,  MARK  S 
MURPHY,  CYNTHIA  DABNEY 
MURPHY,  PATRICK  J 
MURRAY,  R SMITH 
MURRAY,  ROBERT  C JR 
MURREY,  WM  HARWELL 
MUSE,  WM  S SR 
MUTHS,  FREDERICK  A 
MYERS,  WM  STANLEY 
MYNATT,  RICHARD  J 
NAGALLA,  LAKSHMAN  R 
NAGEL,  LAWRENCE  S 
NELSON,  DUNKIN  AFTON 
NELSON,  MARK  L 
NESBITT,  THOMAS  E JR 
NEUMANN,  JOHN  E SR 
NEWSOME,  H CLAY  III 
NEWTON,  NICHOLAS 
NICHOLS,  DARYL  L 
NICKELL,  LAWRENCE  R 
NORTON,  DOUGLAS  EDWARD 
NORWOOD,  CHRISTOPHER  W 
NOXON,  ELVIN  B 
NUNN,  PAULA  S 
ODOM,  ALAN  C 
OGLE,  EVELYN  M 
OLNEY,  LA  VERNE 
ORCUTT,  THOS  WM 
ORDONEZ,  J ENRIQUE 
OSSOFF,  ROBERT  H 
OSWALD,  WM  J 
OUTLAN,  JOHN  EDWARD 
OUTLAN,  WILLIAM  F 
OVERFIELD,  RONALD  EDWIN 
OVERHOLT,  BERGEIN  F 
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OWAIS , CAROL  F 
OWAIS , WISAM  N 
OWEN,  WM  KENDRICK 
OZAWA,  T TED 
PACK,  RONALD  LYNN 
PALMER,  ROBERT  E IV 
PARSONS,  PAUL  D 
PATTERSON,  WARREN  R 
PATTON,  ROBT  CARROLL 
PEARCE,  ROBERT  E 
PEARSON,  RANDALL  E 
PEARSON,  RICHARD  MCQUISTON 
PEAVYHOUSE,  JOEL  Q 
PECACHE,  CONCHITA  T 
PEDIGO,  THURMAN  LEE 
PEDIGO,  WILLIAM  J 
PEELER,  HARRY  LEE 
PEEPLES,  JOHN  D JR 
PENDERGRASS,  HENRY  P 
PENN,  JARRELL 
PERALES,  ANGEL  U 
PERALES,  MARIA  ISABEL 
PEREZ,  MARTIN  ALLEN 
PEREZ,  RUPERTO  E JR 
PERRIN,  MILLARD  FOY 
PERRY,  MALCOLM  0 
PETERSON,  MARVIN  DEAN 
PETRIE,  WILLIAM  M 
PETROCHKO,  NICHOLAS 
PETTY,  ALBERT  M 
PEYTON,  RICHARD  R 
PHELAN,  JACK  STANISLAUS 
PICKENS,  DAVID  R JR 
PIERCE,  E HARRIS 
PIERCE,  IRA  S 
PITCOCK,  JAMES  ALLISON 
PLACE,  JAMES  G 
PODGORSKI,  GARY  THOMAS 
POMEROY,  HOWARD  CLIFTON 
POOL,  MICHAEL  L 
PORTER,  F RAYMOND 
PORTER,  NATHAN  F 
PORTERA,  CHARLES  ANTHONY 
PORTERFIELD,  JAMES  G 
POSMAN,  CLIFFORD  L 
POTDAR , ANILKUMAR  S 
POWELL,  JOHN  MANLEY 
POWELL,  R PAGE 
POWERS,  LAURA  B 
PRESUTTI,  HENRY  J 
PRIBOR,  HUGH  C 
PRIEST,  EDWARD  M II 
PRINCE,  MARK  D 
PRITCHER,  G MARK 
PULLIAM,  CARY  WATSON 
PURYEAR,  THOS  RICHARD 
QUARLES,  WILL  G JR 
RAGSDALE,  JAMES  HOWARD 
RAJ ASHE KARA I AH , K M 
RALSTON,  FRED  JR 
RAMER,  WARREN  CARLTON  JR 
RAMEY,  DANL  RANDOLPH  III 
RASCHE,  ANNE  M 
RASCHE,  RICHARD  ALBERT 
RAWLINSON , WILLIAM  T 
RAY,  MORRIS  WILLIAM 
REARDON,  PETER 
REATH,  DAVID  B 
REAVES,  JOHN  ANDREW 
REECE,  RICHARD  R 
REED,  PAUL  EMORY 
REED,  STEVEN  W 
REGACHO,  CONCEPCION  A 
REGESTER,  ROLLAND  F JR 
REISTER , HENRY  C III 
REYNOLDS,  CHARLES  W 
RHEA,  KARL  BYINGTON 
RICE,  ROBIN  L 


RICH,  EARL  FREEMAN 
RICHARDS,  AUBREY  THOS 
RICHARDS,  BRUCE  EARLE 
RICHMOND,  JAMES  P JR 
RICKS,  PHILLIP  M 
RIDLEY,  ROBERT  WENDELL 
RIES,  WILLIAM  RUSSELL 
RISSLING,  DELORIS  E 
ROADS,  TIMOTHY  R 
ROBERTS,  JACK  T JR 
ROBINSON,  WM  ALLISON  II 
ROSENBLUM,  HOWARD  H 
ROSSER,  ROBERT  A 
ROUTON,  WILLIAM  ROBERT 
ROWE,  WM  EDWARD 
ROYAL,  JAMES  RICHARD 
RUIZ,  DAVID  E 
RUSSELL,  WM  LEE 
RUTHERFORD,  RICHARD  T 
RUTLEDGE,  JONES  FLANAGAN 
RYLANDS,  JOHN  CRAIG 
SACKS,  HAROLD  SAMUEL 
SADLER,  ROBT  NEIL 
SALYER,  HOWARD  LEE 
SAMPLES,  RANDALL  GARY 
SAMS,  JOSIAH  B 
SANDBERG,  RONALD  KENNETH 
SANDERS,  CLARENCE  RAMEY 
SANDERS,  HARVEY  STANFORD 
SANES,  GILMORE  M JR 
SANTI,  MICHAEL  THOMAS 
SATTERFIELD,  WM  T JR 
SAVAGE,  H BRYANT 
SAWYERS,  JOHN  L 
SCARBOROUGH,  LARRY  KEITH 
SCHATZ,  MARY  L 
SCHEINBERG,  MARTY 
SCHILLING,  DAVID  E 
SCHLAMP,  ALLEN  LEE 
SCHLEIFER , GROVER  F III 
SCHMITS,  G MICHAEL 
SCHOETTLE,  TIMOTHY  P 
SCHOLL,  GEO  KENNETH 
SCHULTENOVER,  STEPHEN  JOHN 
SCHULTZ,  RICHARD  L 
SCHWIGER,  PAUL 
SCHWISOW,  DONAVON 
SCOTT,  AUGUSTUS  BARNETT 
SCOTT,  CHAS  SEALE 
SCOTT,  DANIEL  J JR 
SCOTT,  JOS  MANSON 
SCOVILLE,  GEORGE  S JR 
SCRUGGS,  JERRY  L 
SEAL,  MOLLY  ELAINE 
SEATON,  DOUGLAS  Y 
SELL,  SARAH  HAMILTON 
SENDELE,  DEBORAH  D 
SENDELE,  ROBERT  L 
SERGENT,  JOHN  STANLEY 
SERRELL,  PAUL  BURT 
SEWELL,  DAVID  H 
SEXTON,  RICHARD  CARR  JR 
SHACKLEFORD,  ELBERT  C 
SHAPIRO,  MARVIN  LOUIS 
SHARP,  VERNON  H 
SHAW,  JAMES  WILLIAM 
SHEA,  JOHN  JOS  JR 
SHEA,  MARTIN  COYLE  JR 
SHEELY,  LOWRY  LINDSEY 
SHELTON,  ALVIN  DILLARD 
SHELTON,  GEO  WASHINGTON 
SHERIDAN,  WILLIAM  F JR 
SHERROD,  ROME  II 
SHIPLEY,  THURMAK! 

SHOEMAKER,  KENNETH  E 
SHUCK,  EDWIN  H III 
SHUCK,  EDWIN  H JR 
SHUKLA,  SANDIP 


SHULL,  HARRISON  J 
SHURLEY,  WILLIAM  R II 
SHUTE,  ANNE  MARIE 
SIEGEL,  JEROME  SEYMOUR 
SIEVERS,  RICHARD  E 
SIKES,  J GREGORY 
SILER,  RITA  ANNE 
SIMONTON,  RALPH  W JR 
SISKO,  FRANK  E 
SLAGLE,  DAVID  J 
SLAUGHTER,  FREDERICK  D 
SLOCUM,  CARL  WM 
SMITH,  ARCHIBALD  Y III 
SMITH,  BRUCE  M 
SMITH,  CHAS  BURNETT 
SMITH,  EUGENE  BAXTER 
SMITH,  GALEN  R 
SMITH,  GARY  D 
SMITH,  JOE  S 
SMITH,  KENNETH  DALE 
SMITH,  LOUIS  A 
SMITH,  RICHARD  S 
SMITH,  ROBT  JOS 
SMITH,  ROBT  LLOYD 
SMITH,  SAMUEL  A 
SMITH,  THOMAS  ANDERSON 
SMITH,  WILLIAM  DAVID 
SMITH,  WM  N 

SNODDY,  JANET  ELIZABETH 
SOBCZYNSKI , VAL 
SOHM,  JOHN  J 
SOLOMON,  DALE  E 
SON,  CHOON  DUCK 
SOSS,  SHELDON  BARRY 
SOTERES,  PETE  SPIROS 
SPALDING,  MICHAEL  JON 
SPANNUTH,  C L 
SPEAR,  JOHN  MICHAEL 
SPENGLER,  DAN  M 
SPICKARD,  W ANDERSON 
SPIOTTA,  EUGENE  J JR 
SPIVEY,  OSCAR  SMITH 
SPRAY,  PAUL  ELLSWORTH 
STAFFORD,  FLORENCE  E 
STAGGS,  STEPHEN  MICHAEL 
STALEY,  HOMER  LEE 
STALLWORTH,  WM  PARK 
STANDARD,  PAMELA  G 
STANLEY,  DAVID  GRANVILLE 
STAPPENBECK,  RICHARD  F 
STARNES,  DANIEL  L 
STEPHENS,  JOSEPH  W 
STEPHENS,  RAJ  K 
STEVENS,  FRANK  W JR 
STEVENS,  GEO  MILLER  III 
STIMPSON,  CHARLES  L 
STOCKTON,  DAVID  L 
STONE,  JAMES  PATTERSON 
STONE,  RICHARD  A 
STONECIPHER,  LOWELL  F 
STRADER,  LORENZO  D 
STRANGE,  GLEN  J JR 
STRIKER,  WM  KENDALL 
STROUD,  MARY  E 
STUBBLEFIELD,  MARK  THOMAS 
STUBBS,  HAL  SESSION 
STUBER,  HARRY  L 
STUMB,  PAUL  RUST 
SUGGS,  CHARLES  L III 
SULKOWSKI,  VIKTOR  P 
SULLIVAN,  JAMES  N 
SUMMITT,  ROBERT  LAYMAN 
SUNDAHL,  C GERALD 
SUTTON,  RICHARD  0 
SUWANAWONGSE , MEDHA 
SWINDLE,  JAMES  TYLER 
SYDNOR,  ELMER  W 
TANNENBAUM,  JEROME  S 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


TANNER,  JOHN  M 
TATE,  HARRY  T 
TAYLOR,  DEAN  GATES 
TAYLOR,  EDWIN  OSCAR 
TAYLOR,  WM  WOOD  JR 
TEAGUE,  DALE  ALEXANDER 
TEJWANI , INDURANI  A 
TERRY,  RICHARD  B 
TERRY,  WILLIAM  F 
TESCHAN,  PAUL  ERHARD 
THOMAS,  DANL  MARTIN 
THOMAS,  HENRY  LEWIS 
THOMAS,  JAMES  LOUIS 
THOMAS,  LLOYD  R JR 
THOMAS,  MICHAEL  CAREY 
THOMISON,  JOHN  B 
THOMISON,  RENA  M 
THOMPSON,  GEO  STANLEY 
THOMPSON,  JOHN  ROBT  JR 
THOMPSON,  TERRY  L 
THOMPSON,  THOS  REECE 
THORNE,  CHAS  B 
THOW,  GEORGE  BRUCE 
THRELKELD,  WM  CLEAGE 
THURMAN,  GRAFTON  H 
THURMAN,  STEPHEN  S 
TITTLE,  JOE  EVAN 
TOBAN,  M MOATAZ 
TODD,  KIRKLAND  W JR 
TOLHURST , GEORGE  F 
TOMICHEK,  RICHARD  C 
TONEY,  LEE  E III 
TOSH,  ROBT  H 
TOYOHARA,  HIROSHI 
TRABUE,  ANTHONY  E 
TRAPP,  JOHN  DOUGLAS 
TREADWAY,  CHAS  RICHARD 
TROOP,  JOE  RAYMOND  JR 


TRUDEL,  JULES  A 
TUCKER,  ROBT  TAYLOR  JR 
TURNER,  BRUCE  IRWIN 
TURNER,  DAVID  HERSCHEL 
TURNER,  GORDON  H JR 
TURNER,  SHELBY  OSCAR 
TYRER,  AUSTIN  ROY  JR 
UPCHURCH,  D THOMAS 
UTADEJ , BANCHOB 
VALENTINE,  FRED  M JR 
VANCE,  MINNIE  RATLIFF 
VANDERGRIFF,  WM  LOWELL 
VANDEVENDER,  FRANK  KARL 
VANDIVER,  CLAYTON  J JR 
VARNER,  C FERRELL  JR 
WADE,  DWIGHT  ROBT  JR 
WADLINGTON,  WM  B 
WALKER,  ARTHUR  WINFREY 
WALKER,  PARKS  W JR 
WALL,  JAMES  WHELAND 
WALLACE,  PETER  B 
WALLACE,  SIDNEY  L 
WALTERS,  PHIL  VERNON 
WALTON,  CLIFFORD  L JR 
WARDLAW,  LEE  LYLE 
WARE,  ROBT  EDWIN 
WARMBROD,  JAMES  G JR 
WARNER,  JOHN  J 
WATERS,  CLYDE  C JR 
WATSON,  DAVID  THEODORE 
WATSON,  DONALD  C 
WATTS,  DAVID  REED 
WATTS,  GLENN  FERRELL 
WEATHERBEE,  TAYLOR  CARSON 
WEBB,  JIMMY  FRANKLIN 
WEBER,  ALVIN  JULIAN  III 
WEBSTER,  RAYMOND  HARRIS 
WEBSTER,  ROLAND  MARION 


WEBSTER,  THOS  MOORE 
WEEMS,  JOS  LELL 
WEEMS,  THOS  DOYLE 
WEINBERG,  JANE  RUTH 
WEISSFELD,  STEVEN  C 
WELLES,  EDWARD  HUNTER  III 
WELLS,  CHAS  E 
WENTZ,  DENNIS  KEITH 
WESLEY,  RALPH  E 
WESLEY,  RAYMOND 
WESTERFIELD,  LARRY  H 
WESTMORELAND,  DANIEL  K 
WHEELER,  PAUL  W 
WHISNANT,  WM  HOWARD 
WHITE,  CHARLES  WESLEY 
WHITE,  CHAS  EDWARD 
WHITE,  FRANK  LOUIS 
WHITE,  JAMES  HAROLD  JR 
WHITE,  LAMAR  ARTHUR 
WHITE,  ROBERT  F 
WHITE,  WILLIAM  OTIS 
WHITMORE,  MARK  ALLAN 
WHITSON,  MICHAEL  L 
WIKE,  SIDNEY  ALFRED 
WILBURN,  CHARLES  D 
WILEY,  WM  ARTHUR  JR 
WILKENS,  CHAS  HENRY 
WILKS,  HARVEY  S 
WILLIAMS,  JOAN  THOMPSON 
WILLIAMS,  JOHN  0 JR 
WILLIAMS,  MELBORNE  A 
WILLIAMS,  OLIN  OLIS 
WILLIAMS,  RICHARD  BRUCE 
WILLIAMSON,  F EARL  III 
WILLIFORD,  WILLIAM  N 
WILLINGHAM,  WINBORN  B JR 
WILLOUGHBY,  JOS  LEEPER 
WILSON,  ARTHUR  JAMES 


WILSON,  EARL  K 
WILSON,  G DEAN 
WILSON,  JAMES  MARION 
WILSON,  JAMES  PHILLIP 
WILSON,  WENDELL  WINFRED 
WINSOR,  MICHAEL  JON 
WINTERS,  DEBORAH  ANN 
WITHERSPOON,  JOHN  D 
WITTKE,  PAUL  EDWARD 
WOLF,  JOHN  STUART  JR 
WOLFE,  LAWRENCE  KENNETH 
WOMACK,  SARA 
WOOD,  BURGIN  HENRY 
WOOD,  GEORGE  H 
WOOD,  GEORGE  W II 
WOOD,  JAMES  FOWLE 
WOOD,  ROBT  HANCOCK  JR 
WOODALL,  JESSE  C JR 
WOODFIN,  MOSE  CLARKE 
WORDEN,  JAMES  P 
WORKMAN,  ROBERT  JAY 
WRIGHT,  ELLEN  PAYNE 
WRIGHT,  GLENN  E 
YARBROUGH,  ROBERT  R 
YEE,  EDWARD  S 
YOOD,  JULIAN  MACOW 
YORK,  DOUGLAS  CLIFTON 
YOUMANS,  WM  TINSLEY 
YOUNG,  GEO  G 
YOUNG,  LAWRENCE  I 
YOUNG,  RICHARD  WILSON  JR 
YOUNG,  ROBT  ROGER  JR 
YOUNG,  WM  MC 
YOUREE,  CYNTHIA  C 
ZIMMERMAN,  CARL  WAYNE 
ZIRKLE,  GEO  ANDREW  JR 
ZIRKLE,  JOHN  W 
ZUSSMAN , BERNARD  M 


The 

Dodson 

Dividend 

Plan 

A program  for  workers'  compensation 
insurance  coverage  that  gives  you  the 
opportunity  to  earn  back  a portion  of 
your  premium  at  the  end  of  your  policy 
year,  depending  on  claim  experience. 


Members  of  Tennessee 
Medical  Association 
received  a dividend  of 
35%  of  premium  in  1987. 

The  Plan  can  work  for  you,  too  . . . 

1-800-825-3760, 

Ext.  2990 

policies  issued  by 

Casualty  Reciprocal  Exchange, 

member 

DODSON  GROUP 


9201  State  Line  Road  • Kansas  City,  MO  64114  • 800-825-3760 
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A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

* Too  much  paperwork?  * The  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new  methods? 

* No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

* Competent  and  dedicated  professional  staff. 

* Time  for  patients  and  for  keeping  professionally  current. 

* Financial  security,  a generous  retirement  for  those  who  quality. 

* If  qualified,  unlimited  professional  development. 

* Medical  facilities  all  around  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

* Complete  medical  and  dental  care. 

* Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 


USAF  Health  Professions 
(800)  423-USAF 
Toll-Free 


Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

June  21-22, 1988 


Members  Present:  Duane  C.  Budd,  M.D.,  President 

William  W.  Cloud,  M.D.,  Secretary 
Paul  Johnson,  M.D.,  Consultant 
I.  Lee  Arnold,  M.D. 

Phillip  W.  Hayes,  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by  Duane  C. 
Budd,  M.D.,  president. 

The  minutes  from  the  Feb.  16  and  17,  1988  and  April  5 
and  6,  1988  meetings  were  approved  as  submitted. 

Ms.  Phyllis  Irwin  presented  a request  to  the  Board  to  be 
appointed  to  the  X-ray  Operators  Task  Force.  The  Board 
had  no  objections  to  this.  Dr.  Budd  will  check  with  Dr.  Linn, 
chairman  of  the  Task  Force,  and  if  he  agrees,  Ms.  Irwin  will 
be  added  to  the  Task  Force.  After  discussion  by  the  Board, 
the  Board  voted  to  require  the  Task  Force  to  review  and 
approve  all  curriculum  for  x-ray  courses  prior  to  the  Board 
taking  action  for  approval. 

Reciprocity  applications  were  unanimously  approved  for 
Drs.  James  Kenneth  Champion,  Balram  L.  Chhajwani,  Ray- 
mond J.  Colom,  Alix  Gay,  Stephen  C.  Goodwin,  Michael  W. 
Maciol,  and  Arjang  K.  Miremadi.  Dr.  Solomon  B.  Smith’s 
application  for  reinstatement  of  license  was  granted.  Reci- 
procity application  for  Dr.  Sidney  B.  Lewis  was  approved  with 
practice  restricted  to  diagnostic  radiology.  Action  was  de- 
ferred on  the  following  reciprocity  applications  until  further 
information  is  received:  Drs.  Frith  S.  Spiegel,  Theodore  J. 
Sabot,  Marvin  E.  McElroy  and  Richard  W.  Sundling. 

Hearings 

Dr.  Jack  Smith — On  April  7,  1988,  Dr.  Smith's  license 
was  summarily  suspended  for  the  following  reasons:  (1)  The 
respondent.  Jack  C.  Smith,  M.D.,  has  engaged  in  such  abu- 
sive and  excessive  prescribing  of  Scheduled  substances  that 
he  has  flagrantly  disregarded  the  health,  safety  and  welfare 
of  his  patients  as  evidenced  by  the  following:  respondent  has 
prescribed  to  scores  of  patients  narcotic  analgesics,  amphet- 
amine-like  stimulants,  and  sedatives  for  patently  inappro- 
priate periods  of  time;  respondent’s  prescribing  practices  re- 
veal the  chronic  use  of  narcotic  analgesics  and  sedative  drugs 
without  indications  for  patients  which  would  justify  such  pre- 
scribing; respondent  prescribes  inappropriate  and/or  danger- 
ous combinations  of  Scheduled  substances;  respondent's  pat- 
tern of  prescribing  has,  by  his  own  admission,  resulted  in  harm 
and/or  habituation  to  his  patients.  (2)  The  respondent  has 
engaged  in  a continuing  pattern  of  abuse  of  his  prescribing 
privileges  which  indicates  negligence,  incompetence,  and  an 
unwillingness  to  conform  to  basic  and  appropriate  standards 
of  medical  practice  as  indicated  by  the  following:  respondent 
has  prescribed  an  enormous  quantity  of  frequently  abused 
drugs  to  his  patients;  respondent  has  repeatedly  exposed  large 
numbers  of  patients  to  excessive  numbers  and  combinations 
of  Scheduled  drugs;  respondent  has  admitted  to  “clouded 
clinical  judgment"  with  regard  to  his  prescribing  practices; 
respondent  has  continued  to  engage  in  the  above  behavior 
even  though  counseled  by  state  investigators  on  more  than 
one  occasion  to  stop  his  abusive  prescribing. 

The  Board  at  this  hearing  accepted  an  agreed  order  as 


follows:  Whereas  the  Tennessee  Board  of  Medical  Examiners 
has  pursuant  to  a summary  suspension  of  license  filed  a no- 
tice of  charges  against  the  respondent.  Jack  C.  Smith,  M.D.; 
Whereas  the  respondent  does  not  contest  the  allegations  set 
out  in  the  notice  of  charges;  Whereas  the  parties  wish  to  avoid 
the  necessity  and  expense  of  a contested  case  hearing  in  this 
matter;  Now,  therefore,  it  is  agreed  by  the  parties  as  follows: 
(1)  The  respondent's  license  shall  be  suspended  for  a period 
of  four  months,  said  period  to  begin  April  7,  1988  and  to  end 
on  August  7,  1988.  During  the  respondent’s  suspension  he  is 
authorized  to  function  in  a chemical  dependency  unit.  (2)  At 
the  end  of  the  respondent's  suspension,  he  shall  be  issued  a 
restricted  license  with  the  following  conditions:  respondent 
will  not  prescribe  or  dispense  any  controlled  substances  what- 
soever for  a period  of  six  months  after  he  returns  to  the  prac- 
tice of  medicine,  however  the  respondent’s  hospital  practice 
shall  not  be  restricted;  respondent  shall  be  placed  on  proba- 
tion for  a period  of  one  year  from  the  date  he  returns  to  the 
practice  of  medicine  and  must  appear  before  the  Board  to 
request  termination  of  probation;  during  the  respondent’s 
probation  he  shall  abide  by  the  conditions  set  out  in  the  re- 
spondent’s petition  to  modify  order  of  summary  suspension. 

Dr.  John  S.  Wolf — The  charges  against  Dr.  Wolf  are  as 
follows:  (1)  The  respondent,  John  S.  Wolf,  M.D.,  has  violat- 
ed the  provisions  of  TCA  63-6-101  et  seq,  including,  but  not 
limited  to,  the  following  provisions:  unprofessional,  dishon- 
orable, or  unethical  conduct  [TCA  63-6-214  (a)  (1)];  violation 
or  attempted  violation,  directly  or  indirectly,  or  assisting  in 
or  abetting  the  violation  of,  or  conspiring  to  violate,  any  pro- 
vision of  TCA  63-6-101  et  seq,  or  any  lawful  order  of  the 
Board  issued  pursuant  thereto,  or  any  criminal  statute  of  the 
State  of  Tennessee  [TCA  63-6-214  (a)  (2)];  conviction  of  a 
felony,  conviction  of  any  offense  under  state  or  federal  drug 
laws,  or  conviction  of  any  offense  involving  moral  turpitude 
[TCA  63-6-214  (a)  (10)];  (2)  The  respondent  has  violated  the 
provisions  of  the  law  set  out  in  numbered  paragraph  six  of 
this  notice  on  a series  of  occasions.  These  violations  include, 
but  are  not  limited  to,  the  following:  The  respondent  was 
convicted  on  March  25,  1988  of  one  count  of  aggravated  sex- 
ual battery,  a “class  X”  crime.  The  violations  alleged  in  this 
notice  of  charges  constitute  grounds  for  the  disciplining  of 
respondent  pursuant  to  the  authority  of  TCA  63-8-101  et  seq. 

The  Board  accepted  an  agreed  order  as  follows:  By  agree- 
ment of  counsel,  as  evidenced  by  their  signatures  below,  it  is 
hereby  ordered,  adjudged  and  decreed  as  follows:  (1)  The 
Board  hereby  defers  and  postpones  a determination  whether 
the  respondent  is  guilty  of  violating  the  provisions  of  TCA 
63-6-101  et  seq,  and  also  defers  and  postpones  a determina- 
tion whether  respondent,  if  guilty,  should  have  his  license 
suspended  or  revoked  or  have  other  discipline  imposed.  (2) 
The  deferral  or  postponement  of  said  decisions  by  the  Board 
shall  be  for  such  time  as  is  necessary  for  the  respondent  to 
exhaust  appellate  review  of  his  criminal  conviction.  (3)  The 
respondent  agrees  that  during  the  pendency  of  said  appeals, 
he  will  not  hold  himself  out  to  the  general  public  for  the  un- 
restricted, unsupervised,  private  practice  of  medicine,  and  re- 
spondent shall  confine  any  practice  of  medicine  engaged  in 
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by  him  to  such  practice  done  in  accordance  with  any  plan  of 
community  corrections  to  which  he  may  be  sentenced. 

Dr.  Ramon  I,.  Carroll,  ,|r.  was  charged  as  follows:  (1) 
The  respondent,  Ramon  L.  Carroll,  Jr.,  M.D.,  has  violated 
the  provisions  of  TCA  63-6-101  et  seq,  including,  but  not  lim- 
ited to,  the  following  provisions:  unprofessional,  dishonora- 
ble, or  unethical  conduct  [TCA  63-6-214  (a)  (1)];  violation  or 
attempted  violation,  directly  or  indirectly,  or  assisting  in  or 
abetting  the  violation  of,  or  conspiring  to  violate,  any  provi- 
sion of  TCA  63-6-101  et  seq,  or  any  lawful  order  of  the  Board 
issued  pursuant  thereto,  or  any  criminal  statute  of  the  State 
of  Tennessee  [TCA  63-6-214  (a)  (2)];  gross  malpractice,  or  a 
pattern  of  continued  or  repeated  malpractice,  ignorance, 
negligence  or  incompetence  in  the  course  of  medical  practice 
[TCA  63-6-214  (a)  (4)];  dispensing,  prescribing,  or  otherwise 
distributing  any  controlled  substance  or  any  other  drug  not  in 
the  course  of  professional  practice,  or  not  in  good  faith  to 
relieve  pain  and  suffering,  or  not  to  cure  an  ailment,  physical 
infirmity  or  disease  [TCA  63-6-214  (a)  (12)];  dispensing,  pre- 
scribing, or  otherwise  distributing  any  controlled  substance  or 
any  other  drug  if  such  person  is  addicted  to  the  habit  of  using 
said  controlled  substances  without  making  a bona  fide  effort 
to  cure  the  habit  of  such  patient  [TCA  63-6-214  (a)  (13)]; 
dispensing,  prescribing,  or  otherwise  distributing  any  con- 
trolled substance  or  any  other  drug  to  any  person  in  violation 
of  any  law.  of  the  State  or  of  the  United  States  of  America 
[TCA  63-6-214  (a)  ( 14)].  (2)  The  respondent  has  violated  the 
provisions  of  the  law  set  out  in  numbered  paragraph  six  of 
this  notice  on  a series  of  occasions.  These  violations  include, 
but  are  not  limited  to,  the  following:  improperly  writing  pre- 
scriptions for  his  patients  for  addictive  substances  such  as  Di- 
laudid.  Tylox,  Preludin  and  Mepergan  Fortis;  writing  pre- 
scriptions which  were  not  in  the  usual  course  of  medical 
practice  to  patients  on  a regular  basis  for  amounts  of  up  to 
100  dosage  units  of  highly  addictive  controlled  substances; 
writing  prescriptions  for  narcotic  and  other  drugs  to  patients 
over  an  extended  period  of  time  which  were  not  for  a legiti- 
mate medical  purpose;  writing  and  continuing  to  write  pre- 
scriptions for  patients  he  knew,  or  should  have  known,  were 
addicts;  writing  prescriptions  for  narcotics  in  such  amounts 
and  with  such  frequency  that  if  consumed  by  the  patient,  ov- 
erdose and  death  would  be  likely;  selling  prescriptions  for 
narcotics  to  drug  addicts  for  cash  payment;  writing  prescrip- 
tions to  patients  knowing  that  the  patients  would  divert  and 
illegally  sell  the  drugs  prescribed.  The  violations  alleged  in 
this  notice  of  charges  constitute  grounds  for  disciplining  of 
respondent  pursuant  to  the  authority  of  TCA  63-8-101  et  seq. 

Dr.  Carroll's  attorney  was  present  and  requested  a con- 
tinuance. The  administrative  judge  granted  the  continuance 
with  the  provision  that  he  surrender  his  DEA  certificate. 

Dr.  George  Harris- — The  Board  ratified  a letter  of  repri- 
mand which  was  received  by  Dr.  Harris  on  March  5,  1988,  a 
copy  of  which  is  attached. 

Dr.  Charles  M.  Cowden  was  charged  as  follows:  (1)  The 
respondent,  Charles  M.  Cowden,  M.D.,  has  violated  the  pro- 
visions of  TCA  63-6-101  et  seq,  including;  but  not  limited  to, 
the  following  provisions:  unprofessional,  dishonorable,  or 
unethical  conduct  [TCA  63-6-214  (a)  (1)];  gross  malpractice, 
or  a pattern  of  continued  or  repeated  malpractice,  ignorance, 
negligence  or  incompetence  in  the  course  of  medical  practice 
[TCA  63-6-2 14(a)  (4)];  habitual  intoxication  or  personal  mis- 
use of  any  drugs  or  the  use  of  intoxicating  liquors,  narcotics, 
controlled  substances,  or  other  drugs  or  stimulants  in  such 
manner  as  to  adversely  affect  the  person's  ability  to  practice 
medicine  [TCA  63-6-214  (a)  (5)];  engaging  in  the  practice  of 
medicine  when  mentally  or  physically  unable  to  safely  to  do 
so  [TCA  63-6-214  (a)  (18)].  (2)  The  respondent  has  violated 
the  provisions  of  the  law  set  out  in  numbered  paragraph  six 
of  this  notice  on  a series  of  occasions.  These  violations  in- 
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elude,  but  are  not  limited  to,  the  following:  The  respondent’s 
behavior  has  reached  a point  where  he  demonstrates  a signif- 
icant mental  or  judgmental  impairment  which  hinders  his 
ability  to  perform  as  a surgeon  and  to  practice  quality  medi- 
cal care.  The  following  is  evidence  of  the  respondent’s  con- 
dition: respondent’s  colleagues  have  observed  a noticeable 
decline  in  his  professional  behavior  and  surgical  technique  to 
include,  but  not  limited  to:  while  operating,  becoming  slow 
in  making  decisions,  and  at  times  not  knowing  where  to  go 
next,  not  carrying  on  a fluent  or  fluid  conversation,  not  being 
capable  of  performing  surgery  unassisted,  and  not  appearing 
in  control  of  his  faculties;  respondent’s  admitting  privileges  at 
Sumner  Memorial  Hospital  were  summarily  suspended  as  a 
result  of  an  incident  where  he  exhibited  poor  judgment,  an 
unsteady  gait,  and  an  inability  to  technically  carry  out  proper 
surgical  techniques;  respondent’s  erratic  behavior  resulted  in 
the  loss  of  his  privileges  at  Nashville  Memorial  Hospital  and 
Hendersonville  Hospital;  respondent’s  poor  judgment  caused 
him  to  no  longer  be  utilized  for  emergency  room  surgery  at 
Jackson-Madison  County  General  Hospital;  respondent  closed 
his  surgical  practice  in  1985  since  he  could  no  longer  admit 
patients  to  hospitals  for  major  surgery;  respondent  removed 
a bottle  of  500  Valium  pills  from  P & P pharmacy  in  Hender- 
sonville, Tenn.,  which  he  returned  when  the  loss  was  detect- 
ed; respondent’s  postoperative  treatment  of  a patient  on  whom 
he  had  performed  a radical  mastectomy  was  lacking  and  in- 
appropriate for  this  illness;  respondent  was  evaluated  at  the 
Mayo  Clinic  in  1984  and  was  assessed  as  having  intellectual 
abilities  less  efficient  than  one  would  normally  anticipate  for 
a person  of  his  occupation  and  as  possibly  having  organic  brain 
syndrome;  respondent  was  advised  to  undergo  chemical  de- 
pendency treatment  by  the  TMA  Impaired  Physician  Com- 
mittee as  well  as  the  Mayo  Clinic,  but  failed  to  do  so.  The 
violations  alleged  in  this  notice  of  charges  constitute  grounds 
for  the  disciplining  of  respondent  pursuant  to  the  authority 
of  TCA  63-8-101  et  seq. 

The  Board  accepted  an  agreed  order  as  follows:  (1)  Re- 
spondent shall  hereafter  be  issued  a restricted  license  which 
will  allow  him  to  practice  medicine,  but  not  surgery.  The  re- 
spondent’s medical  practice  will  be  limited  to  emergency  room 
and  general  practice.  These  restrictions  on  the  respondent’s 
license  may  only  be  changed  by  express  written  order  of  the 
Board.  (2)  Respondent’s  license  shall  be  placed  on  probation 
for  a period  of  five  years  from  the  date  of  this  order  and  the 
respondent  during  this  period  shall:  cause  to  be  submitted  to 
the  Board  for  a period  of  not  less  than  two  years  the  results 
of  random,  unannounced  urine  screens,  said  screens  to  be 
conducted  not  less  than  quarterly  each  year;  limit  his  practice 
to  emergency  room  work  and  shall  not  accept  any  new  em- 
ployment without  prior  approval  of  the  Board;  maintain  a 
regular,  professional,  counseling  relationship  with  the  TMA 
Impaired  Physician  Program,  who  will  report  to  the  Board 
any  conduct  or  behavior  by  the  respondent  which  may  impair 
the  respondent’s  ability  to  practice  medicine. 

Dr.  Norman  Saliba  was  charged  with  the  following:  un- 
professional, dishonorable,  or  unethical  conduct;  gross  mal- 
practice, or  a pattern  of  continued  or  repeated  malpractice, 
ignorance,  negligence  or  incompetence  in  the  course  of  med- 
ical practice;  habitual  intoxication  or  personal  misuse  of  any 
drugs  or  the  use  of  intoxicating  liquors,  narcotics,  controlled 
substances,  or  other  drugs  or  stimulants  in  such  manner  as  to 
adversely  affect  the  person’s  ability  to  practice  medicine;  dis- 
pensing, prescribing,  or  otherwise  distributing  any  controlled 
substance  or  any  other  drug  not  in  the  course  of  professional 
practice,  or  not  in  good  faith  to  relieve  pain  and  suffering,  or 
not  to  cure  an  ailment,  physical  infirmity  or  disease;  dispens- 
ing, prescribing  or  otherwise  distributing  to  any  person  a con- 
trolled substance  or  other  drug  if  such  person  is  addicted  to 
the  habit  of  using  said  controlled  substances  without  making 
bona  fide  effort  to  cure  the  habit  of  such  patient;  dispensing, 
prescribing,  or  otherwise  distributing  any  controlled  sub- 
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stance  or  any  other  drug  to  any  person  in  violation  of  any 
law.  of  the  State  or  of  the  United  States  of  America;  engag- 
ing in  the  practice  of  medicine  when  mentally  or  physically 
unable  to  safely  do  so. 

After  a contested  case  hearing  the  respondent  was  found 
guilty  of  all  charges  and  his  license  to  practice  medicine  was 
suspended  for  a minimum  of  one  year  on  May  7,  1987.  If  the 
respondent  has  not  satisfactorily  completed  the  TMA  Im- 
paired Physician  Program  at  the  end  of  this  period,  the  Board 
will  extend  the  suspension  or  revoke  the  license. 

The  administrative  office  of  the  Board  committed  a min- 
isterial error  when  sending  out  physicians  license  renewals  by 
sending  a renewal  license  to  the  suspended  respondent,  Nor- 
man R.  Saliba,  M.D.;  an  administrative  order  was  issued  on 
June  9,  1988  and  personally  served  on  the  respondent,  giving 
him  official  notice  that  his  renewal  license  was  issued  in  error 
and  that  his  license  was  still  in  suspension. 

Dr.  Saliba  was  charged  with  opening  an  office  and  illegal- 
ly engaging  in  the  practice  of  medicine  by  seeing  patients  and 
writing  prescriptions  in  violation  of  the  Board  order  of  May 
7,  1987  and  is  continuing  in  practice  even  though  he  has  been 
given  notice  that  his  license  is  still  in  suspension.  The  Board, 
therefore,  ordered  as  follows:  (1)  The  respondent  is  ordered 
to  immediately  cease  his  practice  of  medicine  on  a suspended 
license  effective  the  date  of  receipt  of  this  order.  (2)  Should 
the  respondent  not  comply  with  this  order,  the  Office  of 
General  Counsel  is  directed  to  swiftly  initiate  all  legal  actions, 
civil  and  criminal,  necessary  to  stop  the  respondent’s  unau- 
thorized and  illegal  practice  of  medicine.  (3)  The  Office  of 
General  Counsel  is  further  directed  to  prosecute  or  to  initiate 
appropriate  disciplinary  actions  against  any  persons  or 
professionals  who  are  aiding  and  abetting  the  respondent  in 
his  illegal  practice  through  encouragement,  advice  or  any  other 
methods  which  result  in  the  respondent’s  continuing  his  ille- 
gal activity.  (4)  The  respondent  is  ordered  to  appear  for  a 
contested  case  hearing  before  the  Board  on  Aug.  16,  1988  at 
9 am  to  respond  to  the  charge  of  practicing  in  violation  of  his 
licensure  suspension  and  of  continuing  his  practice  after  hav- 
ing been  given  official  notice  of  the  erroneous  issuing  of  his 
renewal  license  as  set  out  in  the  administrative  order  dated 
June  9,  1988  making  him  guilty  of  violation  of  TCA  63-6- 
214(2).  The  respondent  is  apprised  of  his  rights  in  a contested 
case  hearing  as  set  out  in  the  original  notice  of  charges  in  the 
above-styled  matter  and  in  accordance  with  the  Uniform  Ad- 
ministrative Procedures  Act,  TCA  4-5-101  et  seq. 

Action  was  deferred  until  the  next  meeting  on  Dr.  Carol 
Gordan’s  request  to  lift  her  probation. 

Dr.  Thomas  R.  Puryear  was  charged  with  overprescrib- 
ing. The  Board  found  him  guilty  of  prescribing,  dispensing  or 
otherwise  distributing  controlled  substances  in  such  a man- 
ner, amount  and  duration  to  various  persons  as  to  constitute 
a pattern  of  continued  or  repeated  negligence  in  the  course 
of  medical  practice.  Dr.  Puryear  was  issued  an  oral  repri- 
mand that  this  was  not  acceptable  medical  practice  and  that 
he  must  discontinue  these  practices.  From  time  to  time,  the 
investigators  will  check  on  how  he  is  handling  his  prescription 
writing.  If  he  follows  the  direction  of  the  Board  in  his  oral 
reprimand,  no  further  action  will  be  taken  against  his  license. 

Reinstatement  Request — Dr.  Rose  Horne-Leaphart  was 

convicted  of  murder  in  the  second  degree  on  Sept.  28,  1982, 
and  was  sentenced  to  15  years  in  the  State  Penitentiary.  Her 
institutional  record  was  spotless  and  she  was  paroled  effective 
Aug.  29,  1987.  The  Board  revoked  Dr.  Horne-Leaphart’s  li- 
cense on  May  25,  1983,  after  her  conviction.  At  this  meeting. 
Dr.  Horne-Leaphart  was  requesting  reinstatement  of  her  li- 
cense. The  Board  voted  to  reinstate  the  license  subject  to  the 
following  conditions;  that  she  continue  any  surveillence  that 
the  Department  of  Corrections  imposes  upon  her  in  a man- 


ner satisfactory  to  that  Department;  that  she  enter  into  and 
maintain  a contract  with  the  TMA  Impaired  Physician  Pro- 
gram for  a period  of  not  less  than  ten  years  and  that  the 
Board  review  annual  reports  from  that  program;  that  she  en- 
ter into  and  maintain  a relationship  with  a psychiatric  thera- 
pist satisfactory  to  the  Board,  and  not  any  physician  with 
whom  she  has  any  social,  work  or  other  significant  relation- 
ship, and  that  medical  doctor  report  to  the  Board  at  least 
annually;  and  that  the  annual  renewal  of  her  license  be  con- 
tingent upon  the  approval  of  the  full  Board  until  such  time 
as  the  Board  decides  to  change  this. 

The  reciprocity  application  for  Dr.  David  M.  Katz  was 
approved  for  licensure  subject  to  all  of  the  conditions  im- 
posed by  New  York,  attached  to  these  minutes,  and  that  he 
maintain  a contract  with  TMA  Impaired  Physician  Program. 

X-ray  Operators 

The  examination  scores  from  the  March  1988  limited 
scope  examination  were  presented  to  the  Board.  Using  the 
75th  percentile  as  has  been  done  previously,  12  failed  and  37 
passed. 

The  minutes  from  the  May  25,  1988  Task  Force  meeting 
with  recommendations  for  “Sinus  and  Mastoid  X-rays”  were 
considered  by  the  Board.  The  Board  approved  the  recom- 
mendations as  submitted  with  a modification  of  number  5 
making  the  suggested  changes  to  the  Rules  to  read  as  follows; 

Add  to  the  Rules  and  Regulations  already  in  force  a new 
section  (c)  For  a certificate  limited  to  radiography  of  the  sin- 
uses and  mastoids:  (1)  complete  requirements  (1)  (a)  in  this 
section;  (2)  8 clock  hours  of  instruction  to  include  (i)  correct- 
ly position  a patient  for  sinus  and  mastoid  x-rays,  (ii)  make 
appropriate  settings  and  adjustments  of  the  radiographic  unit, 
(iii)  demonstrate  an  understanding  of  radiation  safety,  shield- 
ing, and  determining  exposure,  (iv)  produce  optimal  radi- 
ographic studies  and  understand  quality  control,  (v)  recog- 
nize the  common  pathologic  entities  of  the  sinus  and  mastoid; 
(3)  16  hours  of  supervised  clinical  practice  in  an  independent 
office  selected  by  the  Tennessee  Academy  of  Otolaryngolo- 
gy; (4)  an  additional  80  hours  of  supervised  clinical  practice 
in  office  where  employed;  (5)  the  training  program  must  be 
recommended  by  the  Tennessee  Academy  of  Otolaryngolo- 
gists, the  Task  Force  for  X-ray  operators  and  approved  by 
the  Board  of  Medical  Examiners;  (6)  work  in  a clinical  prac- 
tice supervised  by  an  otolaryngologist. 

Respiratory  Care 

The  Board  was  brought  up  to  date  on  respiratory  care. 
The  basic  rules  are  now  in  effect  so  that  certification  may 
proceed  for  therapists,  technicians,  and  assistants.  The  rules 
for  temporary  permits  were  approved  as  submitted  but  action 
was  deferred  on  the  rules  on  supervision. 

Hearing 

Dr.  Adedamola  Oni  was  charged  with  the  following:  The 
respondent,  Adedamola  O.  Oni,  M.D.,  has  violated  the  pro- 
visions of  TCA  63-6-101  et  seq,  including,  but  not  limited  to, 
the  following  provisions:  unprofessional,  dishonorable,  or 
unethical  conduct  [TCA  63-6-214  (a)  (1)];  violation  or  at- 
tempted violation,  directly  or  indirectly,  or  assisting  in  or 
abetting  the  violation  of,  or  conspiring  to  violate,  any  provi- 
sion of  TCA  63-6-101  et  seq,  or  any  lawful  order  of  the  Board 
issued  pursuant  thereto,  or  any  criminal  statute  of  the  State 
of  Tennessee  [TCA  63-6-214  (a)  (2)];  making  false  statements 
or  representations,  being  guilty  of  fraud  or  deceit  in  obtain- 
ing admission  to  practice,  in  being  guilty  of  fraud  or  deceit  in 
the  practice  of  medicine  [TCA  63-6-214  (a)  (3)].  There  was 
not  time  to  complete  this  hearing;  therefore,  it  was  continued 
to  a later  date. 

There  being  no  further  business,  the  meeting  adjourned 
at  4:30  pm,  June  22,  1988.  r ^ 
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continuing  mcdkql 
education  opportunities 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  I credit  toward  the 
AM  A Physician's  Recognition  Award  those  C ME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  cf  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 

Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 

Feb.  4-11  6th  Annual  Advances  in  Medicine — Snow- 

mass  Village,  Colo. 

Feb.  4-11  Diagnostic  Radiology/Medical  Imaging  II — 

Snowmass  Village,  Colo. 

Feb.  11-18  3rd  Annual  Advances  in  Infertility  and  Re- 
productive Endocrinology — Snowmass  Vil- 
lage, Colo. 

Feb.  15-18  1st  Annual  Vanderbilt  Symposium  on  Pain — 
Cancun,  Mexico 

For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine,  CCC- 
5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 


lor  physicians  to  study  in  depth  lor  a specified  period  The 
schedule  ol  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department  I he  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  contact  with  patients,  residents  and  faculty 

Lee:  $75  per  day  or  $275  per  live-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel. (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 
Continuing  Education  Schedule 

Memphis 


Feb.  5-10 

Update  on  Genetics,  Reproductive  Endocri- 
nology, and  High  Risk  Pregnancy — Grand 
Cayman  Island 

Feb.  15-19 

Seating  the  Disabled 

Feb.  19-25 

Current  Topics  in  Medicine — Kauai,  Hawaii 

Feb.  25-26 

Radiology 

March  11-17 

22nd  Annual  Review  Course  for  the  Family 
Physician 

April  6-8 

Symposium  on  Critical  Care  Medicine — Hot 
Springs,  Ark. 

April  13-14 

Pediatric  Critical  Care  Symposium 

April  14 

Dorothy  Snider  Foundation  Forum  on  Can- 
cer Research 

April  15-16 

Advanced  Pediatric  Life  Support  Course 
(AHA  PALS  Certification) 

May  3-5 

Information  Technology  in  the  Health  Sci- 
ences 

May  26-27 

Injury:  Management  of  the  Modern  Epi- 
demic 

July  30-Aug.  6 

Contemporary  Issues  in  Obstetrics  and 
Gynecology — Destin,  Fla. 

Knoxville 

May  4-6 

12th  Annual  Family  Practice  Update  and 
Review — Gatlinburg 

May  18-20 

4th  Annual  Smoky  Mountain  Infectious 
Disease  Conference — Gatlinburg 

June  14-16 

95th  Upper  Cumberland  Medical  Society 
Meeting — Fall  Creek  Falls  State  Park,  Pike- 
ville 

June  19-21 

Pediatrics  Advanced  Life  Support — Gatlin- 
burg 

June  22-24 

34th  Annual  Great  Smoky  Mountain  Pediat- 
ric Seminar — Gatlinburg 

Chattanooga 

Feb.  18-25 

Internal  Medicine  Update — Poipu  Beach, 
Kauai,  Hawaii 

March  4 

Medical  Themes  in  Literature 

March  11-18 

Medical  Topics — Vail,  Colo. 

April  13-14 

Tennessee  Perinatal  Association 

April  21 

Resident's  Research  Day 

June  1-3 

Ob-Gyn  Update 
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Situs  Inversus 


Case  Report 

The  patient,  a 65-year-old  obese  woman,  was  admitted  to 
the  hospital  complaining  of  severe  nausea,  vomiting,  and  pain 
beneath  the  left  costal  margin  that  radiated  to  the  left  sca- 
pula; she  had  been  ill  for  approximately  24  hours.  She  had 
had  several  such  attacks  in  the  last  two  years,  and  several 
doctors  had  told  her  it  should  be  gallbladder  disease,  but  that 
the  pain  was  on  the  wrong  side;  pain  on  the  left  could  not  be 
due  to  gallbladder  disease  or  appendicitis.  She  had  a history 
of  diabetes  and  hypertension,  and  had  had  a fracture  of  left 
leg  and  ankle,  which  had  required  surgery.  She  also  had  had 
a large  cervical  polyp  removed  and  had  had  a number  of  spells 
of  so-called  gastroenteritis.  Flat  plates  made  of  the  abdomen 
were  nondiagnostic  except  for  osteoarthritis  of  the  lumbar 
spine.  Chest  films  in  1976  had  suggested  dextrocardia;  this 
should  have  alerted  us. 

On  her  admission  examination  she  was  rather  obese,  and 
the  abdomen  was  somewhat  distended.  She  had  rather  marked 
tenderness  in  the  epigastric  area,  the  greater  part  of  the  tend- 
erness being  beneath  the  left  costal  margin.  Her  blood  sugar 
was  elevated,  but  other  laboratory  studies  were  within  nor- 
mal limits.  Oral  cholecystograms  made  on  Nov.  17,  1980  did 
not  opacify;  significantly,  a good  deal  of  the  administered  tel- 
epaque  was  still  in  the  stomach.  Repeat  gallbladder  studies 
were  rescheduled  for  the  following  day,  and  on  the  large  scout 
film  (Fig.  1)  the  gallbladder  opacified  well  and  showed  sev- 
eral large  radiolucent  calculi;  the  gallbladder,  however,  was 
discovered  beneath  the  left  costal  margin,  and  the  x-ray  con- 
clusion was  gallstones  and  situs  inversus  (Fig.  2). 


Dr.  McFarland  is  in  private  practice. 

Reprint  requests  to  404  E.  Spring  St.,  Lebanon.  TN  37087  (Dr. 
McFarland). 


With  Cholelithiasis: 

A Case  Report 

sam  b.  McFarland,  m.d. 


Figure  1.  Scout  film  of  the  abdomen  showing  the  film  correctly  marked 
(open  arrow).  Note  the  gallbladder  located  on  the  left  side  (small  ar- 
rows). 
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Figure  2.  Spot  films  of  the  gallbladder  show  the  gallstones  to  better 
advantage. 


On  Nov.  20,  1980  through  a left  subcostal  incision  the 
gallbladder  was  easily  seen  and  palpated.  The  gallbladder  wall 
was  very  thick  and  the  liver  appeared  to  be  mildly  cirrhotic. 
All  of  the  abdominal  organs  were  palpated,  and  complete 
situs  inversus  was  determined.  The  common  duct  was  visual- 
ized, the  cystic  duct  was  freed,  clamped  and  ligated  at  the 
junction  with  the  common  duct,  the  gallbladder  was  dissected 
from  the  gallbladder  bed,  and  after  the  bed  was  sutured  the 
gallbladder  was  removed  and  hemostasis  secured.  The  only 
other  abnormality  noted  was  that  the  cystic  artery  entered 
the  gallbladder  at  about  its  mid-portion.  The  cecum  was  lo- 
cated in  the  lower  left  quadrant  of  the  abdomen,  and  a pro- 
phylactic appendectomy  was  done.  The  incision  was  closed  in 
layers,  and  the  drain  tube  was  brought  out  through  the  stab 
wound.  The  patient  made  an  uneventful  recovery  and  was 
discharged  from  the  hospital  on  Dec.  1,  1980. 

Discussion 

This  unusual  case  of  situs  inversus  with  chole- 
lithiasis would  probably  have  been  missed  had  not 
our  radiologist  made  a large  scout  film  of  the  ab- 
domen. The  patient  has  had  no  abdominal  prob- 
lems since  her  surgery.  There  was  no  technical 
difficulty  in  approaching  the  gallbladder  beneath 
the  left  costal  margin.  ZT_  S 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Dietary  Fluoride  Supplements  for 

Tennessee’s  Children: 
The  Role  of  the  Physician 


DURWARD  R.  COLLIER,  D.D.S.,  M.P.H.;  RICHARD  LIGHT,  M.D.,  M.P.H.; 
STEVEN  M.  LEVY,  D.D.S.,  M.P.H.;  and  RAYMOND  A.  KUTHY,  D.D.S.,  M.P.H. 


Introduction 

The  appropriate  use  of  fluoride  remains  the 
best  defense  against  dental  caries.  Although  the 
mechanisms  by  which  fluorides  exert  their  caries- 
inhibiting  effects  are  not  fully  understood,  they 
are  thought  to  include:  (1)  reduction  of  enamel 
solubility;  (2)  remineralization  of  early  carious 
lesions;  and  (3)  action  on  plaque  bacteria. 

Fluoride  supplements  are  intended  for  use 
either  systemically  or  topically.  Systemic  fluoride 
is  ingested,  absorbed,  and  incorporated  into  de- 
veloping bone  and  tooth  structure.  In  contrast, 
topical  fluorides  work  only  locally  on  superficial 
layers  of  enamel  and  on  plaque.  Methods  of  de- 
livering systemic  fluorides  in  the  United  States 
include  community  water  fluoridation,  school 
water  fluoridation,  and  dietary  fluoride  supple- 
ments. Topical  fluorides  may  be  applied  profes- 
sionally or  self-applied.  They  include  fluoride  so- 
lutions and  gels  (applied  in  trays  or  with  a 
toothbrush  or  applicator),  fluoride  dentifrices, 
and  fluoride  mouth  rinses.  Topical  benefits  also 
result  from  drinking  fluoridated  water  or  from 
chewing  fluoride  tablets. 

Studies  have  shown  that  most  physicians  and 
dentists  prescribe  dietary  fluoride  supplements  for 
some  of  their  child  patients.15  It  has  also  been 
shown  that  some  practitioners  are  unaware  of  the 
proper  fluoride  supplement  protocol,  dosage 
guidelines,  and  the  flouride  concentrations  in  the 
area's  water  supplies.1-7 

The  purposes  of  this  paper  are  to  explain  the 
need  for  dietary  fluoride  supplements  in  Tennes- 

From  the  Tennessee  Department  of  Health  and  Environment. 
Nashville  (Drs.  Collier  and  Light),  and  the  College  of  Dentistry.  Ohio 
State  University.  Columbus,  Ohio  (Drs.  Levy  and  Kuthy). 

Reprint  requests  to  Division  of  Dental  Health  Services.  Tennessee 
Department  of  Health  and  Environment,  100  9th  Avc.  North.  Nash- 
ville. TN  37219  (Dr.  Collier). 


see,  and  to  review  the  proper  protocol  for  their 
use.  The  article  should  help  the  practitioner  pro- 
vide optimum  preventive  care  to  young  patients. 

The  Need  for  Systemic  Supplements 

Community  water  fluoridation  is  the  most  ef- 
ficient and  cost-effective  method  of  providing 
systemic  fluoride  for  the  prevention  of  dental 
caries.8  Unfortunately,  almost  one-half  of  the 
population  of  the  United  States  drinks  water  that 
is  not  optimally  fluoridated.9  In  Tennessee,  ap- 
proximately 93%  of  the  population  served  by 
community  water  systems  is  receiving  fluoridated 
water;  this  figure,  however,  represents  only  81% 
of  the  state's  total  population.  In  fact,  even  if  all 
of  Tennessee's  water  systems  were  fluoridated, 
13%  of  the  state's  population  would  remain 
without  access  to  fluoridated  water. 

Alternative  sources  of  systemic  fluoride  should 
be  prescribed  for  those  children  whose  primary 
water  services  are  not  optimally  fluoridated.  It  is 
important  to  note,  however,  that  children  who 
consume  optimally  fluoridated  water  should  not 
receive  systemic  fluoride  supplements.  Specific 
information  about  the  concentration  of  fluoride 
in  a community’s  water  supply  may  be  obtained 
from  the  local  water  company,  health  depart- 
ment, or  dental  public  health  personnel.  The 
Fluoridation  Program  of  the  Tennessee  Division 
of  Water  Supply  also  can  provide  lists  of  com- 
munities and  schools  in  Tennessee  whose  water 
supply  is  optimally  fluoridated. 

Fluoride  Supplements 

For  children  who  do  not  consume  fluoridated 
water,  the  use  of  dietary  fluoride  supplements 
(tablets  or  drops)  is  a safe  and  effective  means 
of  reducing  the  incidence  of  dental  caries  by  as 
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much  as  60%I(M7  and  is  recommended  for  use  in 
private  practice. 18  In  order  to  receive  maximum 
preventive  benefits,  the  supplements  must  be 
taken  daily  from  birth  until  at  least  age  13. 

Supplement  Protocol 

It  is  important  that  children  receive  the  appro- 
priate dose  of  systemic  fluoride.  This  can  be  ac- 
complished only  if  the  practitioner  is  aware  of 
the  fluoride  concentration  of  the  patient’s  pri- 
mary source  of  drinking  water.  Fluoride  levels 
exceeding  the  optimal  are  associated  with  an  in- 
creased risk  of  dental  fluorosis  (mottling).19  Al- 
though fluorosis  is  primarily  a cosmetic  problem, 
in  severe  cases  pitting  of  the  tooth  surface  may 
occur.  Therefore,  to  avoid  exceeding  the  recom- 
mended dose,  the  practitioner  should  be  cogni- 
zant of  the  concentration  of  fluoride  in  the  water 
of  communities  in  which  patients  who  receive 
prescribed  systemic  fluoride  reside. 

Dosage  Schedule 

The  present  guidelines  for  systemic  fluoride 
supplements  recommended  by  the  American 
Dental  Association,  the  American  Academy  of 
Pediatric  Dentistry,  and  the  American  Academy 
of  Pediatrics  are  shown  in  Table  l.4-20'22  Any  water 
fluoride  level  greater  than  0.3  ppm  requires  ad- 
justment from  the  full  dosage  supplement. 

Determination  of  Appropriate  Dosage 

After  determining  the  fluoride  level  of  a pa- 
tient’s main  source  of  drinking  water  (either  by 
submitting  samples  or  obtaining  information  from 
water  companies,  schools,  or  Tennessee  Depart- 
ment of  Health  and  Environment),  the  practi- 
tioner must  determine  the  appropriate  supple- 
ment dosage,  if  any,  to  prescribe.  For  example, 
a 4 year  old  drinking  water  with  a fluoride  level 
of  0.5  ppm  would  receive  a 0.5  mg  supplement 
instead  of  the  “full”  supplement  dosage  of  1.0 
mg  appropriate  were  the  water  fluoride  level  to 
be  0.2  ppm. 

It  is  essential  to  determine  whether  an  infant 
is  being  exclusively  breast-fed  or  bottle-fed,  or  is 
obtaining  nutrition  from  both  sources.  Totally 
breast-fed  babies  should  be  given  the  full  supple- 
ment, since  there  are  very  low  amounts  of  fluo- 
ride found  in  human  milk,  even  when  the  mother 
resides  in  a fluoridated  area.23  The  major  manu- 
facturers of  milk-based  infant  formulas  have  re- 
moved fluoride  from  their  products,  which  pre- 
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TABLE  1 

SUPPLEMENTAL  FLUORIDE  DOSAGE  SCHEDULE* 


Parts  Per  Million  Fluoride  in  Water  Supply 

(in  mg  of  fluoride  per  day) 

Age  of  Child 

<0.3 

0.3  to  0.7 

>0.7 

Birth  to  2 yearsf 

0.25 

0 

0 

2 to  3 years 

0.5 

0.25 

0 

3 to  13  years 

1.0 

0.5 

0 

■Recommended  by  the  Council  on  Dental  Therapeutics  of  the  American  Dental 
Association,  by  the  Committee  on  Nutrition  of  the  American  Academy  of  Pedi- 
atrics, and  by  the  American  Academy  of  Pediatric  Dentristy. 
fThe  American  Academy  of  Pediatrics  recommends  providing  supplements  from 
2 weeks  through  at  least  age  16. 


viously  contained  various  levels.24  An  infant  on 
milk-based  formula  now  receives  fluoride  almost 
exclusively  from  the  water  that  may  be  mixed  with 
the  formula.24  The  practitioner  must  determine 
the  proportion  of  bottle-feeding  and  reduce  the 
supplement  accordingly  for  infants  receiving  nu- 
trition from  both  sources.  It  is  important  to  re- 
member that  dosage  typically  must  be  adjusted 
at  ages  2 and  3.  Fluoride  supplement  is  available 
in  0.25,  0.5  and  1.0  mg  dosage  formulations. 

Summary  and  Conclusions 

1.  All  children  should  receive  some  form  of 
systemic  fluoride  and  appropriate  forms  of  topi- 
cal fluoride. 

2.  If  a child  is  not  receiving  optimally  fluori- 
dated water,  the  physician  or  dentist  should  pre- 
scribe a dietary  fluoride  supplement  as  tablets  or 
drops. 

3.  The  correct  dosage  must  be  determined, 
based  on  patient  age  and  fluoride  content  of  the 
patient’s  drinking  water. 

4.  Special  attention  is  necessary  concerning 
fluoride  intake  for  children  breast-feeding  or 
consuming  infant  formula. 

5.  To  arrive  at  the  correct  fluoride  dose,  these 
steps  should  be  followed:  (A)  Whenever  you  do 
not  have  specific  knowledge  of  water  fluoride 
content,  have  a sample  of  the  main  drinking  water 
source  (usually  home  water)  analyzed  for  the 
fluoride  content  before  prescribing  a fluoride 
supplement.  (B)  When  the  fluoride  content  of  the 
water  has  been  determined,  the  fluoride  level  and 
the  child’s  age  should  be  matched  on  Table  1 to 
arrive  at  the  correct  supplement  dose. 

6.  The  Fluoridation  Program  of  the  Tennes- 

see Division  of  Water  Supply  can  provide  lists  of 
communities  and  schools  in  Tennessee  that  are 
optimally  fluoridated.  r T2 
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Pneumocystis  Carinii  Pneumonia 
Mimicking  Idiopathic  Pulmonary 
Fibrosis  in  a Patient  With  AIDS 


JERRY  WILLIAMS,  M.D.;  C.  RICHARD  SHARPE,  M.D.; 
GEORGE  A.  YOUNGBERG,  M.D.;  and  WILLIAM  DRALLE,  M.D. 


Introduction 

Pneumocystis  carinii  pneumonia  is  the  most 
common  pulmonary  infection  found  in  patients 
with  the  acquired  immune  deficiency  syndrome 
(AIDS).1'3  Although  the  typical  presentation  is 
usually  one  of  bilateral  perihilar  interstitial  infil- 
trates, numerous  other  atypical  radiologic  find- 
ings have  been  described.113  We  describe  a pa- 
tient with  P.  carinii  pneumonia  with  findings 
mimicking  idiopathic  pulmonary  fibrosis,  and  re- 
view the  literature  on  this  entity. 

Case  Report 

A 50-year-old  man  with  a 60  pack-year  smoking  history 
was  admitted  for  evaluation  of  weakness,  nonproductive 
cough,  and  progressive  dyspnea  for  one  month.  He  denied 
fever,  chills,  skin  rash,  gastrointestinal  symptoms,  recent 
travel,  or  exposure  to  tuberculosis.  He  had  worked  in  a cot- 
ton mill  for  three  years;  he  denied  intravenous  drug  abuse 
and  homosexual  activity,  but  admitted  to  sexual  activity  with 
numerous  prostitutes  while  living  in  Miami,  Fla. 

On  physical  examination  the  patient  was  very  thin  and 
emaciated,  and  in  mild  respiratory  distress.  His  temperature 
was  37°C,  pulse  rate  98/min,  respirations  24/min,  and  blood 
pressure  110/70  mm  Hg.  There  was  oral  candidiasis  without 
adenopathy  or  meningeal  signs.  Heart  sounds  were  regular, 
without  any  murmurs,  and  fine  crackles  were  heard  at  both 
lung  bases;  there  was  no  clubbing  present.  The  rest  of  the 
examination  was  negative. 

Laboratory  studies  showed  a WBC  count  of  4,900/cu  mm 
with  55%  neutrophils,  21%  band  forms,  9%  lymphocytes,  13% 
monocytes,  and  2%  eosinophils.  Hemoglobin  was  10.3  gm/ 
dl.  Ferritin  was  7,100  ng/ml  (normal  12  to  250).  Hepatitis 
profile  revealed  a positive  hepatitis  surface  antibody  with  a 
positive  hepatitis  B core  antibody.  Hepatitis  B surface  anti- 
gen was  negative.  An  ELISA  assay  for  human  immunodefi- 
ciency virus  (HIV)  was  positive,  and  confirmed  by  a positive 
Western  Blot  test.  The  value  for  helper  T-lymphocytes  (OKT- 
4)  was  7%  (normal  33%  to  57%),  whereas  that  for  suppres- 


From  the  Department  of  Medicine,  Quillen-Dishner  College  of 
Medicine,  East  Tennessee  State  University,  Johnson  City,  and  the  Di- 
vision of  Pulmonary  Medicine,  Veterans  Administration  Medical  Cen- 
ter, Mountain  Home. 

Reprint  requests  to  Department  of  Medicine,  Veterans  Adminis- 
tration Medical  Center,  Mountain  Home,  TN  37684  (Dr.  Williams). 
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sor  T-lymphocytes  (OKT-8)  was  40%  (normal  13%  to  35%). 
OKT-4/OKT-8  ratio  was  0.2  (normal  1.2  to  3.3).  Chest  roent- 
genogram revealed  diffuse  reticular  (linear)  interstitial  dis- 
ease in  both  lower  lung  fields,  with  a nodular  density  in  the 
right  upper  lung  field  (Fig.  1);  a close-up  view  of  the  right 
lower  lung  field  revealed  a reticular  pattern  with  small  cysts 
(honeycomb  lung)  (Fig.  2). 

Pulmonary  function  tests  revealed  an  FEV,  of  1.25  L (36% 
of  predicted),  FVC  of  1.92  L (45%  of  predicted),  total  lung 
capacity  of  4.93  L (78%  of  predicted),  and  a single  breath 
diffusing  capacity  of  2.9  L ( 10%  of  predicted).  Arterial  blood 
gas  analysis  revealed  a pH  of  7.49,  Pco:  of  30.5  mm  Hg,  and 
Po2  of  44.8  mm  Hg  while  breathing  room  air.  There  was 
anergy  to  all  skin  tests. 

Fiberoptic  bronchoscopy  revealed  no  endobronchial  le- 
sions, but  the  fluid  from  bronchoalveolar  lavage  was  found 
to  contain  P.  carinii  on  methenamine  silver  staining.  Bron- 
chial brushings  and  washings  of  the  right  upper  lobe  were 
positive  for  large  cell  carcinoma;  brushings  from  both  lower 
lobes  revealed  no  carcinoma,  fungus,  or  tuberculosis.  Thera- 
py was  instituted  with  trimethoprim-sulfamethoxazole,  oxy- 
gen, and  bronchodilators,  but  despite  appropriate  therapy, 
the  patient  died  of  respiratory  failure.  Autopsy  permission 
was  refused. 

Discussion 

Pulmonary  opportunistic  infections  constitute 
the  initial  presentation  in  many  patients  with 
AIDS.1'3  Data  from  the  National  Heart,  Lung, 
and  Blood  Institute  (NHLBI)  workshop  on  the 
pulmonary  complications  of  AIDS  indicated  that 
of  1,067  patients,  441  (41%)  had  pulmonary 
complications.3  The  defects  in  cell-mediated  im- 
munity predispose  to  a variety  of  opportunistic 
pathogens.  Pneumocystis  carinii  pneumonia  has 
been  the  most  frequently  reported  complication, 
but  numerous  other  infectious  and  noninfectious 
complications  have  been  described.1'3 

The  typical  chest  roentgenogram  in  a case  of 
P.  carinii  pneumonia  reveals  bilateral  perihilar  or 
basilar  reticulonodular  infiltrates  that  rapidly 
progress  to  air  space  consolidation.1'3  Atypical 
features  may  include  unilateral  infiltrates,  nodu- 
larity, cavitation,  linear  atelectasis,  upper  lobe 
involvement  simulating  tuberculosis,  cystic 
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Figure  1.  PA  chest  x-ray  reveals  diffuse  reticular  (linear)  interstitial 
disease  in  both  lower  lung  fields,  with  a nodular  density  in  the  right 
upper  lung  field. 


changes,  hilar  and  mediastinal  adenopathy, 
pleural  effusions,  pneumomediastinum,  pneu- 
mothorax, and  no  abnormality.413  Pulmonary  fi- 
brosis and  honeycombing  have  been  uncommon- 
ly described  with  P.  carinii  pneumonia.51013'15 

In  the  pre-AIDS  era.  pulmonary  fibrosis  as- 
sociated with  P.  carinii  was  described  by  Whit- 
comb et  al13  in  a 34-year-old  Brazilian  man  with 
a history  of  Sezary's  variant  of  mycosis  fungoides 
and  fever,  nonproductive  cough,  and  dyspnea. 
Open-lung  biopsy  and  pulmonary  function  tests 
were  consistent  with  diffuse  interstitial  fibrosis. 
The  authors  concluded  that  diffuse  interstitial  fi- 
brosis occurred  as  a sequel  to  P.  carinii  infection. 
Nowak14  demonstrated  pulmonary  fibrosis  in  au- 
topsy specimens  from  patients  who  died  of  P. 
carinii  pneumonia.  Since  those  patients  had  no 
drug  or  occupational  exposure  that  could  have 
been  implicated  as  a cause  of  pulmonary  fibrosis, 
P.  carinii  was  implicated  in  its  development. 

During  the  recent  epidemic  of  AIDS,  De- 
Lorenzo  et  al5  described  four  patients  with  hon- 
eycomb lesions.  These  abnormalities  resolved 
completely  in  two  patients,  with  partial  resolu- 
tion in  a third  patient  at  two  months;  the  honey- 
combing persisted  in  one  patient  at  five  weeks. 


Figure  2.  Close-up  view  of  the  right  lower  lung  field  reveals  a reticular 
pattern  producing  small  cysts  (honeycombed). 


DeLorenzo  et  al15  had  previously  emphasized  the 
persistence  of  P.  carinii  even  following  appropri- 
ate antimicrobial  therapy,  and  a pathological  fea- 
ture in  all  of  the  follow-up  biopsies  was  alveolar- 
interstitial  fibrosis.  Schinella  et  al10  reported  eight 
cases  of  P.  carinii  pneumonia  in  which  transbron- 
chial  biopsy  showed  pulmonary  fibrosis;  none  of 
those  patients  were  receiving  oxygen,  radiother- 
apy, chemotherapy,  or  other  medications  known 
to  cause  pulmonary  fibrosis.  The  authors  there- 
fore concluded  that  P.  carinii  is  a direct  cause  of 
pulmonary  fibrosis. 

Our  patient  had  classic  changes  of  honeycomb- 
ing on  initial  chest  roentgenogram,  which  was  in- 
terpreted as  being  consistent  with  idiopathic  pul- 
monary fibrosis.  Since  our  patient  had  worked  in  a 
cotton  mill  for  three  years,  the  possibility  of  an  oc- 
cupational etiology  for  pulmonary  fibrosis  was 
considered,  but  byssinosis  is  usually  associated  with 
an  obstructive  pattern  (decreased  FEV!  and  in- 
creased total  lung  volumes),16  whereas  pulmonary 
fibrosis  is  associated  with  decreased  total  lung  vol- 
umes and  diffusing  capacity.  He  had  received  no 
medication  or  other  therapy  known  to  cause  pul- 
monary fibrosis.  Because  of  the  findings  on  his  chest 
roentgenogram,  the  diagnosis  of  P.  carinii  was  not 
considered  until  after  careful  questioning  as  to  his 
social  history,  and  antibody  to  the  HIV  was  found  in 
his  serum. 

A list  of  pulmonary  disorders  that  can  lead  to 
honeycomb  lung  is  lengthy,  and  includes  both 
usual  and  desquamative  interstitial  pneumonia 
(UIP  and  DIP),  granulomatous  disorders  (hyper- 
sensitivity pneumonitis,  sarcoidosis,  berylliosis), 
drugs,  asbestos,  eosinophilic  granuloma,  chronic 
pulmonary  congestion  with  venous  hypertension, 
diffuse  alveolar  damage  (toxins,  uremia,  oxygen, 
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radiation),  and  repeated  aspiration  of  gastric 
acid.17  Our  patient’s  history,  examination,  and 
clinical  course  gave  no  evidence  for  those  possi- 
bilities. 

Lymphangitic  spread  of  carcinoma  to  the  lung 
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clinical  illness  was  not  consistent  with  this  diag- 
nosis. In  addition,  previous  reviews1819  of  lym- 
phangitic spread  of  carcinoma  to  the  lung  de- 
scribed linear  reticulonodular  infiltrates,  but  not 
honeycombing,  though  the  natural  evolution  of 
interstitial  disease  includes  the  development  of 
honeycomb  lung.17 

In  summary,  P.  carinii  pneumonia  normally 
produces  bilateral  perihilar  infiltrates,  but  find- 
ings can  also  be  atypical,  and  may  even  mimic 
idiopathic  pulmonary  fibrosis.  Even  though  we 
were  not  able  to  obtain  a biopsy  to  confirm  pul- 
monary fibrosis,  it  is  strongly  suggested  by  classic 
chest  roentgenographic  findings  and  pulmonary 
function  tests,  which  demonstrate  restrictive  lung 
disease.  In  addition,  it  has  been  proven  that 
roentgenographic  evidence  correlates  well  with 
the  histopathological  findings  of  honeycombing.20 
Therefore,  in  patients  with  diffuse  interstitial  fi- 
brosis and  known  risk  factors  for  AIDS,  the  pos- 
sibility of  P.  carinii  pneumonia  should  always  be 
considered.  r s’ 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 

ARMY  RESERVE  MEDICINE 
3606  AUSTIN  PEAY.  SUITE  313 
MEMPHIS,  TN  38128 
CALL  COLLECT:  (901)  388-9876 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You'll  also  have  the  opportunity  to 
practice  vour  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 

Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


Special  Item 


Medicare  Program;  Utilization  and  Quality  Control 
Peer  Review  Program;  Third  Scope  of  Work  for 
Peer  Review  Organizations* 


Summary:  This  notice  describes  new  requirements  for  the  third 
Scope  of  Work  for  Utilization  and  Quality  Control  Peer  Re- 
view Organizations  (PROs)  for  fiscal  year  1989,  beginning 
October  1,  1988.  This  notice  implements  section  4091(b)(1) 
of  the  Omnibus  Budget  Reconciliation  Act  of  1987  (Pub.  L. 
100-203),  which  requires  us  to  publish  a new  policy  or  pro- 
cedure adopted  by  the  Secretary  that  affects  substantially  the 
performance  of  contract  obligations  at  least  30  days  before 
the  date  the  policy  or  procedure  is  to  be  used.  It  also  imple- 
ments other  provisions  of  Pub.  L.  100-203,  as  well  as  require- 
ments of  the  Omnibus  Budget  Reconciliation  Act  of  1986. 
For  further  information  contact: 

Patricia  Booth,  (301)  966-6860. 


I.  Background 

The  Peer  Review  Improvement  Act  of  1982  (Title 
I,  Subtitle  C of  the  Tax  Equity  and  Fiscal  Responsi- 
bility Act  of  1982,  Pub.  L.  97-248)  (Act)  established 
the  Utilization  and  Quality  Control  Peer  Review  Or- 
ganization (PRO)  program.  The  Act  requires  the  Sec- 
retary to  enter  into  contracts  with  private  Peer  Review 
Organizations  (PROs)  for  the  review  of  services  fur- 
nished under  Medicare.  In  the  past,  these  contracts 
have  been  subject  to  renewal  on  a biennial  basis. 

The  specific  review  obligations  of  the  PRO  are  out- 
lined in  a document  known  as  the  Scope  of  Work, 
which  defines  the  duties  and  functions  of  Medicare  re- 
view performed  by  the  PRO.  Such  duties  and  func- 
tions include  the  implementation  and  operation  of  a 
review  system  to  assure  the  quality  of  services  for  which 
payment  may  be  made,  in  whole  or  in  part,  under  Title 
XVIII  of  the  Social  Security  Act,  and  to  eliminate  un- 
reasonable, unnecessary,  and  inappropriate  care  pro- 
vided to  Medicare  beneficiaries.  The  first  Scope  of 
Work  covered  the  1984-1986  contract  period. 

On  November  12,  1985,  we  published  a notice  in 
the  Federal  Register  which  announced  the  availability 
of  the  proposed  second  Scope  of  Work  and  solicited 
comments  on  its  content.  We  subsequently  considered 
the  comments  and  incorporated  them  into  the  final 


’Editor’s  Note:  This  Scope  of  Work  will  be  implemented  by  the 
Mid-South  Foundation  for  Medical  Care  effective  April  1,  1989. 

This  is  a notice  dated  Aug.  29,  1988  from  the  Health  Care  Fi- 
nancing Administration,  published  in  the  Federal  Register  53:35234- 
35237  (Sept.  12)  1988. 
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second  Scope  of  Work.  The  second  Scope  of  Work 
was  effective  for  the  1986-1988  contract  period. 

II.  Implementation  of  Recent  Legislation 

Section  4091(a)(1)  of  Pub.  L.  100-203,  the  Omni- 
bus Budget  Reconciliation  Act  of  1987  (OBRA  87), 
allows  a one-time  contract  extension  (of  up  to  24 
months)  for  existing  contracts  in  order  to  permit  the 
Secretary  to  more  effectively  administer  PRO  contract 
renewals,  while  section  4091(a)(2)  of  OBRA  87  changes 
the  PRO  contract  period  from  two  to  three  years.  Ac- 
cordingly, we  have  developed  a schedule  for  extension 
of  the  current  contracts  and  an  implementation  sched- 
ule for  the  third  Scope  of  Work  for  the  new  three-year 
contract  period.  Hence,  on  October  1,  1988,  approxi- 
mately one-fourth  of  the  PROs  will  begin  the  new 
three-year  contract  period  under  which  they  must  im- 
plement the  third  Scope  of  Work.  The  remaining  PROs 
will  implement  the  third  Scope  of  Work  on  April  1, 
1989  (some  through  new  contracts  and  others  because 
of  extensions  through  modifications  to  their  existing 
contracts). 

Section  4091(b)  of  OBRA  87  requires  that  we  pub- 
lish, 30  days  prior  to  the  effective  date,  any  new  policy 
or  procedure  adopted  by  the  Secretary  which  substan- 
tially affects  the  performance  of  contract  obligations 
under  PRO  contracts.  Therefore,  we  are  publishing  this 
notice  to  inform  the  public  that  the  third  Scope  of  Work 
contains  some  new  requirements  that  substantially  im- 
pact on  PRO  contract  obligations. 

III.  Third  Scope  of  Work 

The  third  Scope  of  Work  was  developed  following 
an  extensive  analysis  of  the  review  requirements  of  the 
second  Scope  of  Work.  In  addition,  the  third  Scope  of 
Work  incorporates  the  provisions  of  three  public  laws, 
passed  since  the  development  of  the  second  Scope  of 
Work,  which  impact  on  PRO  review.  These  laws  are: 
Pub.  L.  99-272,  the  Consolidated  Omnibus  Budget 
Reconciliation  Act  of  1985  (COBRA);  Pub.  L.  99-509, 
the  Omnibus  Budget  Reconciliation  Act  of  1986 
(OBRA  86);  and  OBRA  87.  These  provisions  are  dis- 
cussed in  section  IV  of  this  notice. 

The  third  Scope  of  Work  applies  where  hospitals 
receive  payment  under  Medicare’s  Prospective  Pay- 
ment System  (PPS)  in  48  states  (i.e.,  all  states  except 
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New  Jersey  and  Maryland),  the  District  of  Columbia, 
and  Puerto  Rico.  The  third  Scope  of  Work  for  New 
Jersey  has  some  differences  which  are  discussed  in  sec- 
tion V of  this  notice.  In  addition,  the  third  Scope  of 
Work  for  Maryland,  the  Virgin  Islands  and  Guam/ 
American  Samoa  will  also  be  different;  a notice  re- 
garding their  Scopes  of  Work  will  be  published  at  a 
time  closer  to  the  effective  dates  of  those  new  con- 
tracts. 

An  individual  or  organization  interested  in  obtain- 
ing copies  of  the  second  and  third  Scopes  of  Work 
should  address  requests  to:  Health  Care  Financing 
Administration,  Attention:  Bob  Lozosky,  HCFA,  Of- 
fice of  Management  and  Budget,  Room  322,  East  High 
Rise  Building,  6325  Security  Boulevard.  Baltimore, 
MD  21207. 

IV.  Program  Changes  and  Legal/ 

Administrative  Requirements 

In  an  effort  to  achieve  consistency  and  be  least  dis- 
ruptive to  ongoing  review  activities,  we  attempted  to 
change  review  activities  in  the  third  Scope  of  Work 
only  where  absolutely  warranted.  Thus,  much  of  the 
content  of  the  second  Scope  of  Work  remains  a part 
of  the  third  Scope  of  Work.  Where  changes  were  made, 
they  were  done  in  the  interest  of  creating  a more  ef- 
fective review  system  and  making  more  efficient  use 
of  PRO  resources.  In  some  cases,  the  third  Scope  of 
Work  contains  certain  types  of  review  required  by  leg- 
islation. To  the  extent  that  we  have  flexibility,  we  are 
amending  the  review  requirements  in  the  interest  of 
increasing  PRO  effectiveness  and  efficiency.  Some  ex- 
isting requirements  which  have  proven  inefficient  or 
ineffective  are  being  deleted. 

We  have,  in  an  effort  to  achieve  consistency  among 
PROs,  developed  a basic  quality  intervention  plan 
(QIP).  This  plan  is  a prescribed  blueprint  which  re- 
quires each  PRO  to  implement  specific  interventions 
in  response  to  confirmed  quality  problems.  The  QIP 
mandates  a three-level  severity  indexing  system  to  be 
used  in  categorizing  quality  problems.  It  also  requires 
the  PRO  to  follow  a specific  process,  along  with 
timeframes,  for  notifying  the  involved  physician  and/ 
or  provider.  This  process  provides  these  parties  with 
an  opportunity  to  discuss  the  problem.  The  QIP  dic- 
tates what  profiling  and  weighting  of  quality  problems 
must  occur  to  determine  the  prescribed  quality  inter- 
vention. 

We  have  modified  the  HCFA  quality  screens  which 
PROs  use.  These  screens  were  made  more  explicit  in 
response  to  comments  and  data  analysis,  so  that  “false 
positives”  were  significantly  reduced. 

The  following  is  a summary  of  the  differences  and 
similarities  between  the  second  and  third  Scope  of 
Work.  The  review  requirements  are  grouped  accord- 
ing to  whether  they  are:  (1)  continuing  requirements; 
(2)  new  requirements;  (3)  requirements  which  contin- 
ue with  some  amendment;  or  (4)  requirements  which 
have  been  deleted. 


A.  Continuing  Requirements 

PROs  must: 

• On  every  case  selected,  review  for  quality  of  care 
(e.g.,  using  HCFA  generic  screens),  medical  necessity, 
and  appropriateness  of  setting;  perform  Diagnosis  Re- 
lated Group  (DRG)  validations  and  coverage  reviews; 
and  make  limitation  of  liability  (i.e.,  waiver  of  liabil- 
ity) determinations. 

• Review  the  following  hospital  cases  without  a 
change  in  level  of  effort  from  the  second  Scope  of 
Work: 

+ 3 percent  random  sample; 

+ Transfers  from  PPS  beds  to  PPS  exempt  psychi- 
atric unit; 

+ Medicare  code  editor  rejects; 

+ Hospital  adjustments  to  a higher  weighted  DRG; 

+ Noncovered  admissions  which  are  followed  by  a 
period  in  which  the  level  of  care  is  covered; 

+ Fiscal  Intermediary  and  HCFA  regional  office 
referrals;  and 

+ A sample  of  specialty  hospital  cases. 

• Calculate  errors  and  intensify  utilization  review 
using  the  current  methodology. 

• Review  freestanding  cardiac  catheterization  facil- 
ities when  requested. 

• Upon  request,  reconsider  initial  denial  determi- 
nations and  rereview  DRG  changes.  When  an  appeal 
(i.e.,  hearing)  is  requested,  the  PRO  prepares  the  ap- 
peals folder. 

• When  appropriate,  initiate  sanction  recommen- 
dations against  practitioners  and  providers. 

• Maintain  at  least  one  consumer  member  on  the 
PRO’S  governing  board. 

• Investigate  beneficiary  complaints  about  poor 
quality  care. 

• Review,  upon  request,  hospital  emergency  room 
records  to  determine  if  the  hospital  has  complied  with 
the  requirement  to  serve  all  individuals  in  need  of 
emergency  care  (Anti-Dumping). 

• Offer  the  attending  physician  and  provider  at  least 
20  days  to  discuss  a proposed  denial  or  change  in  DRG. 

In  addition,  in  accordance  with  the  Health  Main- 
tenance Organization/Competitive  Medical  Plan 
(HMO/CMP)  Scope  of  Work,  the  review  of  inpatient 
and  ambulatory  care  provided  to  a sample  of  all  Med- 
icare beneficiaries  who  have  enrolled  in  a risk-based 
HMO/CMP  will  continue.  Cases  which  are  reviewed 
are: 

• 3 percent  random  sample  of  hospital  discharges; 

• Sample  of  hospital  readmissions  within  31  days; 

• Sample  of  non-trauma  deaths; 

• All  transfers  from  a hospital  with  which  the  HMO 
does  not  have  an  agreement  to  one  with  which  the 
HMO  has  an  agreement; 

• A sample  of  hospital  discharges  for  13  identified 
conditions  (including,  based  upon  the  identified  con- 
dition, post  and/or  prehospital  care);  and 

• A random  sample  of  enrollers  receiving  ambula- 
tory care. 
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B.  New  Requirements 

PROs  must: 

• Conduct  a significant  amount  of  review  onsite  in 
at  least  20  percent  of  the  rural  hospitals  as  required  by 
section  4094(b)  of  OBRA  87. 

• Determine  in  cases  selected  for  review  if  an  in- 
vasive procedure  was  reasonable  and  medically  neces- 
sary. (Originated  because  of  concern  that  unnecessary 
procedures  might  be  performed.) 

• Develop  a quality  intervention  plan  which  meets 
HCFA  requirements.  (Originated  with  intention  that 
quality  problems  be  handled  consistently  across  the  54 
PRO  areas.) 

• Conduct  a review  of  ambulatory  surgery  proce- 
dures as  required  by  section  9343(d)  of  OBRA  86. 

• Use  (to  the  extent  possible)  a physician  reviewer 
who  is  trained  in  psychiatry  or  physical  rehabilitation, 
as  required  by  section  4094(c)(2)  of  OBRA  87,  when 
a psychiatric  or  physical  rehabilitation  case  is  re- 
viewed. 

• Conduct  intensified  reviews  of  those  physicians, 
providers,  or  DRGs  found  to  exhibit  a pattern  of  sub- 
standard care.  As  part  of  the  QIP,  implement  specific 
interventions  to  rectify  identified  patterns  of  substand- 
ard care. 

• Publish  (not  less  than  annually)  a report  that  de- 
scribes the  PRO'S  findings  with  respect  to  the  types  of 
cases  in  which  the  PRO  has  frequently  determined  that 
care  or  services  were  unnecessary,  inappropriate,  ren- 
dered in  an  inappropriate  setting,  or  did  not  meet 
professionally  recognized  standards.  The  findings  are 
to  be  distributed  to  providers  and  practitioners  whose 
services  are  subject  to  review.  This  requirement  is 
mandated  by  section  4094(c)(1)  of  OBRA  87. 

• Review  posthospital  intervening  care  (e.g.,  home 
health  agency,  skilled  nursing  facility),  for  which  Med- 
icare payment  could  be  made,  that  is  delivered  be- 
tween two  hospital  readmissions  where  the  second  ad- 
mission is  within  31  days  of  the  discharge  from  the  first 
admission,  as  required  by  section  9352  of  OBRA  86. 

In  addition,  if  a PRO  negotiates  a contract  to  per- 
form review  for  the  Office  of  Civilian  Health  and 
Medical  Programs  of  the  Uniformed  Services 
(CHAMPUS),  the  PRO  may  review  inpatient  care 
provided  to  CHAMPUS  beneficiaries.  The  review  is 
basically  the  same  as  Medicare’s  PPS  review  and  it  is 
estimated  that  it  will  consist  of  approximately  17  per- 
cent of  CHAMPUS  inpatient  cases. 

C.  Requirements  Which  Continue  With 

Some  Amendment 

• PROs  must  continue  to  propose  objectives  to 
HCFA  in  order  to  resolve  identified  utilization  and 
quality  problems  (i.e.,  a dynamic  process).  Objectives 
are  based  on  profiles  of  inpatient  hospital  care  provid- 
ed or  confirmed  quality  problems  identified  through 
application  of  generic  quality  screens.  Objectives  may 
be  statewide  or  focused  by  physician,  provider,  DRG, 
etc. 
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• PROs  are  to  sample  the  following  review  cate- 
gories with  new  levels  of  effort: 

4-  Transfers  from  PPS  reimbursement  to  Exempt 
swing  bed  reimbursement — Reduced  from  50  percent 
to  25  percent. 

+ Transfers  from  PPS  hospitals  to  PPS  hospitals — 
Reduced  from  100  percent  to  50  percent. 

+ Readmissions — Reduced  from  100  percent  of  all 
related  PPS  readmissions  within  15  days  of  PPS  dis- 
charge to  25  percent  of  all  readmissions  occurring 
within  31  days  from  discharge  from  a PPS  hospital. 

+ Day  and  cost  outliers — Reduced  from  50  per- 
cent to  25  percent  and  deleted  review  of  fragmented 
charges. 

• Focused  DRG  review — DRGs  462  (Rehabilita- 
tion) and  468  (Other  Operating  Room  Procedures)  are 
continued,  but  at  a lower  rate  (reduced  from  100  per- 
cent to  25  percent  and  50  percent,  respectively).  Re- 
view of  DRG  088  (Chronic  Pulmonary  Obstruction) 
has  been  deleted.  New  DRGs  to  be  reviewed  at  100 
percent  include:  DRG  472  (Extensive  Burns),  DRG 
474  (Tracheostomy),  DRG  475  (Mechanical  Ventila- 
tion through  Endotracheal  Intubation),  and  seven  low 
volume  DRGs  related  to  newborns.  (HCFA  initiated 
this  amendment  in  the  interest  of  efficient  and  effec- 
tive review.) 

• Preadmission/Preprocedure  review — Increased 
from  five  to  ten  procedures,  and  can  extend  to  outpa- 
tient procedures  as  well.  The  mandatory  review  of 
pacemaker  implants  has  been  changed  to  a mandatory 
review  of  cataract  and  carotid  endarterectomy  surgery. 
Therefore,  the  PRO  will  choose  eight  additional  pro- 
cedures from  the  following  11  (listed  below)  or  pro- 
duce evidence  why  a procedure  not  on  the  list  should 
be  subject  to  100  percent  preadmission  review:  chole- 
cystectomy, major  joint  replacement,  coronary  artery 
bypass  with  graft,  percutaneous  transluminal  coronary 
angioplasty,  laminectomy,  complex  peripheral  revas- 
cularization, hysterectomy,  bunionectomy,  inguinal 
hernia  repair,  prostatectomy  and  pacemaker  insertion. 
(HCFA  originated  this  amendment  in  the  interest  of 
efficient  and  effective  review.) 

• Community  outreach  plans  for  beneficiaries, 
providers  and  physicians  must  meet  certain  require- 
ments. The  plan  must  provide  for: 

+ A toll-free  hotline  which  beneficiaries  may  use 
to  call  the  PRO. 

+ Programs  to  inform  beneficiaries  about  PRO  re- 
view. 

+ Specific  types  of  informational  materials  to  be 
developed  by  the  PRO. 

-I-  Improved  educational  programs  for  physicians, 
health  care  practitioners,  and  providers  (including  of- 
fering to  meet  with  medical  and  administrative  staff  at 
the  hospital  or  at  a regional  meeting  several  times  a 
year). 

+ Review  by  a PRO  physician  who  practices  in  a 
setting  similar  to  that  in  which  the  physician  whose 
services  are  under  review  practices. 
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+ Use,  wherever  practicable,  of  board  certified  or 
board  eligible  physicians  in  the  appropriate  specialty 
to  make  reconsideration  determinations.  (Originated 
with  HCFA  desire  for  national  consistency  and  im- 
proved relationships  with  parties  affected  by  PRO  re- 
view.) 

• Review  of  all  requests  for  use  of  an  assistant  at 
cataract  surgery  with  or  without  lens  insertion,  as  re- 
quired by  section  9307  of  COBRA.  Additionally,  the 
PRO  will  review  requests  for  use  of  an  assistant  when 
an  intraocular  lens  will  be  implanted  after  the  cataract 
surgery  has  been  performed.  This  is  required  by  sec- 
tion 411  of  Pub.  L.  101-360,  the  Medicare  Cata- 
strophic Coverage  Act  of  1988,  which  amended  sec- 
tion 1862(a)(15)  of  the  Act. 

D.  Requirements  Which  Have  Been  Deleted 

The  requirement  for  special  sampling  of  these  cat- 
egories has  been  deleted. 

• Review  of  cases  transferred  from  a PPS  bed  to  a 
PPS-exempted  alcohol/drug  abuse  unit  in  the  same 
hospital. 

• Review  of  cases  transferred  from  a PPS  bed  to  a 
PPS-exempt  rehabilitation  unit  in  the  same  hospital. 

• Review  of  claims  for  percutaneous  lithotripsy. 

V.  Scope  of  Work  Requirements  Specific  to  New  Jersey 

The  New  Jersey  Scope  of  Work  is  similar  in  content 
to  the  scope  presented  above,  but  deviates  in  some 
areas  because  New  Jersey  has  received  a waiver  from 
Medicare’s  PPS.  All  acute  care  hospitals  in  New  Jer- 
sey are  under  the  state’s  cost  control  system,  a DRG- 
based  system.  The  New  Jersey  system  and  Medicare's 
PPS  are  similar  and  provide  essentially  the  same  in- 
centives to  hospitals.  The  purpose  of  New  Jersey’s  cost 
control  system  is  to  change  hospital  behavior  through 
financial  incentives  which  encourage  efficient  medical 
care  management  by  doctors  and  hospitals. 

The  New  Jersey  Scope  of  Work  differs  from  the 
scope  applicable  to  most  other  states  in  the  following 
areas: 

A.  Outlier  Review 

In  New  Jersey,  outliers  are  defined  as  cases  outside 
the  norm  for  length  of  stay  (above  or  below)  and  cases 
requiring  unusual  amounts  of  resources.  Outlier  cases 
include  cases  with  high  or  low  lengths  of  stay,  clinical 
outliers,  low  volume  DRGs,  same  day  stays,  and 
transfers  from  one  acute  care  hospital  to  another.  PRO 
review  of  these  cases  starts  with  100  percent  review, 
decreases  to  50  percent,  and  then  to  25  percent  if  the 
review  results  indicate  a decrease  is  appropriate.  This 
methodology  is  the  same  as  that  which  is  currently 
being  used  in  New  Jersey. 

B.  Intensified  Review 

The  triggers  for  intensified  review  are  the  same  in 
New  Jersey  as  in  the  other  states  except  for  the  outlier 
categories.  While  intensified  review  is  usually  trig- 


gered by  excessive  errors,  in  New  Jersey  outlier  review 
begins  at  the  intensified  level  and  then  is  reduced  when 
data  reflects  that  a provider  is  making  accurate  deci- 
sions. Additionally,  we  established  specific  levels  at 
which  this  “reverse  trigger”  allows  the  PRO  to  reduce 
the  level  of  review  in  a specific  outlier  category. 

C.  Required  Modification 

If  the  current  payment  methodology  in  New  Jersey 
is  modified  or  changed,  the  PRO  will  be  required  to 
propose  review  activities  appropriate  to  the  reim- 
bursement system  resulting  from  that  modification  or 
elimination  no  later  than  45  days  following  the  modi- 
fication or  elimination. 

VI.  Paperwork  Reduction  Act 

Provisions  of  this  notice  would  be  implemented  by 
information  collection  requirements  contained  in  re- 
vised PRO  quarterly  and  monthly  reporting  forms. 
These  revised  forms  have  been  sent  to  the  Office  of 
Management  and  Budget  (OMB)  for  review  pursuant 
to  the  Paperwork  Reduction  Act  of  1980.  The  revised 
PRO  reporting  requirements  will  be  effective  upon 
OMB  approval  and  notice  of  OMB’s  action  will  be 
published  in  the  Federal  Register.  F A7 

William  L.  Roper,  Administrator 

Health  Care  Financing  Administration 


AMA/NET  Simplifies  the  Task 
of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network 
sponsored  by  the  AMA,  it's  easy  to  keep  up  with  the  latest 
clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the 
information  you  need.  . . when  you  need  it.  . . with  just 
your  computer,  a modem  and  your  phone.  No  computer 
expertise  required! 

■ Literature  Searches 

EMPIRES/Excerpta  Medica  • Disease  Information 
MEDLINE  • Social  & Economic  Aspects  of  Medicine 

■ Associated  Press  Medical  News  Service 

■ Professional  Programs 

DXplain,M  - A new  medical  resource  to  expand  the 
physician's  diagnostic  considerations.  From  the 
Massachusetts  General  Hospital  (MGH).  sjrh 

MEDICOM®  Drug  Interaction 
Database  - The  only  on-line, 
generic  ingredient-based  drug 
interaction  database.  From 
Professional  Drug  Systems,  Inc. 

■ Public  Information  Services 

■ Electronic  Communications 

For  Immediate  Sign-Up 
Call  1-800-426-2873 

Sponsored  by  the  American  Medical  Association. 

AMA  NET  is  a service  ot  SoltSearch.  Inc  and  American  Medic  al  Computing.  Ltd  a subsidiary  ot  the  AMA 
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AMA  1988  Interim  Meeting  Report 


Response  to  the  Declining 
Medical  School  Applicant  Pool 


Resolution  168  (A-88)  addressed  the  problem  of  the 
declining  applicant  pool  in  U.S.  medical  schools  and 
asked  for  the  development  of  a program  for  elemen- 
tary, high  school,  and  college  students  that  recognizes 
the  future  uncertainties  associated  with  the  practice  of 
medicine  but  also  clarifies  why  medicine  offers  a 
unique  professional  opportunity  as  a satisfying,  chal- 
lenging, and  gratifying  career. 

The  decline  in  the  applicant  pool  is  striking.  In  1976- 
1977  there  were  42,155  applicants  to  U.S.  medical 
schools  and  15,774  acceptances,  an  applicant  accept- 
ance ratio  of  2.7.  In  1987-1988  the  number  of  appli- 
cants was  28,123  and  acceptances  were  17,027,  an  ap- 
plicant acceptance  ratio  of  1.7.  For  women,  the 
absolute  number  of  applicants  increased  between  1976- 
1977  (10,244)  and  1984-1985  (12,476)  and  then  began 
to  decline,  reaching  10,411  in  1987-1988.  However, 
women  as  a percentage  of  total  applicants  increased 
from  24%  in  1976-1977  to  37%  in  1987-1988.  The 
number  of  underrepresented  minority  applicants  was 
3,283  in  1976  and  3,217  in  1986.  The  AMA  has  initi- 
ated discussions  with  the  National  Medical  Association 
which  may  lead  to  joint  action  to  increase  the  appli- 
cant pool  from  underrepresented  minorities. 

The  decrease  in  the  absolute  number  of  applicants 
to  medical  school  has  been  attributed  to  a number  of 
factors,  including  the  costs  of  a medical  education,  the 
lengthy  period  of  education  required  before  entering 
practice,  concerns  about  a physician  surplus,  the  neg- 
ative image  of  current  practice  conditions  conveyed  to 
potential  applicants  by  practicing  physicians,  media 
coverage  of  problems  such  as  professional  liability  and 
Medicare/Medicaid  improprieties,  and  the  lack  of  a 
comprehensive  advisory  system  at  the  high  school  and 
college  levels. 

In  May  1988  the  AMA  convened  a meeting  to  dis- 
cuss reasons  and  solutions  for  the  declining  applicant 
pool.  In  addition  to  AMA  staff,  the  meeting  included 
pre-professional  advisors  at  both  the  high  school  and 
college  levels,  and  medical  school  student  affairs  and 
minority  affairs  officers.  The  outcome  of  the  meeting 
was  a series  of  recommendations  on  how  to  approach 
the  problem. 

This  is  AMA  Board  of  Trustees  Report  B,  submitted  to  the 
House  of  Delegates  at  its  interim  meeting  in  December  1988.  Past 
House  Action:  A-88:407. 
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As  a result  of  the  meeting,  a plan  was  developed  to 
strengthen  the  positive  image  of  medicine  by  a system- 
atic strategy  to  provide  information  to  prospective  ap- 
plicants. This  plan  includes  (1)  Developing  a set  of 
materials  to  inform  volunteer  speakers  and  career 
counselors  about  medicine  as  a career;  (2)  Creating 
procedures  for  volunteer  speakers  from  the  AMA 
Resident  Physicians’  Section  and  state  medical  socie- 
ties to  visit  high  school  and  college  campuses. 

Materials  Development.  Information  will  be  summa- 
rized about  a number  of  relevant  areas:  medical  school 
admissions  requirements/policies,  costs  of  a medical  ed- 
ucation and  sources  of  financial  aid,  demographic  data 
on  physician  numbers  and  distribution,  specialty  options, 
practice  options,  professional  liability,  new  technologies 
in  medicine,  and  the  personal  satisfactions  from  medical 
practice.  This  will  form  the  basis  of  materials  for  both 
speakers  and  career  counselors. 

A “Briefing  Packet”  for  speakers  will  be  assem- 
bled, which  outlines  the  topics  to  be  covered  in  a pre- 
sentation for  college  students  and  includes  appropriate 
audiovisual  aids  and  handouts.  General  background 
information  will  be  included  so  that  the  speaker  can 
respond  to  questions. 

Another  packet  will  be  created  for  high  school  and 
college  counselors.  This  will  include  the  report  “Med- 
icine as  a Career”  that  was  developed  in  response  to 
Resolution  11  (1-87).  In  addition,  it  will  contain  infor- 
mation on  financial  aid  and  admissions  requirements. 
The  materials  will  be  distributed  to  members  of  the 
National  Association  of  Advisors  for  the  Health 
Professions. 

In  addition,  videotapes  will  be  developed  for  use  by 
high  school  and  college  counselors  and  by  the  volun- 
teer speakers.  The  audiovisual  programs  will  stress  the 
exciting  new  scientific  and  technological  developments 
in  medicine,  as  well  as  the  gratifying  aspects  of  life  as 
a physician. 

Volunteer  Speakers.  The  speakers  program  involv- 
ing residents  will  be  administered  by  the  Resident 
Physicians’  Section  in  cooperation  with  the  Division  of 
Undergraduate  Medical  Education.  In  addition,  state 
medical  societies  will  be  asked  to  identify  speakers  who 
are  familiar  with  the  current  practice  environment  and 
who  can  discuss  the  career  options  that  will  be  avail- 
able to  future  medical  graduates.  r ^ 
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Advance  In  Medicines. 


It’s  called  talking.  Right  or  wrong,  many  older  people  today 
feel  that  doctors  just  don't  spend  as  much  time  talking 
with  their  patients  as  they  used  to.  Things  seem  more 
rushed  and  hurried. 

But  talking,  especially  about  medicines,  is  more  important 
than  ever  before.  Your  older  patients  may  be  taking  several 
different  medicines  and  seeing  more  than  one  doctor.  And 
many  older  people  are  treating  themselves  with  over-the- 
counter  drugs. 

Unfortunately,  an  older  person’s  response  to  medicines  is 
less  predictable  than  a younger  person's.  They  can  experience 
altered  drug  actions  and  adverse  drug  reactions. 

So,  if  they  don’t  tell  you  first,  ask  them  what  they’re  taking 
and  if  the  medicines  are  causing  any  problems.  Take  a 
complete  medications  history  including  both  prescription 
and  non-prescription  medicines. 


Make  it  a point  to  tell  them  what  they  need  to  know  — the 
medicine’s  name,  how  and  when  to  take  it,  precautions,  and 
possible  side  effects.  Give  them  written  or  printed  information 
they  can  take  home,  and  encourage  them  to  write  down 
what  you  tell  them. 

Good,  clear  communication  about  medicines  can  increase 
compliance,  prevent  problems,  and  lead  to  better  health. 

So  re-introduce  the  oldest  advance  in  medicines.  Make 
talking  a crucial  part  of  your  practice.  It  isn’t  a thing  of  the 
past.  It’s  the  way  to  a healthier  future. 

Before  they  take  it, 
talk  about  it. 


^ ^ National  Council  on 

Patient  Information  and  Education. 
666  Eleventh  St.  N.W.  Suite  810 
Washington,  D.C.  20001 
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Trauma  Rounds 


Diagnosis  and  Management  of 
Blunt  Pancreatic  Injury 

WILLIAM  C.  CHAPMAN,  M.D.  and  JOHN  A.  MORRIS,  JR.,  M.D. 


Pancreatic  injuries  have  been  reported  in  approxi- 
mately 0.2%  to  12%  of  patients  with  abdominal  trau- 
ma and  are  associated  with  a high  incidence  of  mor- 
bidity and  mortality.1'3  Isolated  pancreatic  injuries  are 
difficult  to  diagnose  in  patients  with  blunt  abdominal 
trauma.  Delays  in  definitive  management  of  pancreat- 
ic injuries  are  a major  cause  of  the  increased  compli- 
cations in  these  injuries. 

We  recently  treated  a patient  in  whom  complete 
transection  of  the  pancreas  resulted  from  blunt  trau- 
matic injury.  A summary  of  the  clinical  course  and  a 
brief  discussion  follow. 

Case  Report 

A 19-year-old  man  involved  in  a motorcycle  accident  was 
found  unresponsive,  with  a systolic  blood  pressure  of  70  mm 
Hg.  In-flight  treatment  during  transportation  from  the  scene 
to  Vanderbilt  University  Medical  Center  via  helicopter  in- 
cluded intubation,  placement  of  MAST  trousers,  and  admin- 
istration of  fluid. 

Upon  arrival,  the  patient  had  a blood  pressure  of  140/80 
mm  Hg  and  a pulse  of  136/min;  he  underwent  rapid  evalua- 
tion and  volume  resuscitation.  Physical  examination  revealed 
purposeful  reaction  to  deep  pain,  facial  fractures,  and  multi- 
ple abrasions  over  the  chest  and  abdomen;  the  abdomen  was 
not  distended.  Lateral  cervical  spine,  chest,  and  AP  pelvic 
films  were  unremarkable.  When  a diagnostic  peritoneal  la- 
vage yielded  grossly  bloody  fluid,  the  patient  was  taken  di- 
rectly to  the  operating  room,  where  exploratory  laparotomy 
revealed  complete  transection  of  the  pancreas,  a grade  III 
splenic  fracture,  and  superficial  grade  II  lacerations  of  both 
lobes  of  the  liver.  There  was  a serosal  tear  of  the  fourth  por- 
tion of  the  duodenum  and  right  colon,  and  devascularization 
of  the  transverse  colon. 

The  patient  underwent  a distal  pancreatectomy  and  sple- 
nectomy, with  oversewing  of  the  proximal  end  of  the  tran- 
sected pancreas  and  sump  suction  drainage  of  the  pancreatic 
bed.  The  duodenal  and  colonic  serosal  tears  were  oversewn, 
and  a left  mucous  fistula  and  transverse  colectomy  with  a right 
colostomy  were  performed.  Perioperative  transfusion  includ- 
ed 18  units  of  blood,  4 units  of  fresh  frozen  plasma,  and  12 
units  of  platelets. 

Postoperatively,  the  patient  developed  signs  of  persistent 
sepsis,  for  which  reexploration  was  performed  eight  days  af- 
ter admission.  Reexploration  revealed  60  to  70  ml  of  dark 
fluid  in  the  left  upper  quadrant,  which  was  culture-positive 
for  Pseudomonas  aeruginosa  and  coagulase-negative  Staphy- 
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lococcus,  but  no  discrete  abscess  was  found.  Thirteen  days 
after  admission,  open  reduction  with  internal  fixation  of  a 
complex  right  malar  fracture  was  performed.  The  patient  was 
discharged  one  month  after  admission. 

Discussion 

This  case  report  illustrates  many  of  the  complica- 
tions of  severe  blunt  trauma  to  the  pancreas.  Pan- 
creatic injuries  are  usually  associated  with  other  intra- 
abdominal injuries,1'3  in  which  case  diagnosis  is  often 
made  at  laparotomy.  Complete  transection  at  the  neck 
of  the  pancreas,  as  in  our  patient,  is  a commonly  re- 
ported location  for  this  injury,  and  relates  to  impinge- 
ment of  the  pancreas  between  the  anterior  abdominal 
wall  and  the  vertebral  column.2 

The  need  for  abdominal  exploration  in  the  patient 
with  penetrating  trauma  is  usually  obvious,23  although 
the  need  for  exploration  may  not  be  as  clear  with  pos- 
terior penetrating  injuries.4  In  contrast,  the  need  for 
exploration  in  the  patient  with  blunt  abdominal  trau- 
ma is  often  more  difficult,  particularly  if  the  injury  is 
isolated  to  the  pancreas.  The  patient  will  often  com- 
plain of  abdominal  pain  that  is  disproportionate  to  the 
physical  findings.2  Serum  amylase  assay  is  a nonspecif- 
ic test  for  pancreatic  injury  in  the  blunt  trauma  pa- 
tient,2 since  amylase  is  abundant  in  parotid  and  sub- 
mandibular gland  tissue,  and  consequently  an  elevated 
serum  level  may  be  associated  with  injuries  to  the  head 
and  face;  isoenzymes  are  rarely  available  clinically. 

Though  CT  scanning  is  a useful  noninvasive  aid  in 
diagnosing  pancreatic  and  other  retroperitoneal  inju- 
ries in  the  stable  patient,5  accurate  interpretation  of 
the  abdominal  CT  scan  requires  experience.6  Mild 
pancreatitis  usually  appears  as  diffuse  swelling  of  the 
pancreas.  Serious  injury  often  results  in  an  inflamma- 
tory mass  that  may  extend  into  the  overlying  mesen- 
tery or  the  pararenal  space.  Equivocal  scans  may  be 
repeated  in  12  to  24  hours  as  the  clinical  situation  dic- 
tates. 

Diagnostic  peritoneal  lavage  (DPL)  may  be  helpful 
in  establishing  the  need  for  abdominal  exploration;  this 
is  usually  helpful  only  in  the  patient  with  other  intra- 
abdominal injuries.7  DPL  is  not  useful  in  evaluating 
isolated  retroperitoneal  injury,  including  injury  to  the 
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pancreas,  and  the  amylase  content  of  the  lavage  fluid 
is  both  nonsensitive  and  nonspecific. 

Pancreatic  injuries  can  range  from  minor  contu- 
sions without  ductal  disruption  to  major  injuries  with 
ductal  transection  and  associated  duodenal  injury.  A 
commonly  used  classification  system,  introduced  by 
Lucas  in  1977, 8 divides  pancreatic  injuries  into  four 
groups:  (1)  Simple  superficial  contusions  with  minimal 
parenchymal  damage;  any  portion  of  the  pancreas  can 
be  affected,  but  the  pancreatic  duct  is  intact.  (2)  Deep 
lacerations,  perforations,  or  transection  of  the  tail  or 
body  of  the  pancreas,  with  the  possibility  of  pancreatic 
duct  injury.  (3)  Severe  transection,  perforation,  or 
crushing  injuries  to  the  head  of  the  pancreas,  with  or 
without  ductal  injury  but  with  an  intact  duodenum.  (4) 
Combined  pancreaticoduodenal  injuries,  which  are 
further  classified  as  combined  injuries  with  mild  pan- 
creatic injury,  and  severe  damage  of  the  pancreas  with 
ductal  disruption. 

Operative  therapy  for  pancreatic  injury  is  defined 
by  the  integrity  of  the  major  pancreatic  duct.2  Major 
ductal  injury  can  usually  be  determined  intraopera- 
tively  by  inspection  and  palpation  of  the  pancreas  alone 
without  pancreatography.3  Definitive  treatment  of  ma- 
jor pancreatic  injuries  should  be  individualized,  de- 
pending on  associated  injuries  and  the  hemodynamic 
stability  of  the  patient.2-3  Control  of  major  hemorrhage 
and  shock  requires  immediate  attention.  In  the  unsta- 
ble patient,  major  reconstruction  for  a pancreatic  in- 
jury may  be  unwise2;  in  such  cases,  the  surgeon  always 
has  the  option  of  draining  the  pancreas  and  returning 
later  for  definitive  repair. 

Parenchymal  contusions  with  or  without  injury  to 
secondary  ducts  (grade  I)  can  generally  be  treated  with 
drainage  alone.  We  prefer  soft  closed  suction  drains, 
although  Penrose  drains  may  be  used  as  well.3  Grade 
II  injuries  usually  require  distal  pancreatectomy  and 
splenectomy.  The  pancreatic  resection  can  be  per- 
formed with  the  stapler;  we  believe  splenic  preserva- 
tion is  difficult  in  this  situation  and  is  usually  unwar- 
ranted. Grade  III  injuries  can  be  managed  with  a 


pyloric  exclusion  procedure;  we  prefer  to  use  a single 
staple  line  across  the  pylorus  in  conjunction  with  either 
a retrocolic  or  antecolic  gastrojejunostomy.  A needle 
catheter  jejunostomy  is  placed  35  to  40  cm  distal  to 
ligament  of  Trietz.  The  pylorus  will  open  after  several 
months,  at  which  time  the  gastrojejunostomy  will 
functionally  close.  In  the  vast  majority  of  cases,  grade 
IV  combined  pancreaticoduodenal  injuries  can  also  be 
managed  by  pyloric  exclusion.  Other  alternatives  range 
from  simple  duodenal  repair  with  drainage  to  pancrea- 
ticoduodenectomy. The  latter  option,  however,  is  rarely 
required. 

Potential  complications  of  pancreatic  injury  include 
the  formation  of  pancreatic  fistulas,  peripancreatic  ab- 
scesses, pancreatitis,  and  pseudocysts.2-3  Pancreatic  fis- 
tulas often  resolve  spontaneously  over  days  or  weeks, 
although  they  occasionally  require  months  to  heal. 
Abscess  formation  usually  results  from  an  associated 
intra-abdominal  GI  injury;  drainage  should  be  per- 
formed as  soon  as  the  diagnosis  is  made.  Pancreatitis 
can  usually  be  managed  conservatively  with  bowel  rest 
and  total  parenteral  nutrition.  The  diagnosis  of  a pan- 
creatic pseudocyst  should  be  applied  only  in  the  case 
of  a chronic  fluid  collection;  this  complication  is  opti- 
mally treated  with  internal  drainage  after  a fibrous 
capsule  has  formed.  r 
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REWARD 

A rewarding  experience  awaits  those  phy- 
sicians who  plan  to  attend  the  Tennessee 
Medical  Association’s  154th  Annual  Meet- 
ing—April  12-15,  1989,  at  the  fabulous 
Opryland  Hotel  in  Nashville.  Mark  your  cal- 
endar NOW  so  you  won’t  miss  out. 
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Chronic  Fatigue  and  Abdominal  Pain 


Case  Report 

Approximately  four  years  before  being  seen  in  the  medi- 
cal clinic  this  26-year-old  man  began  to  notice  tremendous 
fatigue  and  loss  of  energy.  He  had  worked  for  years  in  an 
industrial  warehouse,  stacking  supplies  by  hand,  and  clearly 
had  worked  with  more  vigor  in  the  past  than  during  the  last 
two  to  four  years.  Sleeping  8 to  12  hours  per  night  failed  to 
improve  his  level  of  energy,  and  he  was  too  tired  to  engage 
in  social  activities.  He  denied  symptoms  commonly  associ- 
ated with  endogenous  depression. 

He  lived  with  his  wife  and  a healthy  3-year-old  daughter. 
He  had  stopped  drinking  alcohol  three  years  earlier,  but  con- 
tinued to  smoke  one  pack  of  cigarettes  a day.  He  denied  il- 
licit drug  use.  He  had  made  several  visits  to  the  emergency 
room  during  the  ten  months  before  he  was  seen  in  the  clinic 
because  of  intermittent  diffuse  abdominal  pain  without  nau- 
sea, vomiting,  or  diarrhea.  Examination  on  one  occasion  re- 
vealed a blood  pressure  of  100/60  mm  Hg,  pulse  55/min  in 
the  supine  position;  the  blood  pressure  fell  and  there  was  in- 
creased pulse  rate  in  the  upright  position.  His  serum  sodium 
was  128  mg/dl  (normal  135  to  145)  but  other  laboratory  val- 
ues were  normal.  Radiographic  studies  of  the  upper  gastroin- 
testinal tract  were  normal,  and  a consulting  surgeon  recom- 
mended medical  treatment.  His  symptoms  dissipated  after  he 
received  two  liters  of  normal  saline  intravenously.  On  anoth- 
er visit  to  the  emergency  room,  he  was  found  to  have  a WBC 
count  of  4,000/cu  mm  (normal  5,000  to  10,000),  a normocy- 
tic-hvpochromic  anemia,  with  a hematocrit  of  34%  (normal 
41%  to  46%),  and  a platelet  count  of  176,000/cu  mm  (normal 
150,000  to  450,000).  Reticulocytes  were  0.2%  (normal  0.5% 
to  2%).  Examination  of  the  stool  for  occult  blood  was  nega- 
tive, and  the  iron  content  of  the  blood  was  normal.  He  con- 
tinued to  have  episodic  hypotension,  with  postural  changes  in 
blood  pressure  and  pulse,  even  when  his  abdominal  symp- 
toms were  absent. 

Physical  examination  revealed  a thin,  quiet  man  in  no  dis- 
tress. Blood  pressure  was  90/60  mm  Hg,  pulse  70/min,  tem- 
perature 97.3°F.  height  5 ft  10  in,  weight  128  lb.  There  was 
marked  pigmentation  of  the  skin,  even  in  unexposed  areas, 
and  there  was  also  pigmentation  of  the  buccal  mucosa.  The 
heart,  lungs,  and  abdomen  were  normal,  and  the  neurologic 
examination  revealed  no  abnormality. 

He  stated  that  he  had  a craving  for  salt,  and  from  time  to 
time  swallowed  a teaspoon  of  table  salt.  He  was  always  cold 
when  those  around  him  were  warm,  and  he  was  often  dizzy 
when  standing. 

The  level  of  cortisol  in  plasma  at  8:00  am  was  3.8  |xg/dl 
(normal  4.3  to  29);  one  hour  after  intravenous  infusion  of  a 
standard  amount  of  synthetic  adrenocorticotropic  hormone 
(ACTH),  the  level  of  cortisol  was  3.7  (JLg/dl  (normal  greater 
than  12).  The  level  of  ACTH  in  his  plasma  measured  simul- 
taneously with  that  of  cortisol  in  the  morning  was  1,801  pg / 
ml  (normal  0 to  100).  Computerized  tomography  of  the  ab- 
domen revealed  small  adrenals  bilaterally,  without  masses  or 
calcifications.  As  anticipated,  thyroid  function  was  normal. 


Prepared  by  Robert  D.  Schreiner,  M.D..  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  Medical  Center,  Nashville. 
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A diagnosis  of  adrenal  insufficiency  (Addison’s  disease) 
was  made,  probably  of  autoimmune  etiology,  and  hydrocor- 
tisone 20  mg  every  morning  and  5 mg  every  evening  and  flu- 
drocortisone daily  were  prescribed,  affording  rapid,  dramatic 
relief  of  his  symptoms  within  a few  days.  Investigation  for 
other  concomitant  autoimmune  disorders  was  negative.  Fol- 
low-up visits  demonstrated  return  of  normal  energy  levels, 
recession  of  abnormal  pigmentation,  relief  of  abdominal 
complaints,  normal  electrolytes,  and  no  anemia. 

Discussion 

While  at  Guy’s  Hospital  in  London  in  the  1840s, 
Thomas  Addison  described  the  manifestations  and 
natural  history  of  a disorder  marked  by  a “gradual  fall 
off  in  general  health,  impaired  appetite,  languor,  small 
and  feeble  pulse,  wasting  body,  marked  discoloration 
of  the  skin,  irritability  of  the  stomach  (abdominal  pain), 
and  anemia,  all  eventually  resulting  in  death.”  Post- 
mortem examination  usually  revealed  grossly  abnor- 
mal adrenal  glands,  which  Addison  speculated  played 
a causal  role  in  the  disorder.  In  a paper  that  he  read 
before  the  South  London  Medical  Society  in  1849  en- 
titled, “The  Constitutional  and  Local  Effects  of  Dis- 
ease of  the  Suprarenal  Capsules,”  and  again  in  a trea- 
tise on  “Diseases  of  the  Suprarenal  Capsules”  published 
in  1855,  Addison  summarized  its  major  clinical  fea- 
tures.1 The  syndrome  is  appropriately  named  for  him. 
Our  patient  could  easily  have  been  one  of  Addison’s 
classic  patients  had  he  lived  135  years  ago. 

The  rapid  adrenocorticotropic  hormone  (ACTH) 
stimulation  test  is  an  excellent  screening  test  for  ad- 
renocortical insufficiency.2  A continuous  ACTH  infu- 
sion test  is  used  when  the  screening  test  produces  re- 
sults that  are  equivocal  or  only  suggestive  of  adrenal 
insufficiency. 

There  are  four  major  causes  of  Addison’s  disease: 
autoimmune  disease  (either  alone  or  in  combination  with 
other  autoimmune  disorders),  infiltration  and  destruc- 
tion of  the  adrenal  glands  by  metastatic  carcinoma,  and 
infiltration  and  destruction  by  granulomatous  disease 
(tuberculosis,  histoplasmosis,  and  blastomycosis  in  the 
Southeast).3  In  the  first  half  of  the  century,  granuloma- 
tous disease  was  said  to  be  the  most  prevalent  cause,  but 
currently,  autoimmune  “adrenalitis”  appears  to  be  most 
common,  although  neoplastic  disease  is  more  common 
among  the  elderly  and  those  who  have  smoked  exces- 
sively. Iatrogenic  adrenal  insufficiency  should  be  men- 
tioned as  a fourth  cause.  Patients  who  have  been  treated 
with  steroids  in  doses  equivalent  to  or  higher  than  pred- 
nisone 5 mg  daily  for  14  or  more  days  should  be  slowly 
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tapered  over  many  weeks  to  allow  for  the  reactivation 
of  hormone  synthesis. 

Autoimmune  Addison’s  disease  is  associated  with  a 
group  of  autoimmune  disorders  that  have  been  recog- 
nized to  occur  together.4  Pernicious  anemia,  diabetes 
mellitus,  rheumatoid  arthritis,  hypothyroidism,  ovari- 
an failure,  hypoparathyroidism,  and  myasthenia  gravis 
have  all  been  seen  in  a statistically  increased  associa- 
tion with  one  another.5  For  this  reason,  our  patient 
was  investigated  for  clinical  or  laboratory  evidence  of 
these  associated  conditions,  but  none  was  found. 

Treatment  consists  of  daily  replacement  of  the 
missing  glucocorticoids  and  mineralocorticoids;  hydro- 
cortisone in  a dose  of  20  mg  in  the  morning  and  10  mg 
in  the  evening  and  fludrocortisone  in  a dose  of  .05  to 
.10  mg  daily  are  usually  prescribed.  These  patients 


should  be  followed  very  closely.  They  should  carry 
medical  identification,  should  be  instructed  in  what  to 
do  during  periods  of  physiologic  stress,  and  should  be 
registered  with  a national  medical  alerting  system.6 
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Another  Cause  of  Angina  Pectoris 


Case  Report 

A 75-year-o!d  woman  admitted  to  the  hospital  with  the 
recent  onset  of  exertional  chest  pain  was  in  good  health  until 
two  weeks  earlier  when  she  noted  the  onset  of  substernal 
pressure  during  periods  of  physical  exertion,  associated  with 
diaphoresis  and  radiation  of  the  discomfort  down  the  left  arm; 
rest  relieved  these  symptoms.  She  also  described  dizziness, 
both  during  these  episodes  of  chest  discomfort  and  at  other 
times.  These  complaints  became  more  frequent  and  lasted 
longer. 

There  was  a history  of  moderate  essential  hypertension 
well  controlled  on  a longstanding  combination  drug  regimen. 
She  did  not  smoke  cigarettes  or  drink  alcohol.  She  was  a wid- 
ow and  lived  alone,  and  described  herself  as  very  active. 

Physical  examination  showed  a pale  woman  who  com- 
plained of  fatigue  during  the  examination.  Vital  signs  and  heart 
and  lung  examination  were  normal.  There  were  no  carotid 
bruits,  and  neurologic  examination  was  normal.  Her  stool  was 
negative  for  occult  blood. 

Electrocardiogram  demonstrated  sinus  tachycardia  but  was 
otherwise  normal.  Radiograph  of  the  chest  was  normal.  The 
sole  abnormality  on  laboratory  examination  was  a hematocrit 
of  23%  with  microcytic,  hypochromic  red  cell  indices. 

Colonoscopy  revealed  a fungating  mass  in  the  colonic  lu- 
men near  the  cecum,  biopsy  of  which  revealed  well-differen- 
tiated adenocarcinoma.  She  tolerated  hemicolectomy  well  and 
is  doing  well  postoperatively.  Intra-abdominal  lymph  nodes 
and  the  margins  of  the  resected  bowel  were  negative  for  car- 
cinoma. 

Discussion 

The  recent  onset  of  angina  pectoris  in  the  elderly  is 
not  always  due  to  progressive  atherosclerotic  stenosis 
of  the  coronary  arteries;  another  cause  of  diminished 
myocardial  oxygen  supply  is  anemia.  The  patient  pre- 
sented here  complained  of  fatigue  and  dizziness  in  as- 


sociation with  her  angina.  Dizziness  during  episodes  of 
myocardial  ischemia  can  be  due  to  transient  ventricu- 
lar wall  dysfunction  or  ischemia-induced  ventricular 
arrhythmias;  both  produce  a short-lived  low  cardiac 
output  state,  resulting  in  diminution  of  cerebral  blood 
flow.  This  patient’s  dizziness,  however,  was  probably 
due  to  her  profound  iron  deficiency  anemia. 

Her  case  emphasizes  several  characteristics  of  ad- 
enocarcinoma of  the  right  colon.  It  is  often  asympto- 
matic, and  examination  of  the  stool  for  occult  blood  is 
an  imperfect  screening  test.  A negative  test  for  occult 
blood  in  a single  isolated  sample  of  stool  does  not  ex- 
clude adenocarcinoma  of  the  colon. 

Routine  examination  for  occult  blood  in  the  stool 
and  routine  periodic  endoscopy  of  the  colon,  that  is  to 
say,  early  detection,  is  of  utmost  importance  in  an  ef- 
fort to  discover  this  often  curable  malignancy.  The 
American  Cancer  Society  recommends  that  all  people 
over  the  age  of  50  have  three  occult  blood  stool  tests 
every  year,  and  two  baseline  flexible  sigmoidoscopy 
examinations  one  year  apart  and  then  one  every  three 
to  five  years.1  Though  the  latter  would  not  have  dis- 
covered the  carcinoma  in  this  patient,  the  former  might 
have.  Some  physicians  advocate  full  colonscopy  for  the 
health  maintenance  of  their  patients,  as  colonic  ade- 
nocarcinoma in  the  right  colon  seems  to  be  occurring 
more  and  more  frequently.  /~  S 
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Health  and  Environment  Report 


Presumptive  Eligibility: 

Early  Access  to  Prenatal  Care 

DAWN  K.  SADLER 


In  an  effort  to  increase  pregnant  women's  access  to 
early  prenatal  care,  the  Tennessee  Department  of 
Health  and  Environment  (TDHE)  is  implementing  a 
“presumptive  eligibility”  program  for  Medicaid  recip- 
ients who  are  pregnant. 

Presumptive  eligibility,  an  option  available  to  states 
under  the  Sixth  Omnibus  Budget  Reconciliation  Act 
of  1986,  will  allow  the  TDHE  to  designate  “qualified 
providers”  to  prescreen  pregnant  women  and  deter- 
mine if  they  meet  the  financial  criteria  to  presume  them 
eligible  for  Medicaid.  If  the  qualified  provider  makes 
the  determination  that  the  woman  does  meet  the  fi- 
nancial criteria,  she  will  be  given  a temporary  Medi- 
caid card  good  for  45  days.  During  that  time,  she  must 
file  a formal  application  with  the  Department  of  Hu- 
man Services  (DHS),  which  will  make  the  ultimate  de- 
termination as  to  whether  or  not  she  meets  the  guide- 
lines for  Medicaid  participation. 

The  TDHE  began  the  presumptive  eligibility  pro- 
gram January  1989,  after  intensive  training  of  local 
health  department  clerks  who  will  be  making  the  pre- 
sumptive determinations. 

The  impetus  for  establishing  the  presumptive  eligi- 
bility program  is  the  belief  that  the  Medicaid  eligibility 
determination  process  may  have  presented  a barrier  to 
the  timely  and  appropriate  receipt  of  prenatal  care  for 
some  women.  Since  Medicaid  applications  are  gener- 
ally initiated  by  pregnant  women  after  the  pregnancy 
is  verified,  and  can  take  up  to  45  days  for  a determi- 
nation, this  delay  may  cause  poor  women  to  forego 
needed  services  during  a critical  period  of  prenatal  de- 
velopment. The  presumptive  eligibility  option  is  in- 
tended to  circumvent  these  problems  by  allowing  for 
short-term  eligibility  to  begin  at  the  earliest  point  of 
contact  between  the  patient  and  the  provider. 

To  be  qualified  for  making  the  presumptive  eligi- 
bility determinations,  the  federal  law  specifies  that  the 
provider  must  be  eligible  for  Medicaid  payments;  pro- 
vide outpatient  hospital  services,  rural  health  services, 
or  clinic  services;  be  determined  by  the  state  agency  to 


From  the  Bureau  of  Medicaid,  Tennessee  Department  of  Health 
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be  capable  of  making  presumptive  eligibility  determi- 
nations; and  either  receive  funds  under  the  Migrant 
Health  Centers,  Community  Health  Centers,  or  Ma- 
ternal and  Child  Health  block  grant  programs,  partic- 
ipate in  the  Special  Supplemental  Food  Program  for 
Women,  Infants  and  Children  or  the  Commodity  Sup- 
plemental Food  Programs,  or  participate  in  the  state 
perinatal  program. 

Since  many  poor  women  come  to  the  health  de- 
partment for  pregnancy  tests,  the  TDHE  considered  it 
a good  contact  point  for  intervention  and  for  prelimi- 
nary determination  of  Medicaid  eligibility.  Although 
only  health  departments  may  do  presumptive  eligibili- 
ty determinations,  any  enrolled  Medicaid  provider  may 
be  paid  for  covered  services  rendered  to  women  deter- 
mined presumptively  eligible. 

Payments  to  providers  for  services  rendered  to  the 
presumably  eligible  pregnant  woman  will  be  made  in 
the  same  manner  and  at  the  same  rates  as  for  other 
Medicaid  eligibles.  By  federal  law,  services  to  presum- 
ably eligible  women  must  be  limited  to  ambulatory 
prenatal  care.  In  Tennessee,  the  Bureau  of  Medicaid 
has  interpreted  this  to  mean  that  with  the  exception  of 
inpatient  hospitalization  all  Medicaid-covered  services 
will  be  covered  for  these  women. 

Tennessee  was  one  of  the  first  states  in  the  nation 
to  extend  Medicaid  coverage  to  pregnant  women  at  or 
below  100%  of  the  federal  poverty  level.  Since  that 
coverage  began  on  July  1,  1987,  the  state  also  added 
children  up  to  age  5 at  the  same  income  level.  In  ad- 
dition, Tennessee  elected  to  make  two  other  options 
available  with  this  eligibility  coverage.  Once  a preg- 
nant woman  is  determined  eligible  in  this  category,  she 
remains  eligible  throughout  her  entire  pregnancy  and 
two  months  following  delivery.  This  means  that  no 
matter  how  her  income  may  change,  she  will  still  be 
eligible  for  Medicaid  during  the  entire  period. 

In  addition,  as  of  March  1,  1988  a pregnant  wom- 
an’s resources  are  no  longer  considered  in  determining 
eligibility  under  this  category;  previously,  if  a pregnant 
woman  in  this  category  had  $8,000  or  more  in  re- 
sources, she  would  be  ineligible  for  Medicaid.  During 
the  first  six  months  of  implementation  of  this  new  cat- 
egory, the  DHS  found  that  only  three  or  four  women 
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TABLE  1 

INCOME  GUIDELINES  FOR  100%  POVERTY 


Family  Size 

Annual  Income 

Monthly  Income 

1 

$ 5,770 

$ 481 

2 

7,730 

644 

3 

9,690 

808 

4 

11,650 

971 

5 

13,610 

1,134 

6 

15,570 

1,298 

7 

17,530 

1,461 

8* 

19,490 

1,624 

'Add  $1,960  yearly  for  each  additional  member  ($163  monthly). 


exceeded  the  resource  requirement.  Since  it  was  time- 
consuming  administratively  to  verify  the  resources,  and 
not  cost  effective,  the  resources  criterion  was  eliminat- 
ed for  pregnant  women. 

Physicians  treating  patients  who  are  pregnant  and 
whose  income  may  qualify  them  for  Medicaid  cover- 
age are  encouraged  to  direct  them  to  the  health  de- 
partment for  a presumptive  screening.  Presumptive  el- 
igibility determinations  cannot  be  done  by  the  DHS. 


The  income  guidelines  for  100%  poverty  are  shown  in 
Table  1. 

The  45-day  presumptive  eligibility  period  begins  on 
the  date  the  application  is  made;  services  provided  on 
and  after  that  date  will  be  covered  by  Medicaid.  It  is 
important  that  women  understand  they  must  follow  up 
the  presumptive  eligibility  application  with  a visit  to 
the  DHS  office  to  be  determined  as  being  Medicaid 
eligible  beyond  the  45  days.  According  to  E.  Conrad 
Shackleford  Jr.,  M.D.,  Medicaid  medical  director,  the 
State  Medicaid’s  Maternity  Care  and  Delivery  Com- 
mittee, TMA  members  of  which  are  Drs.  John  Cham- 
bers, Henry  Foster,  Charles  White,  Norman  Hender- 
son, and  James  Burdette,  encouraged  the  Bureau  to 
make  a strong  effort  to  induce  private  physicians  to 
continue  providing  ambulatory  prenatal  care  even  if 
the  women  were  determined  ineligible  after  the  45 
days.  In  Arkansas,  one  of  the  first  states  to  implement 
presumptive  eligibility,  it  was  found  that  75%  of  the 
women  were  confirmed  as  eligible.  While  it  is  too  ear- 
ly to  say  what  Tennessee's  experience  will  be,  we  an- 
ticipate that  a high  percentage  will  be  determined  as 
eligible  for  the  duration  of  their  pregnancy  and  post- 
partum period.  F S 
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Disability  Update 


Children’s  Disability  Claims 

DONNA  M.  LEFEBVRE 


The  Supplemental  Security  Income  (SSI)  program, 
administered  by  the  Social  Security  Administration 
(SSA),  provides  “disability”  benefits  and  Medicaid 
coverage  to  children  with  impairments  comparable  in 
severity  to  impairments  that  would  disable  an  adult. 
While  referred  to  as  disability  benefits,  the  program  in 
fact  recognizes  the  special  needs  of  families  with  se- 
verely handicapped  children  by  providing  benefits 
based  upon  financial  eligibility  standards  far  more  lib- 
eral than  other  welfare  programs,  and  without  regard 
to  whether  both  parents  are  at  home.  Eligibility  for 
children’s  SSI  and  Medicaid  is  frequently  overlooked 
because  parents  quite  logically  do  not  think  of  their 
handicapped  children  as  “disabled.” 

Children’s  SSI  disability  claims  require  better  med- 
ical evidence  to  be  successful  as  a result  of  the  SSA’s 
application  of  a stricter  disability  standard  in  children’s 
cases.  Under  the  SSI  program,  children  must  show  that 
their  medical  problems  are  exactly  like  or  equal  to  a 
medical  problem  in  SSA’s  listing  of  impairments. 

What  does  this  mean  for  medical  professionals  who 
are  asked  to  provide  medical  evidence  regarding  seri- 
ously impaired  children  who  are  their  patients?  Prac- 
tically, it  means  that  the  medical  evidence  provided  in 
a child’s  case  must  be  complete  and  well  documented, 
and  that  letters  detailing  the  physician’s  medical  opin- 
ion must  be  supported,  where  possible,  by  clinical  evi- 
dence. A medical  professional’s  letter  is  most  effective 
if  it  refers  to  SSA’s  listing  of  impairments,  and  com- 
pares the  criteria  in  the  listings.  Copies  of  the  listing 
of  impairments  are  available  to  any  interested  medical 
professional  by  contacting  the  Disability  Determina- 
tion Service  (DDS)  in  Nashville  ( 1-800-342-1 117),  or  a 
local  legal  services  program,  or  an  attorney  working 
with  your  child-patient. 


Ms.  Lefebvre  is  an  attorney  with  Rural  Legal  Services  in  Oak 
Ridge,  Tenn. 


In  a recent  case,  our  client  was  a child  applying  for 
the  second  time  for  SSI  disability  and  Medicaid  be- 
cause of  the  effects  of  encephalitis.  She  was  9 years 
old,  and  was  experiencing  seizures,  severe  headaches, 
loss  of  motor  function  in  her  right  leg  and  arm,  and 
depression.  Though  the  physician  working  with  the 
family  had  submitted  office  notes  and  had  written  let- 
ters, the  claim  was  still  denied. 

We  submitted  updated  office  notes,  copies  of  re- 
sults from  tests  administered  to  evaluate  whether  the 
child’s  seizure  medication  was  at  therapeutic  levels,  and 
copies  of  the  tracings  from  a BEAM  test  documenting 
the  child’s  abnormal  brain  activity.  Finally,  we  asked 
the  physician  whether  the  child’s  brain  seizure  disor- 
der met  or  equaled  SSA’s  seizure  disorder  listing.  The 
physician’s  reply  was  specific,  and  described  the  child’s 
symptoms.  He  concluded  that  her  symptoms  showed 
that  she  met  the  criteria  of  SSA’s  seizure  disorder  list- 
ing. 

We  were  successful  in  this  case  as  a direct  result  of 
the  medical  evidence.  The  administrative  law  judge 
relied  on  and  cited  the  specifics  from  the  physician’s 
opinion,  which  was  well  supported  by  the  clinical  evi- 
dence in  the  record. 

The  importance  of  the  medical  evidence  provided 
by  a treating  physician  in  a child’s  case  cannot  be  ex- 
aggerated. The  medical  records  provided,  where  pos- 
sible, should  include  office  notes  showing  the  history 
of  the  patient’s  treatment,  reports  from  diagnostic 
testing  performed,  and  letters  that  detail  the  specifics 
of  the  child’s  medical  problems.  The  best  letters  relate 
the  child’s  medical  problem  to  one  of  SSA’s  listing  of 
impairments. 

If  your  patient’s  claim  is  still  being  denied  despite 
your  efforts,  you  may  wish  to  suggest  that  he  seek  ad- 
vice from  an  attorney  in  order  to  pursue  an  appeal. 
Parents  should  contact  their  local  legal  services  orga- 
nization for  representation  on  their  child’s  claim  or  re- 
ferral to  a private  attorney.  313 
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Loss  Prevention  Case  of  the  Month 


Good  Medicine — Lethal  Side  Effects 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 28-year-old  woman  with  a history  of  menometrorrhagia 
since  menarche  at  age  14  had  had  three  previous  pregnancies, 
two  ending  in  spontaneous  early  abortions.  She  was  two  weeks 
postpartum,  having  delivered  a healthy  female  infant  after  an 
uneventful  pregnancy. 

About  ten  days  postpartum  she  began  to  have  some  va- 
ginal bleeding.  She  experienced  significant  cramping,  and  had 
passed  large  clots  for  four  days  when  she  was  admitted  to  the 
hospital. 

Vital  signs  on  admission  revealed  a blood  pressure  of  126/ 
70  mm  Hg  and  temperature  of  99.6°F.  Her  chest  and  heart 
were  within  normal  limits.  Her  uterus  was  enlarged  to  the 
umbilicus  and  moderately  tender.  She  was  pale,  but  blood 
studies  showed  only  a slight  leukocytosis  of  12,300/cu  mm 
and  a PCV  of  30%  with  a hemoglobin  of  10.6  gm/dl.  An 
ultrasound  examination  of  her  abdomen  showed  some  trans- 
lucency  of  the  uterine  cavity  and  fluid  in  the  cul-de-sac.  A 
D&C  was  scheduled,  and  the  following  orders  were  given 
preoperatively:  (1)  NPO,  (2)  1,000  cc  Ringer  lactate  with 
10  U Pitocin  at  50  cc/hr  IV,  (3)  Kefzol  Gm  1 in  IV  q 8 hrs. 

The  D&C  yielded  a small  amount  of  tissue,  and  the  uter- 
us was  packed,  with  orders  that  the  packing  be  removed  in 
48  hours.  Considerable  “ooze”  was  noted  during  the  entire 
procedure.  The  following  day  a progress  note  indicated 
“moderate  bleeding  continues,”  and  orders  were  made  to  give 
250  cc  D5RL  with  “Amp  II  Pit.” 

The  next  day  the  bleeding  appeared  to  have  slowed,  but 
still  continued,  and  orders  were  written  for  “Alternate  D5W 
and  D5RL  500  cc  with  Amp  II  Pit  in  each  at  150  cc/hr  IV. 
Methergine  .2  mgm  q 4 hrs  IM  until  bleeding  controlled.” 

The  third  day  after  surgery  the  patient  was  allowed  to  go 
to  the  bathroom.  Orders  were  to  “Keep  IV  going  until  a.m.” 
The  nurse’s  notes  revealed  that  the  patient  complained  of  se- 
vere headache  and  vomited  a “large  amount”  at  4:30.  At  8:30 
p.m.  there  was  “scant  uterine  bleeding.”  At  9:30  p.m.  the 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital. 
Nashville. 


patient  was  found  in  the  bathroom  unresponsive  with  dys- 
pnea. Convulsive  movements  of  extremities  were  observed. 
A code  was  called. 

The  labwork  revealed  chloride  of  77  mEq/L  and  sodium 
107  mEq/L.  Severe  brain  damage  resulted.  A lawsuit  was 
successful. 

Loss  Prevention  Comments 

Severe  hyponatremia  (water  intoxifcation)  is  a known 
side  effect  of  Pitocin.  Because  Pitocin  produces  water 
reabsorption  through  the  renal  tubules,  hemodilution 
occurs,  resulting  in  water  intoxication,  severe  hypo- 
natremia, cerebral  edema  and  even  death. 

The  initial  order  for  10  U Pitocin  in  an  IV  was  ap- 
propriate. Subsequent  orders  were  for  “Amp  I”  or 
“Amp  II”  Pitocin  without  specifying  5 or  10  U.  In  this 
case  the  nurses  continued  to  fill  the  order  with  10  U 
ampules  in  the  IVs.  During  the  54  hours  following  the 
D&C  the  patient  received  in  excess  of  100  U Pitocin 
per  24  hours. 

The  PDR,  in  describing  the  recommended  use  of 
Pitocin,  says  “The  total  dose  should  not  exceed  30  U 
in  a 12-hour  period  due  to  the  risk  of  water  intoxica- 
tion.” 

Like  so  many  medications,  Pitocin  can  be  indis- 
pensable in  the  management  of  specific  situations,  but 
its  use  demands  careful  attention  to  the  possibility  of 
adverse  side  effects.  This  kind  of  attention  necessary 
to  its  use  was  lacking,  producing  severe  injury  to  the 
patient.  Had  the  order  for  Pitocin  specified  5 U am- 
pules, the  total  dose  received  by  the  patient  would  have 
been  well  within  recommended  guidelines.  Did  the 
physician  intend  to  give  the  Pitocin  in  5 U ampules? 
Probably.  Did  the  physician  allow  too  much  discretion 
on  the  part  of  the  nurses?  Absolutely!  r S 
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Involvement 

On  occasion,  those  of  us  who  have  been  around  the  AMA  House  of 
Delegates  for  a while  are  tempted  to  view  its  current  version  as  something 
of  a zoo.  The  House  continues  to  expand,  little  by  little  diminishing  the 
clubby  atmosphere  and  tidiness  it  once  had,  and  sometimes  becoming  un- 
wieldy for  the  speakers.  This  has  happened  through  a variety  of  mecha- 
nisms, all  designed  to  increase  participation  from  the  increasingly  fragment- 
ed medical  community,  and  give  a voice  to  its  various  segments.  Membership 
in  the  House  has  just  about  doubled  in  the  past  decade.  The  meeting  has 
become  so  large  that  few  hotels  can  accommodate  it.  What  has  made  the 
aggregate  even  bigger,  though,  is  its  accompanying — or  better,  preceding — 
section  meetings. 

For  a long  time  the  only  section  remaining  after  the  reorganization  of  the 
AMA  structure  15  or  20  years  ago  was  the  Medical  School  Section.  Then, 
after  a period  of  raucous  riotousness  in  the  disaffected  times  of  the  seven- 
ties, when  the  hippy  generation  spilled  over  into  the  medical  schools.  Med- 
ical Student  and  Resident  Sections,  given  voice  on  the  floor  through  seated 
delegates,  settled  down  to  make  a significant  contribution  to  the  deliberations  of  the  House.  Each  of 
those  sections  is  now  formally  represented  on  the  Board  of  Trustees  and  in  each  of  the  councils. 

As  confrontation  increased  between  the  hospitals  and  their  medical  staffs,  fueled  by  regulatory 
activity  and  the  budget  crunch,  it  became  apparent  that  representatives  of  medical  staffs  needed  to 
gather  occasionally  to  compare  notes;  consequently,  a few  years  ago  the  Hospital  Medical  Staff  Sec- 
tion was  formed.  It  now  meets  just  prior  to  the  assembly  of  the  House,  and  has  become  a potent 
force  in  the  AMA,  given  a voice  in  the  House  through  a seated  delegate. 

The  most  recent  addition  to  the  House  has  been  the  delegate  from  the  Young  Physicians  Section, 
which  was  formed  when  the  young  physicians — those  under  40,  or  in  practice  less  than  five  years  at 
whatever  age — were  perceived,  and  indeed  perceived  themselves,  as  having  their  own  peculiar  set  of 
problems. 

These  sections  are  now  being  duplicated  in  Tennessee,  the  last  the  now-organizing  Young  Physician 
Section.  The  opportunity  for  input  into  the  AMA  through  these  sections  is  enormous.  The  Medical 
Student  Section  elects  a delegate  and  an  alternate  delegate  from  each  of  the  medical  schools  to  rep- 
resent it  at  the  AMA  section  meeting.  The  Young  Physician  Section  will,  when  it  becomes  operational 
after  this  year's  annual  meeting,  send  a delegate  and  an  alternate  delegate  to  the  AMA  section  meet- 
ing. The  hospital  medical  staffs  can  have  an  even  greater  voice,  in  that  every  hospital  staff  in  the  state 
is  allowed  a delegate  to  the  AMA  Hospital  Medical  Staff  Section  meeting.  This  is  an  opportunity  that 
has  not  yet  been  adequately  seized  upon  by  our  membership. 

In  these  rapidly  changing — not  to  say  parlous — times,  I encourage  each  of  you  to  reexamine  your 
commitment  to  organized  medicine,  since,  whether  you  accept  it  or  not,  that  is  what  allows  you  to 
continue  in  your  commitment  to  your  patients  to  the  fullest  extent  possible.  To  say  that  you  can’t  help 
what  the  AMA  (or  your  state  or  local  organization,  for  that  matter)  does,  and  that  it  does  not  repre- 
sent you,  is  a cop-out.  I would  particularly  urge  you  young  physicians  to  become  involved  in  your 
section  activities,  and  also  urge  you  who  are  in  positions  of  authority  in  your  hospital  medical  staff  to 
send  representatives  to  the  AMA  Hospital  Medical  Staff  Section. 

It  is  a two-way  street.  At  these  assemblies  you  can  not  only  vent  your  own  spleen,  but  suck  in  some 
of  the  emanations  from  those  of  others,  thereby  picking  up  a lot  of  information,  some  of  it,  believe  it 
or  not,  useful.  At  the  same  time,  you  are  strengthening  medicine’s  voice  before  the  public  and  its 
elected  representatives.  Though  winning  is  never  guaranteed,  you  can  only  lose  if  you  fail  to  respond. 


John  B.  Thomison 
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editorial/ 

From  the  Ghost  of 
Christmas  Future 

The  Ghost  of  Christmas  Past  showed  Scrooge  a 
mixture  of  oldies  but  goodies  and  oldies  but  bad- 
dies; on  balance,  the  goodies  won  out.  The  Ghost 
of  Christmas  Present  showed  him  a lot  of  goodies, 
but  mostly  (or  even  entirely)  they  weren't  his.  The 
Ghost  of  Christmas  Future  (GOCF)  showed  him  a 
good  deal  of  merriment,  but  some  of  it  was  at  his 
expense,  as  he  discovered  to  his  discomfiture;  all 
he  got  for  himself  from  GOCF  was,  in  fact,  dis- 


comfiture. But  of  course  he  brought  it  all  on  him- 
self. Unlike  what  happens  in  the  real  world,  though, 
the  dream  world  gave  him  another  chance.  We  are 
told  he  didn’t  blow  it. 

Scrooge,  you'll  remember,  asked  the  Ghost  of 
Christmas  Past  if  he  meant  long  past  or  recent 
past.  The  Ghost  responded,  “ Your  past.” 
Whether  it  is  long  or  short  past  for  you  depends 
on  how  old  you  are.  Scrooge  was  old.  He  had  a 
lot  of  Christmases  (or  at  least  December  25s, 
since  he  didn’t  believe  in  Christmas)  under  his 
belt,  so  to  speak.  (He  was  due  not  to  have  any 
more.)  What  you  have  had  and  will  have  person- 
ally Fm  sure  I don’t  know;  I can  only  speak 
professionally.  As  1 peered  through  the  fog,  I 
found  myself  in  a graveyard.  I saw  a ghostly  hand 
pointing  to  a tombstone.  On  the  tombstone  was 
graven,  “Voluntary  Assignment.”  Beneath  it  was 
“Boston,  Mass.,  1986.”  Underneath  that  were  the 
words,  “Nashville,  Tenn.”  The  date  was 
smudged. 

A lot  of  you  youngsters  can't  be  shown  by  the 
Ghost  of  Christmas  Past  the  unfettered,  unregu- 
lated times  (Oh,  Happy  Days!)  before  the  Feds 
got  into  our  act.  To  be  sure,  times  have  changed 
a lot,  and  in  many  ways,  and  we  can  do  so  much, 
much  more  for  our  patients  than  we  could  25 
years  ago.  But  we  could  charge  them  for  the 
things  we  did  however  we  wished,  and  mostly  the 
charge  was  reasonable.  Even  natural-born  goug- 
ers  were  reasonable,  because  they  stood  to  be 
booted  out  of  their  medical  society,  thereby  los- 
ing hospital  privileges  (people  weren’t  suing  each 
other  much  then,  and  the  FTC  hadn’t  yet  given 
our  profession  a thought.  Certainly,  no  one 
looked  upon  medicine  as  a trade).  We  took  char- 
ity cases — everybody  did — where  appropriate, 
and  we  treated  each  other  and  each  other’s  fam- 
ilies free.  Insurance  was  for  hospital  care  only. 
Being  as  old  as  Scrooge,  I got  that  tour  from  the 
old  Ghost.  Unlike  Scrooge,  I enjoyed  every  min- 
ute of  it.  (Scrooge,  you’ll  remember,  enjoyed  his 
too,  until  pangs  of  remorse  surfaced.) 

We’ll  skip  the  Ghost  of  Christmas  Present’s 
presentation,  since  we’re  all  in  that  together,  and 
have  already  gotten  the  story  ad  nauseum  from 
the  Feds,  the  media,  and  assorted  other  “friends” 
and  acquaintances.  Suffice  it  to  say  that  the  med- 
ical practice  climate  is,  like  winter  weather,  a 
mixed  bag  at  best,  but  more  like  winter  weather 
in  Chicago  than  Miami. 

One  of  our  colleagues,  not  a primary  care  one, 
told  me  that  until  he  intervened  in  their  behalf, 
his  in-laws  were  unable  to  find  a doctor  to  treat 
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them,  as  they  had  reached  the  magic  age  of  65.  I 
understand  that  is  a common  problem.  The 
AARP  understands  it  too.  The  AARP  has  a lot 
of  members.  The  AARP  is  politically  active,  and 
has  the  ear  of  most  of  the  right  people.  The 
AARP  has  the  ear  of  more  right  people  than  the 
doctors  do.  If  you  don't  believe  me,  ask  our  col- 
leagues in  Massachusetts,  where  medical  licen- 
sure is  contingent  upon  accepting  assignment. 
Don't  think  that  is  limited  to  Massachusetts.  And 
don’t  think  that  through  some  magic  it  has  been 
lost  on  the  people  of  Tennessee.  It  has  been 
wafted  up  to  Capitol  Hill,  where  it  is  buzzing 
around  in  a good  many  heads. 

Nobody  can  make  you  take  Medicare  pa- 
tients— yet;  nobody  can  make  you.  in  Tennessee, 
take  assignment — yet.  It  is  not  that  I don’t  un- 
derstand the  problem.  I know  very  well  that  doc- 
tors whose  practice  is  made  up  largely  of  the  el- 
derly have  a hard  time  keeping  up  payments  on 
their  Mercedes,  and  some,  seriously,  in  running 
their  office.  But  the  people  are  more  restless  than 
a lot  of  us  are  aware.  The  signal  from  the  No- 
vember elections  should  have  made  that  clear. 
We  should  take  no  comfort,  either,  from  the  out- 
come of  the  elections.  Washington  is  not  a 
friendly  place. 

To  keep  the  date  on  the  tombstone  smudged, 
we  need  to  concentrate  on  keeping  Nashville  a 
friendly  place.  Scrooge  got  another  chance,  and 
maybe  we  have  one,  too.  Several  years  ago  the 
American  Academy  of  Pediatrics  started  a pro- 
gram it  called  the  “Medical  Home,”  where  any 
child  could  be  cared  for  regardless  of  ability  to 
pay.  It  was  just  what  we  all  did  before  the  gov- 
ernment muddied  the  waters.  This  Medical  Home 
program  is  now  being  extended  by  TMA  to  in- 
clude adults  as  well.  Hays  Mitchell,  M.D.,  a pe- 
diatrician who  was  instrumental  in  the  success  of 
the  pediatrics  program,  has  taken  a more  or  less 
full-time  position  with  the  state  to  implement  it. 
Response,  at  least  in  the  rural  areas,  has  been 
good,  as  some  21  counties  have  implemented 
“medical  homes,”  but  the  response  needs  to  in- 
tensify. 

I don't  know  what  the  GOCF  has  been  show- 
ing you.  Maybe  you  haven't  been  visited  yet.  But 
it  seems  to  me  we  all  need  to  rethink  our  posi- 
tion, if  not  out  of  charity,  then  out  of  self-pres- 
ervation. Boston  has  gotten  a whole  lot  closer  to 
Nashville  than  it  used  to  be.  If  we  don't  play  our 
cards  very  close  to  the  vest,  we  are  apt,  unlike 
Scrooge,  to  blow  our  chance. 

J.B.T. 


On  a 21st  Century  Career 
In  Medicine 

At  the  meeting  of  the  American  Medical  As- 
sociation in  Dallas  just  past,  as  in  every  other 
meeting  of  the  AMA,  not  to  mention  state,  local 
and  specialty  meetings,  that  I have  attended  for 
the  past  decade  or  so,  it  is  not  hard  to  view  med- 
icine as  beset  by  such  ills  that  it  is  not  likely  to 
recover,  or  if  it  does,  to  be  so  maimed  as  to  be 
a permanent  wallflower,  having  nothing  that  a 
young  person  contemplating  a career  should  de- 
sire it.  In  fact,  such  an  estimation  is  widely  and 
loudly  voiced  by  some  of  our  disaffected  practi- 
tioners. To  be  charitable,  some  of  them  have  been 
sorely  tried,  even  abused,  or  at  least  ill  used. 
Frivolous  litigation  has  destroyed  credibility,  un- 
just implications  by  government  agencies  have 
been  distracting  and  time-consuming,  doctor-pa- 
tient relationships  have  been  destroyed  or  at  best 
damaged,  and  in  some  instances  expenses  have 
exceeded  income.  Nonetheless,  I submit  that 
medicine  still  remains  the  most  satisfying  voca- 
tion imaginable  and  attainable. 

The  current  imposition  by  regulators  is  the 
Resource-Based  Relative  Value  Scale.  It  gets 
mixed  reviews,  depending  on  whom  you  talk  with 
about  it.  Though  it  is  certainly  not  unimportant, 
affecting  as  it  does  the  livelihood  of  every  one  of 
us,  either  positively  or  negatively,  in  my  estima- 
tion it  has  received  much  more  attention,  and  as 
a consequence  has  done  more  damage  to  the 
House  of  Medicine  and  to  patient  care,  than  it 
deserves.  Friends,  it’s  only  money;  it  isn’t  impor- 
tant enough  to  risk  our  destruction  as  a profes- 
sion. 

The  space  age  is  25  years  old — or  in  the  United 
States  it  is.  It  began  with  President  Kennedy’s 
challenge  to  put  a man  on  the  moon  within  the 
decade — the  sixties.  We  did.  Science  blossomed, 
and  medicine  was  its  queen.  Applicants  for  med- 
ical school  were  almost  without  number,  and 
comprised  the  cream  of  the  crop.  What  has  be- 
fallen us  is  recounted  in  Report  B of  the  AMA 
Board  of  Trustees,  entitled  “Response  to  the 
Declining  Medical  School  Applicant  Pool,”  pub- 
lished elsewhere  in  this  issue.  To  keep  it  in  per- 
spective, the  decline  is  partly  due  to  the  World 
War  II  baby  boom  having  petered  out,  but  that 
does  not  account  entirely  for  the  dwindling  inter- 
est. 

Students  can  read,  of  course,  and  the  media 
are  filled  with  all  of  the  things  allegedly  wrong 
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with  medicine.  Much  of  the  problem,  though, 
stems  from  ourselves.  For  many  of  us,  the  bloom 
is  off  the  rose.  Though  that  is  sometimes  the  re- 
sult of  external  forces,  it  is,  I submit,  often  self- 
inflicted — not  necessarily  the  injury,  but  the  con- 
sequences of  it.  It  is  a matter  of  attitude,  aspira- 
tions, and  reaction. 

In  the  reference  committee  debate  on  the  re- 
port, which  though  widely  supported  was  decried 
by  a few  as,  “Omigod — another  committee  and 
another  speakers’  bureau,”  one  speaker  proph- 
esied that  for  those  interested  in  caring  for  pa- 
tients, the  Golden  Age  of  Medicine,  far  from 
dying  [or  being  dead  already,  as  some  would  have 
it],  is  only  just  dawning.  He  was  roundly  ap- 
plauded. He's  right,  of  course.  Not  a day  goes  by 
that  some  innovation  in  patient  care,  often  start- 
ling, does  not  hit  the  streets.  Though  some  of 
them  may  be  scarcely  affordable,  many  are,  or 
will  soon  become,  relatively  inexpensive.  Only 
today,  for  instance,  a report  of  the  manufacture 
by  genetic  engineering  of  the  scarce  substance 
that  promotes  the  growth  of  cartilage  and  bone 
appeared  in  Science.  This  will  be  a boon  to  worn 
out  joints  and  sufferers  from  osteoporosis.  It  is 
within  my  memory  that  infections  were  treated 
with  hot  soaks,  aspirin,  and  prayer;  a boyhood 
friend  died  of  “blood  poisoning,”  the  result  of  a 
streptococcal  infection  in  a broken  blister  on  his 
heel  incurred  in  a game  of  tennis. 

The  things  that  hang  us  up  are  largely  incon- 
sequential, taken  in  the  broad  context.  True,  a 
pebble  in  the  shoe  can  cause  more  discomfort 
than  some  myocardial  infarctions,  and  some  can- 
cers cause  no  discomfort  at  all  until  they  are  ter- 
minal. It’s  the  little  things  that  wear  you  down — 
not  that  overregulation  and  litigation  are  little, 
except  in  context;  they  are  little,  though,  when 
compared  to  being  able  to  save  most  patients  with 
Mis  and  infections,  for  instance.  Nostalgia  may 
be  only  for  the  “comfortable”  old  days,  but  med- 
ically speaking  those  days  were  not  golden,  but 
brazen  instead,  and  tarnished,  at  that. 

The  word  we  need  to  be  spreading  among  the 
young  is  that  there  is  vast  opportunity  out  there 
for  service  and  satisfaction,  more  than  there  is 
anywhere  else.  My  prediction  is  that  much  of  the 
present  turmoil  will  eventually  settle  down,  and 
doctors  can  once  again  concentrate  on  practicing 
medicine.  With  education  on  the  situation,  I think 
the  public  will  demand  it.  Changing  our  focus  a 
bit  to  appear  to  them  less  greedy  can  only  help 
our  chances  of  that  happening. 

J.B.T. 
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Sic  ’Em,  Tiger 

In  case  you  think  you  feel  the  noose  tighten- 
ing, it’s  because  it  is.  If  you  sense  ambivalence 
in  my  message,  comparing  this  with  opinions  ex- 
pressed in  an  editorial  written  earlier  (only 
slightly — see  above),  it’s  because  there  is.  If  you 
think  I think  good  will  ultimately  win  out,  don’t, 
because  I don’t.  If  you  think  I think  the  medical 
practice  climate  will  (ultimately)  improve,  though, 
as  I said  before,  you’re  right,  because  I do.  It 
isn’t  a matter  of  good  winning  out;  it’s  a matter 
of  pure  pragmatism.  If  you  think  I think  things 
might,  or  perhaps  better,  will,  get  worse  before 
they  get  better — right  again;  I do.  The  reason  I 
do  is  the  reason  for  the  editorial,  and  the  reason 
for  that  is  a missive  I received  in  the  mail  the 
other  day — yesterday,  in  fact — from  a local  hos- 
pital, concerning  what  Blue  Cross  will  (not  much) 
or  will  not  (a  whole  lot)  pay  for.  If  you  think  this 
paragraph  is  an  example  of  convoluted  thinking, 
you’re  right  again.  It  was  intentional. 

What  Blue  Cross  said  was  that,  in  company 
with  Medicare  (and  probably  ultimately  all  third 
party  carriers),  it  will  not  pay  for  admission  to 
the  hospital  the  night  before  surgery  except  in  a 
very  limited  number  of  situations.  If  your  patient 
happens  to  be  old,  they  said,  and  will  have  trou- 
ble making  it  in  in  time  for  early  surgery,  put  the 
surgery  off  ’til  afternoon,  they  said.  But  don’t 
admit  him  the  night  before;  we  won’t  pay,  they 
said. 

I predict  all  of  that  will  not  go  over  very  big 
with  a lot  of  patients.  But  you  do  remember,  I 
trust,  about  the  Golden  Rule:  He  who  has  the 
gold  makes  the  rules.  I trust  you  also  remember 
all  of  the  things  you  were  taught  in  your  profes- 
sional liability  carrier’s  loss  prevention  seminars. 
In  case  you  have  forgotten,  I shall  refresh  your 
memory.  It  is  very  simple:  it  is  incumbent  upon 
a patient’s  attending  physician  or  surgeon  to  do 
at  all  times  what  is  best  for  the  patient,  no  mat- 
ter what,  Blue  Cross  or  Medicare  or  anybody  else 
to  the  contrary  notwithstanding.  If  you  don't,  you 
will  not  unlikely  find  yourself  in  very  deep  trou- 
ble. If  the  worst  happens,  you  undoubtedly  will; 
if  it  doesn’t,  you  might  anyhow,  out  of  simple 
disaffection. 

If  you  get  the  feeling  this  places  you  (again) 
between  the  rock  and  the  hard  place,  you’re  right. 
It  does.  If  you  think  any  third  party  cares,  guess 
again.  This  makes  it  doubly  important  that  the 
patient  understand  who  his  friends  are  and  who 
they  are  not.  Who  they  are  not  are  the  ones  who 
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have  to  shell  out  money  for  them.  You  had  bet- 
ter see  to  it  that  it  is  you  who  are,  and  that  your 
patient  knows  it.  This  is  the  only  antidote  to  the 
current  popular  travesty  on  the  Golden  Rule. 

Go  ye,  therefore,  and  sic  ’em,  Tiger. 

J.B.T. 


Tennessee  Geriatrics  Society 

The  Tennessee  Geriatrics  Society  (TGS)  was 
founded  in  1986  to  promote  the  quality  of  life  and 
medical  care  of  older  Tennesseans;  it  is  an  official  state 
affiliate  of  the  American  Geriatrics  Society  and  it  is  an 
approved  organization  of  the  Tennessee  Medical  As- 
sociation. 

The  TGS  will  meet  April  13  at  the  Opryland  Hotel 
in  Nashville  in  conjunction  with  the  annual  meeting  of 
the  Tennessee  Medical  Association  and  the  Tennessee 
Association  of  Long-Term  Care  Physicians.  The  sci- 
entific session  will  focus  on  updates  on  dementia  and 
osteoporosis,  new  developments  in  hearing  disorders, 
and  urinary  tract  infections  in  the  elderly. 

The  TGS  has  the  distinction  of  being  the  first  and 
largest  statewide  affiliate  of  the  American  Geriatrics 
Society,  boasting  103  members  currently.  We  look  for- 
ward to  your  participation. 

James  S.  Powers,  M.D. 

Div.  of  Internal  Medicine 
Vanderbilt  Medical  Center 
Nashville,  TN  37232 


James  Thoburn  Holmes,  age  85.  Died  November  20, 
1988.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Consolidated  Medical  Assembly 
of  West  Tennessee. 

Lee  L.  Williams,  age  69.  Died  November  28,  1988. 
Graduate  of  Meharry  Medical  College.  Member  of 
Knoxville  Academy  of  Medicine. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Thirteen  TMA  members  qualified  for  the 
AMA  Physician's  Recognition  Award  during 
November  1988. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 


Arthur  E.  Jacobs,  M.D.,  Memphis 
Dabney  James,  M.D.,  Chattanooga 
Ambrose  M.  Langa,  M.D.,  Columbia 
Clark  D.  Lea,  M.D.,  Nashville 
Robert  E.  Northrop,  M.D.,  Kingsport 
Takis  Patikas,  M.D.,  Nashville 
James  A.  Ramsey,  M.D.,  Brentwood 
James  W.  Shaw,  M.D.,  Cookeville 
Margaret  M.  Stolz,  M.D.,  Nashville 
James  N.  Sullivan,  M.D.,  Nashville 
Floyd  E.  Thurston,  M.D.,  Oak  Ridge 
Raymond  H.  Webster,  M.D.,  Springfield 
Steve  A.  White,  M.D.,  Nashville 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Stephen  R.  McIntyre,  M.D.,  Benton 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Ben  Bob  Mahan,  M.D.,  Tullahoma 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Stephen  Goodwin,  M.D.,  Milan 

GREENE  COUNTY  MEDICAL  SOCIETY 

David  D.  Buckman,  M.D.,  Greeneville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Thomas  A.  Hunter,  M.D.,  Columbia 
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MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

(Students) 

Norma  E.  Anderson,  Memphis 
Anthony  L.  Armstrong,  Memphis 
Keith  L.  Atkins,  Memphis 
Nathan  W.  Baldwin,  Memphis 
Lev  L.  Barats,  Memphis 
Jason  M.  Bennett,  Memphis 
Jonathon  E.  Bennie,  Memphis 
Oran  Lee  Berkenstock,  Memphis 
Robert  A.  L.  Blake,  Memphis 
John  C.  Bomar,  Memphis 
Susan  L.  Boone,  Memphis 
Kimberly  L.  Borns,  Memphis 
Richard  A.  Brazzel , Memphis 
Michael  D.  Bronson,  Memphis 
Joy  C.  Brubeck,  Memphis 
M.  Lavenia  Buchanan,  Memphis 
Ted  D.  Burrow,  Memphis 
Anne  B.  Buttrey,  Memphis 
Paul  C.  Carruth,  Memphis 
Janice  P.  Chen,  Memphis 
Christopher  H.  Clifford,  Memphis 
Bobby  G.  Clifton,  Memphis 
Timothy  R.  Collins,  Memphis 
Carl  J.  Cooper,  Memphis 
Stuart  R.  Copeland,  Memphis 
Mark  A.  Coppess,  Memphis 
E.  M.  Crafton,  Memphis 
John  M.  Crates,  Memphis 
Joe  T.  Crossno,  Memphis 
Stephen  H.  Crouch,  Memphis 
Paul  H.  Dang,  Cordova 
Patricia  L.  Decker,  Memphis 
Larry  M.  Dillaha,  Memphis 
Daniel  B.  Drinnen,  Memphis 
Christopher  J.  Duggins,  Memphis 
Abby  C.  Eblen,  Memphis 
James  D.  Edmonson,  Memphis 
Kirk  A.  Fee,  Memphis 
Edrick  J.  Ferguson,  Memphis 
David  William  Ford,  Memphis 
Marc  R.  Ford,  Memphis 
Regina  T.  Gadomski,  Memphis 
Christopher  S.  Giampapa,  Memphis 
Ronald  P.  Giometti,  Memphis 
J.  Christopher  Graves,  Memphis 
Ralph  Michael  Green,  Memphis 
Kenneth  G.  Hawkins,  Memphis 
Jeff  G.  Hazelwood,  Memphis 
Paul  M.  Henry,  Memphis 
Faramarz  F.  Hidaji,  Memphis 
Robert  G.  Hollabaugh,  Jr.,  Memphis 
Mark  E.  Holland,  Memphis 
A.  Lee  Hunter,  Jr.,  Memphis 
Tina  M.  James,  Memphis 
Amy  B.  Jenkins,  Memphis 
James  E.  Jewell,  Memphis 
Cyrias  John,  Memphis 
Alex  W.  Johnson,  Bolivar 
Nicholas  Joseph,  Jr.,  Memphis 
Lacey  Frankum  Kaiser,  Memphis 
Keith  E.  Kelly,  Memphis 


Grace  S.  Kim,  Memphis 
Scott  M.  Kloek,  Memphis 
William  C.  Lamb,  Memphis 
Jeffrey  C.  Lawhon,  Memphis 
Laura  A.  Lee,  Memphis 
John  P.  Little,  Memphis 
Jim  Loden,  Memphis 
Elizabeth  S.  Lowe,  Memphis 
Amy  S.  Mcllveen,  Memphis 
Robert  H.  McKinney,  Memphis 
Godwin  O.  Maduka,  Memphis 
Anuj  Paul  Manocha,  Memphis 
Derek  E.  Marshall,  Memphis 
Bill  H.  Maynard,  Memphis 
Kyle  H.  Miller,  Memphis 
Victoria  L.  Moffat,  Memphis 
Andrea  A.  Moman,  Memphis 
Charles  E.  Montgomery,  Memphis 
Sarah  E.  Moore,  Memphis 
Sanda  Y.  Morelock,  Memphis 
Lisa  C.  Mosher,  Memphis 
Lisa  M.  Murray,  Memphis 
Cynthia  L.  Myers,  Memphis 
Mary  E.  Neal,  Memphis 
Ann  M.  Newsome,  Memphis 
Khuong  V.  Nguyen,  Memphis 
Lorenzo  D.  Nichols,  111,  Memphis 
Susan  Noe,  Memphis 
F.  David  Osborn,  Memphis 
Sean  C.  Owens,  Memphis 
Jennifer  L.  Paine,  Memphis 
Paul  P.  Patel,  Memphis 
Valesia  M.  Phillips,  Memphis 
Julia  A.  Pierce,  Memphis 
Angela  C.  Quarles,  Memphis 
Lon  F.  Raby,  Jr.,  Memphis 
Trelvis  L.  Ragin,  Memphis 
Angela  Rambalakos,  Memphis 
Amanda  M.  Reiter,  Memphis 
Keith  E.  Reitzel,  Memphis 
James  B.  Rivers,  Jr.,  Memphis 
Steve  B.  Shankle,  Memphis 
Deaver  T.  Shattuck,  Memphis 
Laura  A.  Sieffert,  Memphis 
E.  Scott  Sills,  Memphis 
Kellie  A.  Smith,  Memphis 
Steven  R.  Spurlock,  Memphis 
Stephen  W.  Stair,  Memphis 
Rhonda  K.  Sullivan,  Memphis 
Jeffrey  S.  Summers,  Memphis 
Patrick  B.  Teer,  Cordova 
Christopher  R.  Tomaras,  Memphis 
William  David  Vines,  Memphis 
LisaJ.  Virostek,  Memphis 
Otis  S.  Wall,  Memphis 
B.  Alan  Wallstedt,  Memphis 
Christie  G.  Weaver,  Memphis 
Timothy  P.  Weirich,  Memphis 
W.  Allen  Wesche,  Bartlett 
James  W.  Whelan,  Memphis 
Mark  A.  Williams,  Memphis 
Jerry  P.  Wilson,  Memphis 
Robert  E.  Wray,  III,  Memphis 
Frank  D.  Wright,  Memphis 
George  C.  Yu,  Memphis 
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ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Delvin  E.  Littell,  M.D.,  Deerlodge 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Elizabeth  Mitchell , M.D.,  Gallatin 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Marc  A.  Aiken , M.D.,  Johnson  City 
Craig  A.  Lapham,  M.D.,  Johnson  City 
Christopher  W.  Sholes,  M.D.,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Gerald  Owen  Daniel,  M.D.,  Brentwood 


pcf/onal  new/ 


James  C.  Denneny,  III,  M.D.,  Knoxville,  has  received 
the  prestigious  Honor  Award  from  the  American 
Academy  of  Otolaryngology-Head  and  Neck  Surgery. 

The  following  TMA  members  have  been  certified  as 
Diplomates  of  the  American  Board  of  Family  Practice: 
David  L.  Garey,  M.D.,  Lawrenceburg;  Laurence  C. 
Swan,  M.D.,  Cleveland. 

The  following  TMA  members  have  been  elected  Fel- 
lows of  the  American  College  of  Surgeons:  George 
Bone,  M.D.,  Lawrenceburg;  Robert  J.  Dray,  M.D., 
Murfreesboro;  Michael  S.  Greer,  M.D.,  Chattanooga; 
Ken  H.  Tozer,  M.D.,  Milan. 


announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

March  4-8  International  Anesthesia  Research  Soci- 
ety— Buena  Vista  Palace  Hotel.  Lake  Buena 
Vista.  Fla. 

March  4-10  United  States  and  Canadian  Academy  of 
Pathology — Hilton  Hotel.  San  Francisco 

March  7-11  American  Society  for  Dermatologic  Sur- 
gery— Harbor  Beach,  Ft.  Lauderdale,  Fla. 


March  8-15 

American  Society  of  Contemporary  Medi- 
cine and  Surgery — Diplomat,  Hollywood. 
Fla. 

March  8-15 

American  Society  of  Contemporary  Oph- 
thalmology— Diplomat,  Hollywood,  Fla. 

March  9-1 1 

American  Psychosomatic  Society — Ramada 
Renaissance,  San  Francisco 

March  18-24 

American  Society  of  Neuroradiology — The 
Peabody,  Orlando,  Fla. 

March  19-22 

Society  for  Adolescent  Medicine — San 
Francisco 

March  19-23 

American  College  of  Cardiology — Ana- 
heim, Calif. 

March  19-24 

American  Association  of  Immunologists — 
New  Orleans 

March  19-24 

American  Association  of  Pathologists — New 
Orleans 

March  19-24 

American  Society  for  Pharmacology  and 
Experimental  Therapeutics— New  Orleans 

March  23-26 

American  Medical  Student  Association — Las 
Vegas 

March  29-April  1 American  Burn  Association — Hyatt  Regen- 
cy, New  Orleans 

March  31-April  3 American  Orthopsychiatric  Association — 
Hilton  Hotel,  New  York 

April  1-5 

American  Association  of  Orthopaedic  Med- 
icine— Riviera,  Las  Vegas 

April  2-5 

American  Society  of  Abdominal  Surgeons — 
National  Center  for  Continuing  Medical  Ed- 
ucation, Tampa,  Fla. 

April  13-16 

American  College  of  Physicians — Fairmont 
Hotel,  San  Francisco 

April  13-16 

American  College  of  Preventive  Medicine — 
Westin,  Atlanta 

April  14-18 

American  Fracture  Association — The  Pointe, 
Phoenix 

April  15-17 

American  Society  for  Laser  Medicine  and 
Surgery — Hyatt  Regency  Crystal  City,  Ar- 
lington, Va. 

April  16-19 

Society  for  Cardiovascular  Anesthesiolo- 
gy— Sheraton,  Seattle 

April  23-26 

Southwestern  Surgical  Congress — Hyatt  Re- 
gency, Monterey,  Calif. 

April  23-28 

American  Cleft  Palate  Association — Rama- 
da Renaissance,  San  Francisco 

April  26-29 

Society  for  General  Internal  Medicine — 
Hyatt  Regency  Crystal  City,  Arlington,  Va. 

April  27-30 

American  Association  for  the  History  of 
Medicine — Hilton,  Birmingham,  Ala. 

April  27-30 

Society  for  Research  in  Child  Develop- 
ment— Kansas  City,  Kan. 

April  28-May  1 

American  Society  for  Clinical  Investiga- 
tion— Sheraton,  Washington,  D.C. 

April  28-May  1 

Association  of  American  Physicians — Sher- 
aton, Washington,  D.C. 

April  29-May  5 

American  Occupational  Medicine  Associa- 
tion— Sheraton,  Boston 

STATE 

March  8-10 

American  Society  for  Clinical  Pharmacology 
and  Therapeutics — Oprvland  Hotel,  Nash- 
ville 

March  13-18 

American  Society  of  Clinical  Hypnosis — 
Vanderbilt  Plaza,  Nashville 

April  12-15 

Tennessee  Medical  Association,  Annual 
Meeting — Opryland  Hotel,  Nashville 
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Chattanooga-Hamilton  County  Medical  Society 

Auxiliary’s  Health  House 


Health  House  is  a privately  funded  nonprofit  teach- 
ing center  dedicated  to  the  advancement  of  learning  in 
health  education.  It  is  designed  specifically  for  the 
presentation  of  dramatic  instruction.  Sophisticated  vis- 
ual aids,  three-dimensional  exhibits  and  models,  crea- 
tive electronic  devices,  and  sensitive  and  adaptive 
teaching  are  integral  to  the  Health  House  experience. 

Since  its  opening  in  February  1984,  approximately 
40,000  students  in  grades  two  through  six  have  visited 
Health  House.  The  students  are  from  public  and  pri- 
vate schools  in  the  Chattanooga  and  Hamilton  County 
area  and  surrounding  areas  of  North  Georgia.  There 
is  a suggested  donation  of  $1  per  student,  generating 
approximately  25%  of  the  operating  costs. 

Throughout  the  1987-1988  year,  the  Chattanooga- 
Hamilton  County  Medical  Society  Auxiliary  has  pro- 
vided support  to  Health  House  in  several  fundamental 
areas.  First,  Health  House  receives  considerable  fi- 
nancial support  from  the  medical  auxiliary.  This  year, 
$15,000  of  proceeds  from  the  Forecast  ’89  fashion  event 
was  allocated  to  the  operating  expense  budget.  Addi- 
tionally, individual  members  of  the  medical  commu- 
nity contribute  annually. 

A second  and  substantial  area  of  support  is  the  pro- 
vision of  volunteers  for  the  daily  operation  of  Health 
House.  Approximately  15  medical  auxiliary  members 
have  volunteered  to  work  2V2  hour  shifts  as  office  as- 
sistants. Responsibilities  include  processing  reserva- 
tions, corresponding  with  schools,  and  meeting  the 
students  and  their  teachers  as  they  arrive.  Each  month 


a total  of  about  40  hours  of  auxilians’  time  is  spent  in 
this  capacity. 

Local  medical  auxilians  also  lend  support  to  Health 
House  by  serving  on  its  30-member  board  of  directors. 
Currently,  the  positions  of  president  and  secretary  are 
held  by  medical  auxilians.  In  addition  to  the  other 
members  serving  on  the  Health  House  board,  the 
president  of  the  medical  auxiliary  serves  the  board  as 
an  ex-officio  member. 

This  year,  program  advancement  has  involved  de- 
veloping a new  script  to  follow  the  “Life  Begins”  pro- 
gram for  fifth  and  sixth  grades.  The  new  script,  “To- 
ward Maturity,”  deals  with  emotions,  teen  attitudes, 
physical  changes,  and  body  awareness.  We  are  pres- 
ently looking  at  some  changes  in  the  original  script  with 
a local  teen  counselor-psychologist.  It  is  our  intention 
to  have  this  new  program  ready  this  year. 

While  Health  House  has  experienced  vast  growth 
during  the  last  four  years,  planning  for  future  projects 
continues. 

Local  support  from  school  officials  and  community 
leaders  has  been  essential,  including  support  for  our 
newest  program,  “Life  Begins,”  dealing  with  human 
reproduction,  but  the  need  for  financial  and  volunteer 
support  continues  to  grow.  It  will  be  a challenge  for 
the  auxiliary  to  remain  at  the  forefront  in  striving  to 
meet  the  needs  of  this  facility.  r ^ 

Mrs.  James  W.  (Gay)  Hedden,  President 
Chattanooga-Hamilton  County 
Medical  Society  Auxiliary 


TENNESSEE  MEDICAL  ASSOCIATION 

1 54TH  ANNUAL  MEETING 
April  12-15,  1989 
Oprylcand  Hotel,  Nashville 


102 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


TMA  PHYSICIAN  SERVICES,  INC. 


SUBSCRIPTION  SERVICES  RECEPTION  ROOM  PROGRAM 

29  Glen  Cove  Avenue  • Glen  Cove,  New  York  11542  • 516-676-4300 

Our  members  qualify  for  the  lowest  subscription  by  ordering  just  once  a year.  Simply  send  us  your  current  labels  (be 
rates  on  magazines  for  office  reception  room  use.  In  addition  to  sure  to  write  the  name  of  the  magazine  on  each  label),  and  we  will 
the  lowest  rates,  we  provide  a free  Renewal  Service  for  all  of  your  inform  you  when  it  is  time  to  renew, 
current  subscriptions.  This  enables  your  office  to  save  valuable  time 


We  encourage  you 

PUBLICATION 

(No  of 
issues 

REG 

SUBSCR 

YOUR 

OFFICE 

PUBLICATION 

(No.  of 
issues 

REG 

SUBSCR 

YOUR 

OFFICE 

to  look  over 

per  yr  ) 

PRICE 

PRICE 

per  yr  ) 

PRICE 

PRICE 

this  list  and  use  our  Association's 

Food  and  Wine 

12 

22.00 

17.00 

PEOPLE 

52 

61.88 

30.94 

program  for  all  your 

magazine 

Football  Digest 

10 

12.95 

7.97 

Petersens  PHOTOGRAPHIC  12 

15.94 

7.97 

needs. 

Forbes 

28 

45.00 

45.00 

♦Popular  Mechanics 

12 

13.97 

7.00 

New  subscriptions 

and 

Fortune 

26 

47.97 

37.50 

Popular  Photoqraphy 

12 

11.97 

6.99 

renewals 

Golf  Digest 

12 

19.94 

11.98 

♦PRACTICAL  HOMEOWNER 

9 

12.97 

6.50 

magazine  extensions 

can 

all  be 

♦GLAMOUR 

12 

15.00 

12.00 

PREMIERE 

12 

18.00 

11.97 

ordered  through  our 

program. 

Golf  Illustrated 

10 

15.00 

7.97 

♦Prevent  ion 

12 

13.97 

7.00 

1 

GOOD  FOODS 

12 

11.97 

11.97 

♦Redbook 

12 

11.97 

6.97 

| TMA  PHYSICIAN  SERVICES,  INC. 

♦Good  Housekeeping 

♦GOURMET 

12 

12 

15.97 

18.00 

9.97 

13.50 

Road  and  Track 
Rolling  Stone 

12 

19.94 

14.99 

i 

— 

— 

— 

26 

23.95 

F5 . 95 

iNo  of 

■ PUBLICATION  iSSues 

REG 

SUBSCR 

YOUR 

OFFICE 

*GQ 

12 

20.00 

15.00 

♦Runner's  World 

12 

19.95 

10.00 

per  yr  ) 

PRICE 

PRICE 

♦Harpers  Bazaar 

12 

16.97 

8.97 

Sailing  World 

12 

21.75 

10.88 

A+ 

12 

24.97 

12.97 

Harpers  Magazine 

12 

18.00 

11.97 

Saturday  Evening  Post 

9 

12.97 

12.97 

American  Health 

10 

14.95 

12.95 

Health  [Spec  i al : 9 i 

ssues] 

16.50 

8.97 

Savvy 

12 

18.00 

9.00 

American  Heritage 

8 

24.00 

18.00 

High  Fidelity 

12 

13.95 

6.98 

SCIENCE  DIGEST 

6 

12.95 

12.95 

Amer.Photog.CSpec  i a 1 : 8 

i ss ] 1 1 .95 

5.98 

HIPPOCRATES 

6 

24.00 

15.00 

Scientific  American 

12 

24.00 

24.00 

A ud  i o 

12 

19.94 

9.97 

Home  Mechanix 

12 

11.94 

8.97 

SELF 

12 

15.00 

12.00 

Automob i 1 e 

12 

18.00 

9.00 

Home  Viewer 

12 

18.00 

11.97 

Sesame  Street 

10 

11.97 

11.97 

Backpacker 

6 

18.00 

9.00 

Hor  i zon 

10 

21.95 

16.00 

SEVENTEEN 

12 

13.95 

13.95 

3 a se  ba 1 1 Digest 

12 

14.95 

9.97 

♦House  Beautiful 

12 

15.97 

8.00 

Shape 

12 

20.00 

17.97 

Basketball  Digest 

8 

9.95 

7.95 

* HOUSE  & GARDEN. 

12 

24.00 

18.00 

Skiing 

7 

11.94 

5.97 

Better  Heal th  & Living 

6 

15.00 

11.97 

Humpty  Dumpty:age  4- 

7 8 

11.95 

9.97 

Sport 

12 

12.00 

7.97 

♦Better  Homes  & Gardensl2 

14.00 

7.00 

Inc . 

12 

24.00 

18.00 

Sporting  News 

55 

59.95 

29.97 

♦BICYCLING 

10 

15.97 

8.00 

Inside  Sports 

12 

18.00 

11.97 

♦Soorts  Afield 

12 

13.97 

6.99 

Boat i ng 

12 

21.94 

14.97 

Jack  & Jill: age  6-8 

8 

11.95 

9.97 

SPORTS  ILLUSTRATED 

54 

64.26 

32.13 

3owl i ng  D i gest 

6 

12.00 

9.97 

Jet 

52 

36.00 

26.00 

STAR 

52 

32.00 

16.00 

♦Br ides 

6 

18.00 

13.50 

Ladies  Home  Journal 

12 

19.95 

11.97 

Stereo  Review 

12 

11.97 

5.99 

Car  Craft 

12 

15.94 

9.97 

LIFE 

12 

31.95 

16.50 

Success  Magazine 

12 

17.94 

14.00 

Chanqing  Times 

12 

18.00 

18.00 

M (Civil i zed  Man) 

12 

24.00 

19.95 

Sylvia  Porter  Pers.Fin.12 

19.97 

11.97 

child  (Fashion) 

6 

12.00 

10.00 

♦Mademoi sel 1 e 

12 

15.00 

12.00 

Tenn i s 

12 

17.94 

8.97 

♦CHILDRENS  iss/18  months 

11.97 

6.00 

McCal 1 s 

12 

12.95 

7.95 

3-2-1  Contact 

10 

12.97 

12.97 

Chi  Idrens  Dig: age  7-11 

8 

11.95 

9.97 

Metropol i tan  Home 

12 

18.00 

9.97 

TIME 

52 

58.25 

29.25 

♦Colonial  Homes 

6 

14.97 

9.97 

Modern  Photography 

12 

13.98 

7.98 

Tours  and  Resorts 

6 

12.00 

9.97 

♦Connoi sseur 

12 

19.95 

10.00 

Mother  Jones 

9 

24.00 

16.00 

♦Town  & Country 

12 

24.00 

12.00 

Consumers  Reports 

12 

18.00 

18.00 

MONEY 

12 

31.95 

16.00 

Travel  & Leisure 

12 

29.00 

15.00 

♦Cosmopol i tan 

12 

24.97 

15.00 

Motor  Trend 

12 

19.94 

9.97 

Conde  Nast's  TRAVELER 

12 

24.00 

12.00 

♦Country  Living 

12 

15.97 

9.97 

♦Motorboat i ng  & Sail 

i n g 1 2 

15.97 

7.99 

TV  Guide 

52 

39.00 

37.44 

Cruise  Travel 

6 

12.00 

9.97 

MS  Magazine 

12 

16.00 

10.97 

■ U.S.  News  i 

52 

34.50 

17.25 

Cycle 

12 

15.94 

7.97 

Nation's  Business 

12 

22.50 

12.97 

USA  Today 

260 

130.00 

97.50 

DISCOVER 

12 

27.00 

13.50 

New  Eng. Journal  of  Med  52 

69.00 

US  Magazine 

26 

23.95 

14.97 

Ebony 

12 

16.00 

10.97 

NEW  REPUBLIC 

52 

56.00 

28.00 

♦VAN I tY  FAIR 

12 

12.00 

9.00 

The  Economist 

52 

98.00 

60.00 

New  Woman 

12 

15.00 

11.97 

Vegetarian  Times 

12 

24.95 

19.95 

Electric  Company 

10 

10.97 

10.97 

NEW  YORK  MAGAZINE 

50 

35.00 

17.50 

♦Vogue 

12 

28.00 

21.00 

♦ELLE 

12 

24.00 

16.00 

New  York  Woman 

10 

20.00 

15.00 

Video  Review 

12 

12.00 

6.97 

EM  (Ebony  Man) 

12 

16.00 

10.97 

52 

41.08 

21.85 

W Magazine 

26 

30.00 

23.00 

ESQUIRE 

12 

17.94 

9.95 

New  Yorker 

52 

32.00 

24.00 

Winning  [Bicycle] 

12 

19.95 

15.95 

Essence 

12 

12.00 

9.96 

onnrui 

12 

24.00 

15.96 

Women's  Sports/F i tnes 

s 12 

12.95 

12.95 

[umniimlik 

10 

24.00 

12.00 

1001  Home  Ideas  [Spec:8  issues] 

11.97 

Working  Mother 

12 

11.95 

7.95 

Family  Circle 

17 

14.97 

9.97 

♦Organic  Gardening 

12 

12.97 

6.50 

Working  Woman 

12 

18.00 

12.00 

Family  Comput i ng 

12 

19.97 

9.99 

Outs  ide 

10 

16.00 

12.00 

World  Tennis  [Spec:9 

iss] 

12.00 

8.97 

Field  & Stream 

12 

15.94 

7.97 

Ovation 

12 

21.00 

11.95 

World  Travel ing 

4 

11.00 

9.95 

F if ty  Plus 

12 

15.00 

11.97 

PC  Magazine 

22 

34.97 

21.97 

Yachting 

12 

19.98 

12.97 

Financial  World 

26 

44.95 

25.95 

PARENTING 

10 

18.00 

9.00 

YM 

12 

14.00 

7.00 

Flying 

12 

18.98 

15.97 

Parents 

12 

20.00 

10.00 

HUNDREDS  OF  OTHER  TITLES  i 

AVAILABLE  - JUST  ASK! 

NAME 


SUBSCRIPTION  SERVICES,  INC. 
29  Glen  Cove  Avenue 
Glen  Cove,  New  York  11542 


NAME  OF  PUBLICATION 


ADDRESS 
CITY 


.STATE 


.ZIP. 


□ VISA 

□ M/C  No. 


YEARS  PRICE 


Exp.  Date. 


You  may  pay  by  check  or  credit  card  Please  make  checks  payable  to  SSI 


Terms:  Subscriptions  are  one  year  unless  otherwise  noted 
Prices  subject  to  publishers'  changes. 

Guarantee:  Our  prices  are  the  lowest,  our  service  the  best. 
Renewals:  Please  send  the  address  label  from  your  magazine 
at  least  8 weeks  in  advance  of  expiration  date. 

New  Orders:  Publishers  take  from  8 to  12  weeks  to  start  your 
subscription. 


TOTAL 


TNMD2-89 


Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

July  26-27, 1988 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Paul  Johnson,  M.D.,  Consultant 
I.  Lee  Arnold,  M.D. 

This  was  a continuation  of  the  hearing  which  was 
started  on  June  22,  1988,  for  Dr.  Adedamola  O.  Oni. 
The  Board  members  who  started  the  hearing  on  June 
22,  1988  were  reappointed  in  order  to  finish  this  hear- 
ing with  the  same  Board  members,  since  two  of  these 


members  are  no  longer  on  the  Board. 

After  hearing  the  case,  the  Board  found  Dr.  Oni 
guilty  of  unprofessional,  dishonorable,  or  unethical 
conduct,  and  guilty  of  making  false  statements  or  rep- 
resentations, being  guilty  of  fraud  or  deceit  in  obtain- 
ing admission  to  practice,  in  being  guilty  of  fraud  or 
deceit  in  the  practice  of  medicine.  The  Board  voted 
unanimously  to  revoke  Dr.  Oni’s  license  effective  July 
27,  1988. 

The  meeting  adjourned  at  1:15  pm  on  July  27,  1988. 


August  3,  1988 


Members  Present:  Duane  C.  Budd,  M.D. 

William  W.  Cloud,  M.D. 

Edgar  L.  Scott,  Jr.,  M.D. 

Oscar  M.  McCallum,  M.D. 

Chris  Blevins,  M.D. 

Dr.  Duane  Budd  opened  the  meeting  at  8:30  am. 
This  meeting  was  primarily  an  orientation  meeting 
for  the  three  new  Board  members — Drs.  Scott,  Mc- 


Callum, and  Blevins. 

Dr.  James  Gilmore — Reciprocity  application  was 
approved  for  licensure.  Dr.  Gilmore  had  been  re- 
quested to  come  so  the  new  Board  members  would 
become  familiar  with  full  Board  interviews. 

The  Board  voted  to  have  Dr.  Paul  Johnson  con- 
tinue as  consultant  until  the  Board  meets  and  makes  a 
decision  concerning  the  consultant. 

The  meeting  adjourned  at  3:30  pm. 


August  16-17,  1988 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Jr.,  M.D. 

Oscar  M.  McCallum,  M.D. 

Chris  Blevins,  M.D. 

The  minutes  from  the  June  21  and  22,  1988  meeting 
were  approved  as  submitted. 

Reciprocity  applications  were  unanimously  ap- 
proved for  Drs.  Rajiv  Khurana,  Thomas  R.  Klinner, 
Jr.,  Anita  R.  Martin,  Doniah  H.  Mishu,  John  Connol- 
ly, Robert  D.  Clayton,  Surinderpal  S.  Sodhi,  Firth  S. 
Spiegal,  and  Alfred  J.  Dowe. 
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The  reciprocity  application  was  denied  for  Dr.  Nay- 
ana  M.  Trivedi  since  she  did  not  receive  a passing  score 
on  FLEX  Clinical  Sciences.  In  order  to  be  eligible  for 
licensure,  the  applicant  must  retake  the  complete 
FLEX  examination.  The  reciprocity  application  was 
denied  for  Dr.  Marvin  E.  McElroy  since  he  did  not 
receive  a passing  score  on  component  1 of  FLEX.  To 
be  eligible  for  licensure,  applicant  must  either  retake 
FLEX  or  become  board  certified  in  his  specialty.  The 
reciprocity  application  for  Dr.  John  D.  Lidstone  was 
approved  with  restrictions  that  he  maintain  contract 
with  the  TMA  Impaired  Physician  Program  for  two 
years  and  that  he  practice  in  a supervised  metropolitan 
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area  for  one  year.  The  reciprocity  application  for  Dr. 
Raymond  J.  McFadden  was  taken  under  advisement 
and  a decision  will  be  made  at  the  next  Board  meet- 
ing. Action  was  deferred  on  the  application  of  Dr. 
Gaylon  M.  Bates,  since  applicant  was  not  present. 

Election  of  officers  was  held:  Dr.  Duane  C.  Budd 
was  reelected  as  president  and  Dr.  William  W.  Cloud 
was  reelected  as  secretary.  Since  no  other  names  were 
put  in  nomination,  these  were  elected  by  acclamation. 

Dr.  Carol  Gorban  was  present  to  request  the  lifting 
of  restrictions  against  her  license.  The  Board  voted  to 
lift  previously  imposed  restrictions  and  to  have  Dr. 
Gorban  personally  appear  before  the  Board  each  time 
prior  to  renewal  of  her  license  with  documentation  from 
treating  psychiatrist  that  she  is  still  in  recovery. 

Hearings 

Dr.  Norman  Saliba — The  Board  proposed  the  fol- 
lowing: That  Dr.  Saliba  agree  to  enter  and  successfully 
complete  a 30-day  intensive  therapy  program  in  order 
to  regain  advocacy  with  the  TMA  Impaired  Physician 
Program.  At  end  of  this  period,  his  suspension  would 
be  lifted.  He  would  be  put  on  probation  for  a period 
of  not  less  than  five  years;  he  would  maintain  after- 
care contract  with  TMA  Impaired  Physician  Program; 
he  would  have  monthly  urine  screens  and  no  DEA 
certificate  during  this  five-year  probation.  Dr.  Saliba 
and  his  attorney  will  notify  the  Board  if  they  will  ac- 
cept this  proposal  or  if  they  wish  a full  hearing. 

Dr.  Isaac  Brown  was  charged  as  follows:  The  re- 
spondent indiscriminately  prescribes  controlled  sub- 
stances to  his  patients,  allegedly  to  induce  weight  re- 
duction. After  reviewing  the  complaint  information, 
investigative  report,  and  the  testimony  of  witnesses  and 
an  expert  consultant,  the  Board  of  Medical  Examiners 
found  as  follows:  (1)  Respondent  failed  to  appear  for 
a deposition  which  was  scheduled  at  his  office  on  Aug. 
10,  1988  because  he  had  taken  an  overdose  of  narcot- 
ics which  required  him  to  be  hospitalized.  (2)  Re- 
spondent prescribes  controlled  substances  for  weight 
loss  to  patients  who  are  underweight  or  not  over- 
weight. (3)  Respondent  prescribes  controlled  sub- 
stances to  patients  over  extensive  periods  of  time  even 
though  said  patients  are  not  losing  weight  or  are  gain- 
ing weight.  (4)  Respondent  prescribes  controlled  sub- 
stances to  patients  without  performing  an  adequate 
physical  examination  or  history.  (5)  Respondent  pre- 
scribes controlled  substances  to  patients  for  weight  loss 
for  periods  far  greater  than  said  substances  have  been 
scientifically  shown  to  be  effective  for  weight  loss.  (6) 
Respondent  prescribes  controlled  substances  to  pa- 
tients when  no  legitimate  medical  purpose  exists  for 
said  prescribing.  (7)  Even  though  the  respondent's 
practice  is  in  the  small  hamlet  of  Mosheim,  Tenn.,  his 
office  is  crowded  with  out-of-county  and  out-of-state 
patients  on  a daily  basis  as  evidenced  by  his  parking 
lot  where  cars  from  Kentucky,  Georgia,  Alabama,  and 
Virginia  are  routinely  observed.  These  patients  come 
to  the  respondent's  office  because  of  his  reputation  for 
prescribing  “speed”  or  stimulants  to  anyone  who  comes 
to  see  him.  (8)  Even  though  the  respondent  has  been 
served  with  a notice  of  charges  which  alleges  the  re- 
spondent’s overprescribing  of  controlled  substances,  he 
has  continued  to  prescribe  stimulants  to  his  patients  as 


he  did  before  the  charges  were  filed.  (9)  Respondent 
orders  controlled  stimulants  from  drug  wholesalers  for 
dispensing  to  his  patients  in  amounts  which  would 
shock  the  conscience  of  any  prudent  physician.  During 
a 29  day  period,  the  respondent  ordered  108,000  dis- 
age units  of  amphetamine-like  stimulants  (in  addition 
to  6,000  sedatives  and  100  narcotic  analgesics).  During 
this  same  period,  the  respondent  saw,  according  to  his 
records,  1,144  patients  who  were  given  30  dosage  units 
of  stimulant  medications.  These  patients  account  for 
34,320  dosage  units  (30  x 1,144).  This  leaves  73,680 
dosage  units  which  are  unaccounted  for  and  could  not 
possibly  have  been  dispensed  to  patients  during  this 
period  as  the  respondent’s  office  is  overcrowded  with 
stimulant  patients  who  only  spend  about  five  minutes 
with  the  respondent.  (10)  Respondent  could  not  under 
any  circumstances  imaginable  be  ordering  and  dispen- 
sing drugs  in  the  aforesaid  amounts  for  legitimate 
medical  purposes. 

The  Board  therefore  ordered  as  follows:  (1)  Re- 
spondent's license  to  practice  medicine  is  summarily 
suspended  beginning  on  the  date  of  this  order  and  re- 
spondent is  hereby  directed  to  cease  the  practice  of 
medicine  on  such  date.  (2)  That  said  suspension  shall 
remain  in  effect  until  the  final  hearing  is  held  before 
the  Tennessee  Board  of  Medical  Examiners  which  will 
be  scheduled  as  soon  as  possible.  (3)  That  at  the  final 
hearing  of  this  cause,  the  Tennessee  Board  of  Medical 
Examiners  will  determine  whether  the  respondent  is 
guilty  of  violating  the  provisions  of  TCA  63-6-101  et 
seq;  and,  the  Board  will  further  determine,  if  respond- 
ent is  found  guilty,  whether  respondent’s  license  should 
be  suspended  or  revoked  or  whether  other  discipline 
should  be  imposed.  (4)  Respondent  is  notified  of  his 
right  to  appear  with  counsel  at  hearing  in  this  matter; 
and  that  if  he  fails  to  appear,  a default  judgment  may 
be  entered  against  him. 

Dr.  Wayne  Stubblefield — Hearing  continued  due  to 
Board  accepting  an  agreed  order  that  respondent  would 
surrender  his  DEA  certificate. 

Dr.  Mable  T.  Garner  was  charged  with  the  follow- 
ing: The  respondent  has  violated  the  provisions  of  TCA 
63-6-101  et  seq,  including,  but  not  limited  to,  the  fol- 
lowing provisions:  Engaging  in  the  practice  of  medi- 
icine  when  mentally  or  physically  unable  to  safely  do 
so.  [TCA  63-6-214(a)  (18)]. 

The  respondent  has  violated  the  provisions  of  the 
law  set  out  in  the  paragraph  above  on  a series  of  oc- 
casions. These  violations  include,  but  are  not  limited 
to,  the  following:  On  Aug.  29,  1986,  the  Mississippi 
State  Board  of  Medical  Examiners  conducted  a hear- 
ing to  determine  the  respondent’s  fitness  to  practice 
medicine.  The  Board  accepted  the  recommendations 
of  an  Examining  Committee  which  found  that  the  re- 
spondent was  suffering  from  a schizophrenic  disorder, 
paranoid  type,  and  was  unable  to  reasonably  practice 
medicine  with  reasonable  skill  and  safety  to  patients. 
Further,  the  Committee  concluded  that  because  of  the 
disorganized,  delusional,  grandiose  and  paranoid  na- 
ture of  the  respondent’s  condition,  she  was  in  need  of 
immediate  medical  treatment  and  her  continued  prac- 
tice of  medicine  constituted  an  imminent  danger  to 
public  health  and  safety.  The  Board  concluded  that 
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the  respondent  was  unable  to  practice  medicine  with 
reasonable  skill  and  safety  to  patients  by  reason  of 
mental  illness  and  revoked  her  license  to  practice 
medicine.  The  Board  made  the  decision  to  revoke  Dr. 
Garner’s  license  based  on  the  Mississippi  Board  action 
and  other  information.  This  was  a default  judgment 
since  Dr.  Garner  was  not  present. 

Dr.  George  L.  Burgess  was  charged  with  the  fol- 
lowing: (1)  unprofessional,  dishonorable,  or  unethical 
conduct  [TCA  63-6-2 14(a)(  1 )];  (2)  gross  malpractice, 
or  a pattern  of  continued  or  repeated  malpractice,  ig- 
norance, negligence  or  incompetence  in  the  course  of 
medical  practice  [TCA  63-6-2 14(a)  (4)];  (3)  dispen- 
sing, prescribing,  or  otherwise  distributing  any  con- 
trolled substance  or  any  other  drug  not  in  the  course 
of  professional  practice,  or  not  in  good  faith  to  relieve 
pain  and  suffering,  or  not  to  cure  an  ailment,  physical 
infirmity  or  disease  [TCA  63-6-2 1 4( a)  (12)];  (4)  dis- 
pensing, prescribing  or  otherwise  distributing  any  con- 
trolled substance  or  any  other  drug  to  any  person  in 
violation  of  anv  law,  of  the  State  or  of  the  United  States 
of  America  [TCA  63-6-214  (a)  (14)]. 

These  violations  include,  but  are  not  limited  to,  the 
following:  The  respondent  was  disciplined  in  the  state 


of  New  Jersey  for  prescribing  controlled  dangerous 
substances  without  good  medical  cause  and  without  an 
adequate  physical  examination  to  six  individuals  be- 
tween 1976  and  1980. 

After  hearing  all  evidence,  the  Board  voted  to  re- 
voke Dr.  Burgess’  license.  This  was  a default  judg- 
ment since  Dr.  Burgess  was  not  present. 

Other  Business 

The  Board  voted  to  keep  Dr.  Paul  Johnson  as  con- 
sultant at  least  until  the  next  meeting. 

The  list  of  physician  assistants  eligible  for  certifica- 
tion as  submitted  by  the  Committee  on  Physician  As- 
sistants was  unanimously  approved  by  the  Board.  Also, 
the  list  of  physician  assistants  whose  files  are  to  be 
ruled  as  inactive  was  approved  as  submitted.  The  rules 
and  regulations  concerning  statement  of  Scope  of 
Practice  for  Physician  Assistants  were  approved. 

Respiratory  care  rules  concerning  definitions  and 
application  process  were  approved  as  submitted.  The 
rules  concerning  supervision  were  put  on  hold  and  will 
be  taken  up  at  a later  date. 

There  being  no  further  business,  the  meeting  ad- 
journed at  4:30  pm,  Aug.  17,  1988. 


August  24,  1988 


The  Board  of  Medical  Examiners  had  a conference 
call  meeting  at  11  am,  CDT,  Aug.  24,  1988. 

All  members  of  the  Board  were  present,  which  in- 
cluded: Drs.  Duane  Budd,  William  Cloud,  Oscar 
McCallum,  Edgar  Scott,  Jr.,  and  Chris  Blevins. 

The  meeting  was  for  the  purpose  of  deciding 
whether  to  raise  the  renewal  rate.  The  Board  voted 


unanimously  to  raise  the  fee  by  $5,  which  will  make  a 
$25  renewal  fee  from  the  Board  law  and  $15  from  the 
Division  law  for  a total  of  $40.  Rules  and  Regulations 
will  be  changed  so  that  this  will  go  into  effect  with  the 
1989  renewals. 

The  conference  call  ended  at  11:05  am. 
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Malignant  Duodenocolic  Fistulas 


TONY  KATRAS,  M.D.;  PAUL  THUR  DE  KOOS,  M.D.; 
SUE  McCOY,  Ph.D.,  M.D.;  and  PAUL  E.  STANTON,  JR.,  M.D. 


Introduction 

Malignant  duodenocolic  fistulas  are  rare;  car- 
cinoma of  the  colon,  usually  arising  from  the  he- 
patic flexure  or  proximal  transverse  colon,  is  the 
most  common  etiology.  A total  of  69  primary 
malignant  duodenocolic  fistulas  have  been  re- 
ported in  the  world  literature.115  The  problems 
associated  with  these  fistulas  differ  markedly  from 
those  of  uncomplicated  colon  cancer.  Complex 
nutritional  and  electrolyte  disturbances,  the  ex- 
tent of  tumor  spread,  and  the  patient's  general 
condition  preclude  a uniform  surgical  approach. 
This  report  of  a new  case  emphasizes  the  char- 
acteristics and  challenges  of  management  pecu- 
liar to  malignant  duodenocolic  fistulas.  This  is  also 
the  first  reported  case  of  lymphocytic  lymphoma 
causing  a duodenocolic  fistula. 

Case  Report 

Routine  abdominal  exploration  during  a ventral  hernia 
repair  in  a 57-year-old  white  man  revealed  a left  upper  quad- 
rant mass,  which  on  biopsy  was  found  to  be  a non-Hodgkin 
lymphoma  of  a well-differentiated  lymphocytic  type.  The  pa- 
tient also  had  a right  upper  quadrant  lymphomatous  mass  in- 
volving the  proximal  transverse  colon,  extending  to  the  re- 
gion of  the  porta  hepatis.  The  left  colon  mass  was  resected 
and  the  right  upper  quadrant  tumor  was  treated  with  post- 
operative radiation  (3,000  rad).  The  patient  refused  chemo- 
therapy and  any  further  treatment  at  that  time.  One  year  la- 
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ter  he  was  seen  with  an  upper  gastrointestinal  hemorrhage 
and  weight  loss.  Esophagogastroduodenoscopy  revealed  a 
polypoid  lesion  in  the  second  portion  of  the  duodenum,  which 
proved  on  biopsy  to  be  a lymphoma;  CT  showed  a large  ex- 
trinsic duodenal  mass  involving  the  colon  and  the  head  of  the 
pancreas  (Fig.  1).  an  apparent  enlargement  of  the  right  upper 
quadrant  lesion  described  at  the  first  surgery.  The  duodenal 
hemorrhage  was  treated  medically  and  chemotherapy  was 
started  with  epirubicin.  vincristine,  and  prednisone.  Ten  days 
after  his  second  course  of  chemotherapy,  the  patient  devel- 
oped abdominal  pain,  nausea,  and  feculent  vomiting;  an  up- 
per gastrointestinal  barium  study  revealed  a duodenocolic  fis- 
tula (Fig.  2).  Total  parenteral  nutrition  was  begun,  and  the 
patient  underwent  an  exploratory'  laparotomy.  The  tumor  had 
dramatically  responded  to  chemotherapy  and  was  markedly 
reduced  in  size.  No  malignant  cells  were  found  in  the  excised 
tissues,  and  in  fact,  the  head  of  the  pancreas  and  region  of 
the  porta  hepatis  were  no  longer  involved.  We  were  there- 
fore able  to  remove  the  entire  phlegmon,  including  the  fis- 


Figure  1.  CT  scan  showing  large  upper  right  quadrant  tumor  in  region 
of  porta  hepatis. 
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tula,  with  a segmental  duodenectomy  and  transverse  colec- 
tomy. The  duodenum  was  primarily  repaired  and  then  drained 
with  a large  T-tube  duodenostomy.  The  pylorus  was  closed 
with  a TA-55  stapler,  and  vagotomy  and  gastrojejunostomy 
were  performed.  The  patient  received  his  third  cycle  of 
chemotherapy  two  months  after  surgery,  and  there  is  no  evi- 
dence of  recurrent  disease  after  ten  months. 

Discussion 

The  first  case  of  a primary  malignant  duode- 
nocolic  fistula  was  recorded  by  Haldane  in  1862. 10 
Since  then  69  such  cases  have  been  reported  in 
the  literature,1'16  comprising  60  colon  carcino- 
mas, one  colon  lymphosarcoma,  two  gallbladder 
carcinomas,  one  duodenal  carcinoma,  and  five 
carcinomas  of  undetermined  origin.  In  1947,  Cal- 
menson  and  Black2  reviewed  1,400  cases  of  right 
colon  cancer  at  the  Mayo  Clinic  and  found  only 
two  complicated  by  a duodenocolic  fistula.  More 
recently,  Welch  and  Warshaw17  reported  the  ex- 
perience at  the  Massachusetts  General  Hospital 
and  found  five  cases  of  malignant  duodenocolic 
fistula;  they  estimated  its  occurrence  to  be  1 in 
900  colorectal  tumors. 

Benign  processes  leading  to  duodenocolic  fis- 
tulas are  also  rare,  and  include  duodenal  ulcer, 
diverticulitis,  regional  enteritis,  ulcerative  colitis, 
tuberculous  lymphadenitis,  ruptured  appendici- 
tis, pancreatitis,  and  foreign  body  penetration.18 

Malignant  duodenocolic  fistulas  have  occurred 
mostly  in  men;  the  mean  age  is  55  years,  with  a 
range  of  27  to  85.  The  majority  originate  from 
carcinomas  of  the  hepatic  flexure  of  the  colon  and 
infiltrate  the  second  portion  of  the  duodenum 
immediately  adjacent.  The  process  takes  place 
retroperitoneally  and  in  most  cases  is  not  associ- 
ated with  signs  of  perforation  and  peritonitis. 

Patients  usually  have  diarrhea,  abdominal  pain, 
and  weight  loss;  feculent  vomiting  is  a classic  but 
uncommon  sign  of  duodenocolic  fistula.  Diar- 
rhea is  often  severe,  and  frequently  leads  to  elec- 
trolyte imbalance  and  protein  malnutrition.  The 
diarrhea  is  attributed  to  the  reflux  of  colonic 
contents  into  the  duodenum,  which  alters  the  in- 
testinal flora  to  produce  a bacterial  enteritis, 
shunting  of  small  intestinal  contents  into  the  co- 
lon (shortening  transit  time),  and  irritation  of  co- 
lonic mucosa  by  unconjugated  bile  acids  and  hy- 
drochloric acid.19  Abdominal  pain  is  of  varying 
severity  and  typically  epigastric.  Weight  loss 
characteristic  of  the  malignant  process  is  exacer- 
bated by  the  duodenocolic  fistula.  Gastrointes- 
tinal bleeding  of  the  magnitude  of  that  in  our  case 
is  unusual,  but  microcytic,  hypochromic  anemia 
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is  common  and  occult  blood  is  usually  present  in 
the  stools.  Physical  examination  often  reveals  an 
abdominal  mass. 

Laboratory  studies  may  indicate  dehydration, 
anemia,  hypoalbuminemia,  hypoproteinemia,  vi- 
tamin deficiencies,  steatorrhea,  electrolyte  im- 
balance, and  negative  nitrogen  balance.3  These 
abnormalities  should  be  corrected  preopera- 
tively. 

The  diagnosis  of  duodenocolic  fistula  is  most 
often  made  by  barium  enema.  Upper  gastroin- 
testinal series  demonstrates  the  fistulous  tract  less 
frequently,  although  this  was  how  the  diagnosis 
was  made  in  our  patient.  Upper  endoscopy  and 
colonoscopy  may  identify  the  pathologic  lesion 
responsible  for  the  fistula. 

A variety  of  operations  have  been  reported  for 
managing  duodenocolic  fistulas.  All  include  a 
right  hemicolectomy,  ileotransverse  colostomy, 
excision  of  the  fistulous  tract  and  involved  duo- 
denum, and  resection  of  the  tumor. 

The  procedure  most  frequently  employed  has 
been  a right  hemicolectomy  and  partial  duode- 
nectomy with  simple  closure  of  the  duodenal  wall 
defect.  Eighteen  such  cases  have  been  reported, 
with  a postoperative  mortality  rate  of  28%  (five 
patients)  within  the  first  30  days  of  operation.  The 


Figure  2.  Upper  Gl  series  showing  duodenocolic  fistula. 
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high  mortality  rate  has  been  attributed  to  failure 
of  the  closure  of  the  duodenal  defect,  with  sub- 
sequent leakage  and  peritonitis.  Methods  to  aid 
closure  of  the  duodenal  defect,  utilizing  mucosal 
or  serosal  patch  techniques  with  adjacent  loops 
of  bowel,  have  been  described. 9-20-21  The  longest 
survival  reported  in  patients  undergoing  this  op- 
eration was  16  months.  Recurrence  of  tumor  was 
seen  in  most  of  the  patients. 

Complete  resection  of  the  involved  duodenum 
was  first  performed  by  Linton  in  1944. 4 His  rad- 
ical approach  to  the  problem  of  malignant  duo- 
denocolic  fistulas  combined  the  Whipple  tech- 
nique of  pancreaticoduodenectomy  with  a right 
hemicolectomy,  performed  in  two  stages.  In  the 
first,  the  fistula  was  isolated  from  the  stomach  by 
a gastrojejunostomy  and  ileotransverse  colosto- 
my in  an  effort  to  defunctionalize  the  diseased 
bowel,  allowing  the  patient  to  be  nutritionally  re- 
stored. A second  procedure  included  pancreati- 
coduodenectomy and  right  hemicolectomy.  In 
1955,  the  first  one-stage  right  hemicolectomy  and 


Figure  3.  Reconstruction  after  right  hemicolectomy  and  pancreatico- 
duodenectomy. 


pancreaticoduodenectomy  for  a malignant  duo- 
denocolic  fistula  was  reported  by  Janes  and  Mills.5 
Gallagher"  applied  the  term  “extended  right 
hemicolectomy'’  for  this  surgical  approach  to 
malignant  duodenocolic  fistulas  (Fig.  3).  Four- 
teen patients  managed  in  this  way  have  been  re- 
ported, with  no  postoperative  deaths.  Six  of  the 
patients  survived  at  least  2.5  years  after  surgery, 
with  the  longest  term  survivor  reported  at  26 
years  after  operation.  Two  patients  underwent 
segmental  duodenectomy  without  pancreatic  re- 
section. In  the  absence  of  disseminated  disease, 
right  hemicolectomy  with  either  a pancreaticod- 
uodenectomy or  segmental  duodenectomy  is  the 
procedure  of  choice. 

The  patient  described  in  this  report  had  a large 
right  upper  quadrant  lymphoma,  which  eventu- 
ally eroded  into  the  duodenum.  Fortunately  the 
tumor  responded  well  to  chemotherapy,  and  par- 
tial duodenal  resection  with  right  hemicolectomy 
provided  a curative  resection. 

When  tumor  is  unresectable  due  to  massive 
retroperitoneal  involvement,  gastrojejunostomy 
in  conjunction  with  ileotransverse  colostomy  may 
be  employed  (Fig.  4).  This  will  exclude  the  stom- 
ach and  colon  from  the  fistula  and  seems  to  give 
reasonable  palliation.614-21  The  introduction  of 
mechanical  stapling  devices  has  hastened  and 
simplified  many  of  the  anastomoses.15 

Conclusion 

Malignant  duodenocolic  fistulas  are  a rare 
manifestation  of  colonic  carcinoma.  With  the 
support  of  total  parenteral  nutrition,  severe  pro- 


Figure  4.  Gastrojejunostomy  and  ileotransverse  colostomy  as  bypass 
procedure. 
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tein  malnutrition  and  electrolyte  disturbances  can 
be  corrected.  If  disseminated  disease  is  not  pres- 
ent, the  treatment  of  choice  is  an  “extended  right 
hemicolectomy,”  which  would  involve  a right 
hemicolectomy  with  pancreaticoduodenectomy  or 
segmental  duodenectomy.  r S 
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A Manifestation  of 
Theophylline  Toxicity 
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Case  Report 

A 64-year-old  man  with  a history  of  chronic  obstructive 
pulmonary  disease  (FEV,  800  cc)  came  to  the  Veterans 
Administration  Medical  Center  for  evaluation  of  a one-week 
history  of  increasing  dyspnea.  There  was  no  history  of  fever, 
chills,  purulent  sputum,  or  chest  pain.  Medications  at  the  time 
of  admission  were  theophylline  (Theodur)  300  mg  two  times 
a day,  prednisone  5 mg/day,  and  metaproterenol  (Alupent) 
two  puffs  four  times  a day. 

Examination  showed  a blood  pressure  of  140/88  mm  Hg, 
respiratory  rate  22/min.  temperature  37°C,  and  a pulse  rate 
varying  between  120  and  140/min.  He  was  using  his  accessory 
muscles  of  respiration,  with  bilateral  wheezing  on  ausculta- 
tion. Heart  sounds  were  irregular  and  rapid.  Arterial  blood 
gas  determination  revealed  a pH  of  7.36.  Pco:  of  50  mm  Hg, 
and  Po2  of  58  mm  Hg  while  breathing  room  air.  Chest  roent- 
genogram revealed  chronic  changes  without  any  new  infil- 
trates. Serum  theophylline  level  was  24.2  (xg/ml  (normal  10 
to  20).  A rhythm  strip  (Fig.  1)  revealed  a rapid  irregularly 
irregular  rhythm  with  distinct  P waves  of  three  different  shapes 
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consistent  with  multifocal  atrial  tachycardia.  Theophylline  was 
discontinued  and  therapy  with  aerosolized  metaproterenol  and 
intravenous  methylprednisolone  sodium  succinate  (Solu- 
Medrol)  was  begun.  Marked  improvement  occurred  and  the 
patient  was  discharged  home  in  a stable  condition. 

Discussion 

Multifocal  atrial  tachycardia  (MAT)  is  a su- 
praventricular arrhythmia  characterized  by  atrial 
rate  of  usually  greater  than  100/min.  P waves  of 
three  or  more  different  shapes,  and  varying  PP, 
PR,  and  RR  intervals.17  MAT  most  frequently 
occurs  in  elderly  persons  with  serious  cardiopul- 
monary disorders.1'4  It  is  generally  believed  to  in- 
volve enhanced  atrial  automaticity  and  has  been 
termed  “triggered  activity'’  because  its  origin  de- 
pends on  the  characteristics  of  the  prior  beats.5 
Cranefield6  described  triggered  activity  as  repet- 
itive activity  from  after  depolarizations  (second- 
ary depolarizations  occurring  in  phase  4 of  the 
action  potential)  that  reach  threshold.  However, 
the  precise  mechanism  underlying  MAT  is  un- 
known. 


Figure  1.  Rhythm  strip  reveals  a rapid  irregularly  irregular  rhythm  with  distinct  P waves  of  varying  shapes.  Varying  PP,  PR,  and  RR 
intervals  are  also  present. 
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On  physical  examination  MAT  cannot  be  dis- 
tinguished from  atrial  fibrillation.  Both  disorders 
have  an  irregularly  irregular  pulse  and  require  an 
electrocardiogram  to  make  the  correct  diagnosis. 
MAT  is  differentiated  from  atrial  fibrillation, 
atrial  flutter,  and  ventricular  tachycardia  by  hav- 
ing distinct  ectopic  P waves. 

MAT  has  been  commonly  associated  with  de- 
compensated pulmonary  disease.1 4 The  usual 
treatment  is  to  optimize  bronchodilator  therapy 
with  theophylline  and  beta-adrenergic  agents.  In 
some  patients  theophylline  may  precipitate  chaotic 
atrial  activity.  Levine7  described  16  patients  with 
MAT  that  resolved  completely  after  discontinua- 
tion of  theophylline.  In  addition,  five  patients  were 
rechallenged  with  theophylline,  resulting  in  a re- 
turn of  MAT  in  all  five  patients,  illustrating  a cause- 
and-effect  relationship.  MAT  also  was  present  in 
three  patients  in  whom  serum  theophylline  levels 
were  within  the  normal  range  (10  to  20  pg/ml) 
which  emphasizes  the  narrow  therapeutic  window 
between  toxicity  and  efficacy. 

The  majority  of  patients  usually  spontaneous- 
ly recover  with  treatment  of  the  underlying  car- 
diopulmonary disorder,1  but  discontinuation  of 
theophylline  may  result  in  resolution  of  MAT,  as 
illustrated  in  our  patient. 

Antiarrhythmic  agents,  including  lidocaine, 
procainamide,  quinidine,  and  phenytoin,  have  all 
been  ineffective  in  the  treatment  of  MAT.2  Dig- 
italis is  usually  not  effective  in  slowing  the  ven- 
tricular response,  and  has  been  associated  with 
high-grade  atrioventricular  block  and  ventricular 
ectopy  when  incremental  doses  were  used.12  An 
attempt  at  electrical  cardioversion  was  also  inef- 
fective. 

The  calcium  blocker  verapamil  has  been  shown 
to  slow  the  ventricular  rate  of  MAT  with  a con- 
version to  sinus  rhythm  in  38%  of  patients,5 
though  in  contrast,  other  authors5  have  noted 
poor  efficacy  with  this  agent.  Iseri  et  aly  reported 
that  with  magnesium  and  potassium  seven  of  eight 


patients  with  MAT  were  converted  to  sinus 
rhythm  or  sinus  tachycardia.  Beta  blockade  with 
propranolol  has  been  effective  for  MAT,2  though 
it  may  prove  hazardous  in  patients  with  chronic 
obstructive  pulmonary  disease.111  An  alternative 
to  propranolol  has  been  metoprolol,  a cardiose- 
lective  beta-blocking  drug  that  appears  to  pro- 
duce less  respiratory  compromise  than  propran- 
olol." Hazard  and  Burnett8  reported  using 
metoprolol  in  25  patients  with  MAT,  all  of  whom 
showed  a dramatic  slowing  of  heart  rate,  with 
conversion  to  sinus  rhythm  in  68%;  none  of  the 
patients  showed  evidence  of  hemodynamic  or 
respiratory  deterioration.  Therefore,  if  MAT 
persists  after  correction  of  precipitating  factors, 
the  use  of  metoprolol  can  be  justified  if  the 
tachycardia  is  deleterious  to  the  patient.  The 
possibility  of  precipitating  bronchospasm  should 
be  kept  in  mind,  however,  even  though  this  beta- 
blocking agent  is  cardioselective. 

In  summary,  MAT  can  be  a manifestation  of 
theophylline  toxicity  that  can  occur  with  elevated 
or  even  therapeutic  levels.  The  possible  bron- 
chodilator effects  should  be  weighed  against  the 
drug’s  capacity  for  precipitating  ectopic  atrial  ac- 
tivity, with  further  cardiopulmonary  deteriora- 
tion. r % 


REFERENCES 

I.  Shine  Kl.  Kastor  JA.  Yurchak  PM:  Multifocal  atriaf  tachycardia:  clinical 
and  electrocardiographic  features  in  32  patients.  N Engl . I Med  279:344-349.  1968. 

2 Wang  K.  Goldfarb  BL.  Gohel  FL.  et  al:  Multifocal  atrial  tachycardia:  a 
clinical  analysis  in  41  cases.  Arch  Intern  Med  137:161-164.  1977. 

3.  Phillips  J.  Spano  J.  Burch  G:  Chaotic  atrial  mechanism.  Am  Heart  J 78: 171- 
179.  1969. 

4.  Lipson  MJ.  Naimi  S:  Multifocal  atrial  tachycardia  (chaotic  atrial  tachycar- 
dia): clinical  associations  and  significance.  Circulation  42:397-407.  1970. 

5.  Levine  JH.  Michael  JR.  Guarnieri  T:  Treatment  of  multifocal  atrial  tach- 
ycardia with  verapamil.  N Engl . I Med  312:21-25,  1985. 

6.  Cranefield  PF:  Action  potentials,  afterpotentials,  and  arrhythmias.  Circ 
Res  41:415-423.  1977. 

7.  Levine  JH.  Michael  JR,  Guarnieri  T:  Multifocal  atrial  tachycardia:  a toxic 
effect  of  theophylline.  Lancet  1:12-14.  1985. 

8 Hazard  PB.  Burnett  C R Treatment  of  multifocal  atrial  tachycardia  with 
metoprolol.  Crit  Care  Med  15:20-25.  1987. 

9.  Iseri  LT.  Fairshter  RD,  Hardemann  JL.  et  al:  Magnesium  and  potassium 
therapy  in  multifocal  atrial  tachycardia.  Am  Heart  J 110:789-794.  1985. 

10.  Jenne  JW:  Beta  blockers  and  COPD.  Chest  78:675-676.  1980. 

I I . Wunderlich  J.  Macha  HN.  Wudicke  H,  et  al:  Beta-adrenoceptor  blockers 
and  terbutaline  in  patients  w'ith  chronic  obstructive  lung  disease.  Effects  and  in- 
teraction after  oral  administration.  Chest  78:714-720.  1980. 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


P er cutaneous  Retrieval  of  a 
Hickman  Catheter  F ragment 


JAY  B.  MEHTA.  M.D.;  DAVID  S.  ARCHIE.  M.D.; 
WILLIAM  KINCAID.  M.D.;  and  RICHARD  R.  BOWIE.  M.D. 


Introduction 

The  Hickman  catheter  is  a silastic  catheter  fre- 
quently used  in  cancer  patients  to  provide  hyper- 
alimentation and  venous  access.  The  widespread 
use  of  this  catheter,  described  by  Hickman  in 
1979, 1 has  revolutionized  the  care  of  cancer  pa- 
tients and  has  made  home  hyperalimentation 
possible.  With  its  increased  use.  however,  sev- 
eral complications,  such  as  puncture  of  the  sub- 
clavian artery,  pneumothorax,  infection,  throm- 
bosis. and  superior  vena  cava  syndrome,  are  being 
reported  in  the  medical  literature.  We  are  re- 
porting a rare  complication  where  the  catheter 
was  fractured  during  the  process  of  removal.  This 
broken  fragment  was  successfully  retrieved  by  a 
percutaneous  insertion  of  Grollman  pigtail  cath- 
eter and  Dotter  retrieval  basket. 

Case  Report 

A 42-vear-old  white  man  with  diagnosis  of  lymphoma  was 
admitted  for  a repeat  chemotherapy  course,  facilitated  for  the 
last  six  weeks  by  a Hickman  catheter.  As  the  low  grade  fever 
continued  and  he  developed  blisters  on  his  right  foot,  the 
diagnosis  of  herpes  zoster  was  added  to  his  list  of  illnesses. 
During  this  stay  he  received  amphotericin  B.  bleomycin,  vin- 
cristine and  leucovorin.  as  well  as  intravenous  antibiotics  and 
acyclovir  (Zovirax),  through  the  Hickman  catheter.  Physical 
examination  showed  a 42-year-old  white  man  in  no  acute  dis- 
tress: blood  pressure  was  140  60  mm  Hg.  pulse  90  min.  res- 
pirations 14  min.  He  was  somewhat  malnourished,  but  oth- 
erwise the  physical  examination  was  unremarkable.  Initial 
blood  tests  showed  hemoglobin  10.9  gm  dl  with  total  WBC 
count  4.200'cu  mm  and  normal  differential  count.  Electro- 
lytes were  normal  except  for  a slight  elevation  of  BUN  and  a 
serum  potassium  of  3.2  mEq  L. 

On  the  24th  day  of  the  admission,  leakage  was  noted  at 
the  chest  wall  site,  and  since  the  patient  still  had  low  grade 
fever  and  had  accidently  "pulled"  on  the  catheter,  it  was  re- 
moved. During  removal,  the  distal  9 cm  of  the  catheter  broke 
off  and  lodged  in  the  right  subclavian  vein. 

The  patient  was  taken  to  the  radiology  department,  where 
using  a transfemoral  approach,  removal  of  the  catheter  frag- 
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ment  was  attempted  by  snaring  it  with  a Dotter  retrieval  bas- 
ket. As  the  catheter  fragment  was  being  pulled  through  the 
lower  portion  of  the  inferior  vena  cava,  the  catheter  fragment 
fractured  again,  and  the  two  independent  fragments  were 
embolized  through  the  right  atrium  and  right  ventricle,  and 
out  into  the  pulmonary'  outflow  tract  (Fig.  1).  One  3-cm  frag- 
ment came  to  rest  in  the  right  middle  lobe  artery  and  the 
6-cm  fragment  in  the  right  lower  lobe  artery. 

At  that  point,  a No.  7.3  French  Grollman  pigtail  catheter 
was  inserted  through  a No.  8 French  sheath  in  the  right  fem- 
oral vein  and  under  fluoroscopic  guidance  advanced  into  the 
right  middle  lobe  artery.  After  a guidewire  was  passed  through 
the  Grollman  pigtail  catheter  and  wedged  in  a peripheral 
branch  of  the  right  middle  lobe  artery,  the  Dotter  retrieval 
basket  was  removed  from  its  sheath  and  the  sheath  was  passed 
over  the  guidewire  into  the  peripheral  aspect  of  the  right 


Figure  1.  Chest  radiograph  with  white  arrow  showing  Dotter  retrieval 
basket  and  the  dark  arrow  a fragment  of  the  Hickman  catheter. 
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middle  lobe  artery.  After  water  soluble  contrast  was  injected 
through  the  sheath  to  document  its  location  adjacent  to  the 
catheter  fragments,  a Dotter  retrieval  basket  was  passed 
through  the  sheath  and  the  fragment  was  captured  by  the 
basket  and  the  sheath  and  removed  uneventfully  via  the  right 
femoral  sheath.  By  a similar  series  of  angiographic  maneu- 
vers the  second  fragment  was  also  removed  uneventfully. 

During  the  entire  angiographic  procedure,  this  patient's 
cardiac  rate  and  rhythm  were  monitored.  Intravenous  lido- 
caine  was  used  to  prevent  cardiac  arrhythmia.  Although  the 
patient  had  a platelet  count  of  approximately  42,000/cu  mm. 
hemostasis  in  the  groin  was  obtained  without  difficulty.  Fol- 
lowing the  removal  procedure  a triple  lumen  catheter  was 
inserted  into  the  right  subclavian  vein  to  obtain  a new  venous 
access. 

The  patient  tolerated  the  procedure  well.  During  the  next 
three  days  of  follow-up,  patient  was  afebrile  and  had  no  evi- 
dence of  complication  from  the  angiographic  procedure. 

Discussion 

Reliable  means  for  repeated  access  to  the  ven- 
ous system  has  become  of  paramount  importance 
to  the  oncology  patient;  the  silastic  (polymeric 
silicone)  permanent  right  atrial  catheter  provides 
such  a means.  Its  widespread  use  was  described 
by  Hickman  in  1979, 1 generating  a number  of  re- 
ports about  methods  of  placement,2  complica- 
tions,2 and  usage3;  fragmentization  or  breakage 
of  the  catheter  while  attempting  removal  is  a rare 
complication.4-5 

Use  of  the  Hickman  catheter  is  known  to  have 
several  complications2-6  (Table  1).  A complica- 
tion rate  of  34%  was  reported  by  Pessa  and 
Howard  in  157  catheter  placements.  In  patients 
with  leukemia  the  average  catheter  time  was  48 
days,  compared  with  126  days  in  patients  where 
catheters  were  used  for  hyperalimentation  only. 

Intravascular  foreign  body  retrieval  by  percu- 
taneous procedure  was  first  described  in  1964. 4 
A majority  of  cases  involve  retrieval  of  a cathe- 
ter fragment  from  the  superior  vena  cava,  right 
side  of  the  heart,  or  pulmonary  artery.4  Recent- 
ly, percutaneous  retrieval  procedure  with  a suc- 


COMPLICATIONS  OF  HICKMAN  CATHETER 


Intraoperative 

Puncture  of  the  subclavian  artery 
Misplacement 
Pneumothorax 
Aortic  injury 
Postoperative 
Infections 

Staphylococcus  aureus 
Pseudomonas 
Enterobacter  cloacae 
Acinetobacter 
Candida 
Thrombosis 

Superior  vena  cava  syndrome 
Lymphatic  leak 
Embolization 

Post  placement  malposition6 


cess  rate  of  95%  (19  out  of  20)  was  reported  by 
Uflacker  et  al.7 

Our  case  demonstrates  a rare  complication  of 
Hickman  catheter  in  which  two  fragments  of  the 
catheter  were  lodged  in  two  separate  branches  of 
the  pulmonary  artery,  with  prompt  and  success- 
ful retrieval  by  percutaneous  catheter.  r % 
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Introduction 

Although  sarcoidosis  was  first  recognized  clin- 
ically by  Hutchinson  in  1869,  and  the  histologic 
appearance  of  the  skin  lesions  described  by  Boeck 
30  years  later,  the  prevalence  of  the  disease  in 
the  head  and  neck  area  has  only  recently  begun 
to  be  appreciated.1  The  etiology  of  sarcoidosis  is 
still  uncertain,  but  it  is  generally  characterized  by 
a granulomatous  inflammatory  process  involving 
components  of  the  reticuloendothelial  system. 
Although  the  lungs  are  the  most  commonly  in- 
volved organ  system,  head  and  neck  involvement 
occurs  in  approximately  9%  of  all  affected  indi- 
viduals.2 The  protean  manifestations  of  sarcoid- 
osis in  this  area  are  important  to  elucidate  for  di- 
agnosis, treatment  and  follow-up  of  this  disease. 

It  should  not  be  unusual  for  the  tonsils,  as  a 
component  of  the  lymphatic  system,  to  be  in- 
volved in  sarcoidosis;  nevertheless,  the  literature 
contains  only  a few  reports  of  tonsillar  sarcoid- 
osis, and  there  is  little  information  about  the  true 
incidence  or  prevalence  of  the  disease.  We  re- 
port the  case  of  a patient  who  was  treated  for  six 
weeks  for  tonsillitis  and  was  then  found  to  have 
generalized  sarcoidosis  and  bilateral  tonsillar  in- 
volvement; we  review  the  literature  for  incidence 
and  prevalence,  and  present  treatment  options. 

Case  Report 

The  patient  was  a 30-year-old  black  man  with  a six-w'eek 
history  of  recurrent  sore  throat  which  had  failed  to  respond 
to  ampicillin.  On  admission,  greatly  enlarged  tonsils  with  ul- 
cerations were  noted,  and  he  also  had  bilateral  large  rubbery, 
nontender  lymph  nodes  in  the  anterior  and  posterior  cervical 
triangles.  There  was  no  history  of  fever,  chills,  or  night  sweats, 
and  no  respiratory  or  vision  disturbance.  Chest  x-ray  showed 
bilateral  hilar  adenopathy.  The  WBC  count  wras  14,000/cu  mm: 
all  throat  cultures  were  negative.  Tonsillectomy  and  biopsy 
of  a cervical  lymph  node  both  demonstrated  noncaseating 
epithelioid  granulomas  consistent  w'ith  sarcoidosis  (Fig.  1). 
Systemic  therapy  was  not  given. 
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Discussion 

Although  sarcoidosis  can  be  found  throughout 
the  world,  it  has  a higher  incidence  in  the  south- 
ern United  States,  Northern  Europe,  and  Aus- 
tralia.1 In  a controlled  study  in  1984  of  a very 
homogeneous  patient  population,  the  prevalence 
rate  in  Stockholm  was  established  at  64  cases  per 
100,000  citizens.3  Among  American  blacks  from 
the  southeastern  states,  studies  also  have  a high 
prevalence  rate.4  The  lungs  are  involved  in  ap- 
proximately 90%  of  patients,  lymph  nodes  in 
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Figure  1.  Photomicrograph  of  the  tonsils  which  demonstrates  non- 
caseating granulomas  characteristic  of  sarcoidosis. 
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28%,  eyes  in  20%,  skin  in  18%,  with  the  parotid 
glands,  small  bones  of  the  hands  and  feet,  and 
the  central  nervous  system  being  involved  in  5% 
of  patients.1 

Despite  the  involvement  of  the  head  and  neck 
area,  in  9%  of  patients  tonsillar  sarcoidosis  con- 
tinues to  have  an  apparently  low  prevalence  rate.: 
In  1936.  Schaumamr  reported  100%  tonsillar  in- 
volvement in  his  series  of  21  patients,  but  other 
investigators  have  not  reported  this  degree  of 
tonsillar  disease.  In  a 1956  report,  James6  failed 
to  recognize  tonsillar  involvement  in  any  of  his 
150  patients  with  sarcoidosis,  and  Rubin"  in  1944 
identified  only  one  affected  patient  out  of  44  au- 
topsy proven  cases.  There  have  been  several  re- 
ports of  roughly  50%  tonsillar  involvement  with 
sarcoidosis  in  the  Scandinavian  literature,  which 
may  well  reflect  a more  comprehensive  health 
care  in  a homogeneous  population.  In  1980, 
Karmas  and  coworkers  in  Finland  performed 
blind  tonsillar  biopsies  in  macroscopically  normal 
glands  in  50  patients  known  to  have  sarcoidosis, 
and  identified  involvement  in  five  patients,  all  of 
whom  had  active  disease,  as  did  our  patient.  The 
most  common  manifestation  of  disease  in  the 
tonsils  is  hypertrophy,  which  is  usually  asympto- 
matic, although  our  patient  had  a persistent  sore 
throat.  If  patients  known  to  have  sarcoidosis  have 


symptomatic  hypertrophy,  the  local  injection  of 
steroids  has  proved  to  be  an  effective  form  of 
therapy. 

In  summary,  both  primary  care  physicians  and 
head  and  neck  specialists  should  include  tonsillar 
sarcoidosis  in  their  differential  diagnosis  when 
investigating  disorders  of  the  reticuloendothelial 
system  in  the  head  and  neck.  In  symptomatic 
tonsillar  hypertrophy  due  to  sarcoidosis,  local  in- 
jection of  steroids  should  precede  surgical  re- 
moval. Finally,  tonsillar  biopsy  under  local  anes- 
thesia probably  should  be  included  in  the 
diagnostic  workup  in  suspected  sarcoid  patients 
before  more  invasive  procedures,  such  as  scalene 
node  biopsy  or  mediastinoscopy,  even  if  the 
glands  are  macroscopically  normal.  r % 
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AMA  1988  Interim  Meeting  Report 


Opposition  to  Nationalized  (Socialized) 
Health  Care 


At  the  1988  Annual  Meeting,  the  House  asked  the 
AMA  to  develop  a detailed  policy  stating  its  opposi- 
tion to  the  nationalization  (socialization)  of  health  care 
in  the  United  States,  and  that  the  requested  policy  be 
supported  by  facts  taken  from  detailed  studies  of  so- 
cialized medicine  in  other  countries,  that  the  true  cost 
of  socialized  medical  care  in  the  United  States  for  ex- 
isting federal  programs  be  published,  and  that  an  ac- 
tuarial estimate  be  made  of  the  costs  to  inaugurate  such 
a system  in  the  United  States  based  on  the  costs  of 
existing  federal  programs.  The  Board  has  [the  last  part] 
under  study,  for  report  to  the  House  at  a future  meet- 
ing. Such  study  will  more  fully  illuminate  the  detri- 
ment that  nationalized  or  socialized  health  care  sys- 
tems pose  to  the  quality  and  accessibility  of  care. 

The  Board  of  Trustees  has  received  comment  from 
the  Council  on  Legislation  and  from  the  Council  on 
Medical  Service  on  the  subject.  A socialized  medical 
system  is  a system  which  is  characterized  by  central- 
ized public  control,  management,  or  ownership  of  the 
means  of  delivering  and  financing  medical  services.  The 
Board  finds  that  past  policy  adopted  by  the  House  of 
Delegates  unequivocally  opposes  the  establishment  of 
such  a system  in  the  United  States. 

For  example,  adopted  Resolution  16  (T79)  urged 
the  AMA  to  continue  to  advocate  in  a positive  manner 
the  superiority  of  a voluntary,  free-choice  method  of 
medical  and  health  care  delivery  compared  with  a sys- 
tem dominated  and  controlled  by  the  federal  govern- 
ment. Similarly,  adopted  Resolution  24  (A-81)  urged 
the  AMA  to  reaffirm  the  superiority  of  private  medi- 
cal care  in  a pluralistic  system.  Adopted  Resolution  26 
(A-82)  asked  the  AMA  to  oppose  all  legislative  pro- 
posals which,  under  the  misleading  label  of  procom- 
petition, actually  expand  the  bureaucratic  control  of 
medicine  and  foster  lay  corporate  practice.  Resolution 
26  also  asked  the  AMA  to  reaffirm  its  stand  that  pri- 
vate, individualized  medical  care,  financed  through  free 
enterprise  mechanisms  and  allowing  free-choice  op- 
tions, offers  the  highest  quality  of  medical  care  at  the 
lowest  possible  cost. 

Socialized  health  care  systems  in  a number  of  na- 


This  is  AMA  Board  of  Trustees  Report  U (Resolution  62,  A-88), 
submitted  to  the  House  of  Delegates  at  its  interim  meeting  in  Decem- 
ber 1988. 
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tions  embody  characteristics  that  the  AMA  believes 
are  inimical  to  optimal  patient  care.  Among  these  are: 

1.  Provision  of  what  is  portrayed  as  “free”  health 
care  services,  which  leads  to  infinite  demand  on  limit- 
ed resources  and  to  rationing  of  care,  inhibition  of 
technological  development,  and  restriction  of  services 
to  all  patients  regardless  of  their  individual  desires,  best 
interests,  and  needs. 

2.  Restriction  or  elimination  of  provider  competi- 
tion, which  decreases  options  available  to  patients  and 
tends  to  remove  corrective  mechanisms  of  the  free 
market. 

3.  Restriction  or  elimination  of  the  patient’s  free- 
dom to  select  physicians  and  health  care  institutions, 
thus  limiting  the  right  of  the  individual  to  select  med- 
ical care  which  he/she  desires  and  believes  to  be  ap- 
propriate to  their  individual  circumstances. 

4.  Unclear,  unstated,  or  inappropriate  bureaucratic 
policies  which  can  mislead  individual  beneficiaries  as 
to  their  rights  and  responsibilities. 

5.  Restrictions  on  physicians  in  deciding  whom  they 
will  serve  and  in  establishing  a fair  value,  for  their  serv- 
ices, thus  setting  conditions  on  the  freedom  to  prac- 
tice. 

6.  Transfer  of  purchasing  power  from  patients  to 
bureaucrats,  thus  eliminating  the  economic  influence 
of  the  individual  patient  on  the  provider  of  service. 

7.  Expansion  of  complex  rules,  regulations,  and  an 
uninterested  or  disdainful,  remote  bureaucracy,  thus 
adding  costs,  frustration  to  all  parties,  and  hindrances 
to  the  delivery  of  optimal  medical  care  to  the  individ- 
ual. 

These  characteristics  stand  in  marked  contrast  to 
those  that  the  AMA  believes  are  critical  to  excellence 
in  medical  care  and  patient  satisfaction.  The  Board 
notes  that  a cohesive  and  comprehensive  body  of  As- 
sociation policy  and  principles  also  exists  defining  the 
characteristics  of  a medical  care  system  which  are  most 
conducive  to  high  quality  care  that  is  accessible  and  of 
reasonable  cost.  The  Board  of  Trustees  and  the  Coun- 
cils on  Medical  Service  and  Legislation  recommend  the 
reaffirmation  of  the  following  statement  of  principles 
as  a positive  articulation  of  the  Association’s  policy  of 
opposition  to  socialized  or  nationalized  health  care. 

The  American  Medical  Association  supports: 

• Free-market  competition  among  al!  modes  of  health 

care  delivery  and  financing,  with  the  growth  of  any 
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one  system  determined  by  the  number  of  people  who 
prefer  that  mode  of  delivery,  and  not  determined  by 
preferential  federal  subsidy,  regulations  or  promo- 
tion. 

• Freedom  of  patients  to  select  and  to  change  their 
physician  or  medical  care  plan,  including  those  pa- 
tients whose  care  is  financed  through  Medicaid  or 
other  tax-supported  programs,  recognizing  that  in  the 
choice  of  some  plans  the  patient  is  accepting  limi- 
tations in  the  free  choice  of  medical  services. 

• Full  and  clear  information  to  consumers  on  the  pro- 
visions and  benefits  offered  by  alternative  medical 
care  and  health  benefit  plans,  so  that  the  choice  of 
a source  of  medical  care  delivery  is  an  informed  one. 

• Freedom  of  physicians  to  choose  whom  they  will 
serve,  to  establish  their  fees  at  a level  that  they  be- 
lieve fairly  reflects  the  value  of  their  services,  to 
participate  or  not  participate  in  a particular  insur- 
ance plan  or  method  of  payment,  and  to  accept  or 
decline  a third-party  allowance  as  payment  in  full 
for  a service. 

• Inclusion  in  all  methods  of  medical  care  payment  of 
mechanisms  to  foster  increased  cost  awareness  by 
both  providers  and  recipients  of  service,  which  could 
include  patient  cost  sharing  in  an  amount  that  does 
not  preclude  access  to  needed  care,  deferral  by  phy- 
sicians of  a specified  portion  of  fee  income,  and  vol- 


untary professionally  directed  peer  review. 

• The  use  of  tax  incentives  to  encourage  provision  of 
specified  adequate  benefits,  including  catastrophic 
expense  protection,  in  health  benefit  plans. 

• The  expansion  of  adequate  health  expense  protec- 
tion to  the  presently  uninsured,  through  formation 
of  insurance  risk  pools  in  each  state,  sliding-scale 
vouchers  to  help  those  with  marginal  incomes  pur- 
chase pool  coverage,  development  of  state  funds  for 
reimbursing  providers  of  uncompensated  care,  tax 
incentives  to  assist  small  employers  in  buying  health 
insurance  coverage,  and  reform  of  the  Medicaid 
program  to  provide  uniform  adequate  benefits  to  all 
persons  with  incomes  below  the  poverty  level. 

• Replacing  the  present  Medicare  program  with  a sys- 
tem developed  by  the  AMA  of  prefunded  vouchers 
to  older  persons  to  purchase  health  insurance  with 
comprehensive  benefits,  including  catastrophic  cov- 
erage. 

• Development  of  improved  methods  of  financing  long- 

term care  (LTC)  expense  through  a combination  of 
private  and  public  resources,  including  encourage- 
ment of  privately  prefunded  LTC  financing  to  the 
extent  that  personal  income  permits,  assurance  of 
access  to  needed  services  when  personal  resources 
are  inadequate  to  finance  needed  care,  and  promo- 
tion of  family  caregiving.  r ^ 
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Trauma  Rounds 


Rigid  Fixation  of  Complex  Facial  Fractures 

LARRY  A.  SARGENT,  M.D. 


Facial  trauma  sustained  in  motor  vehicle  accidents 
is  commonly  seen  in  large  trauma  centers.  Over  4 mil- 
lion persons  are  injured  in  automobile  accidents  each 
year,  and  72%  of  these  victims  have  injuries  of  the 
head  and  face  (National  Safety  Council).  This  type  of 
high  energy  blunt  trauma  to  the  face  (pan-facial)  can 
result  in  complex  facial  fractures,  which,  if  not  cor- 
rectly diagnosed  and  treated,  can  result  in  significant 
functional  and  cosmetic  deformities. 

The  diagnosis  and  treatment  of  complex  facial  frac- 
tures has  dramatically  changed  over  the  past  ten  years. 
With  radiographic  advances,  utilization  of  craniofacial 
techniques,  and  rigid  miniplate  fixation,  the  functional 
and  aesthetic  results  in  facial  fracture  management  have 
tremendously  improved.  Delayed  treatment  has  been 
replaced  by  early  or  immediate  surgical  treatment  and 
stabilization  of  small  bone  fragments  augmented  by 
bone  grafts  and  miniplate  fixation.  These  recent  ad- 
vances have  allowed  surgeons  to  approach,  and  often 
even  reach,  the  goal  of  restoring  preinjury  facial  ap- 
pearance and  function. 

Case  Report 

A 25-vear-old  man  was  involved  in  a high  speed  motor 
vehicle  accident  in  which  his  car  was  struck  from  the  side  and 
rolled  down  an  embankment,  lie  was  trapped  in  his  car  for 
approximately’  30  minutes  before  being  rescued  by  the  emer- 
gency medical  technicians. 

Initial  evaluation  in  the  emergency  room  revealed  him  to 
be  awake  and  alert,  with  stable  vital  signs.  Evaluation  by  the 
emergency  physician  and  consultations  bv  the  neurosurgeon 
and  general  surgeon  gave  no  evidence  of  intracranial,  chest, 
or  abdominal  injuries.  An  orthopedic  consultation  confirmed 
a compound  comminuted  fracture  of  the  left  proximal  radius, 
ulna,  and  a closed  fracture  of  the  right  tibial  and  libular  shaft. 

A plastic  surgery  consultation,  obtained  for  evaluation  of 
the  facial  injuries,  revealed  moderate  facial  edema  and 
eechymosis  yvith  bilateral  mandibular  fractures  and  marked 
malocclusion.  The  maxilla  was  freely  mobile  with  the  poste- 
rior aspect  displaced  interiorly.  Multiple  fractures  could  be 
palpated  in  the  inferior  orbital  rims  bilaterally,  although  the 
nasoethmoid  complex  was  stable.  Vision  was  normal,  with  no 
evidence  of  entrapment. 

Radiographic  evaluation  of  the  face  included  a panorex  as 
well  as  two-  and  three-dimensional  CT  scans  (Fig.  1),  con- 
firming a comminuted  right  ramus  and  subcondylar  fracture, 
left  mandibular  angle  fracture,  severely  comminuted  maxil- 
lary fracture  (LeFort  I),  and  bilateral  comminuted  zygomatic- 


From  the  Department  of  Plastic  Surgery,  University  of  Tennessee 
College  of  Medicine,  Chattanooga  Unit. 
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Figure  1.  Three-dimensional  CT  scan  demonstrating  comminuted 
maxillary  and  mandibular  fractures. 


orbital  fractures. 

Operative  treatment  consisted  of  open  reduction  and  in- 
ternal fixation  of  the  left  ulna  and  right  tibia  fractures.  The 
facial  fractures  were  managed  by  complete  exposure  of  all 
fractures  and  rigid  miniplate  stabilization.  First,  arch  bars  were 
applied  and  the  patient  placed  in  intermaxillary  fixation.  The 
right  subcondylar,  ramus,  and  left  angle  mandibular  fractures 
yvere  exposed  intraorally  and  stabilized  with  miniplates  (Fig. 
2).  The  severely  comminuted  maxilla  was  exposed  through  an 
upper  buccal  sulcus  incision  and  all  four  buttresses  stabilized 
with  miniplates  (Fig.  3).  The  zygomatic-orbital  fractures  were 
exposed  through  subciliary  and  lateral  upper  eyelid  incisions. 
The  fractures  of  the  zygomatic-frontal  suture  and  the  inferior 
orbital  rims  were  plated  (Fig.  2).  The  intermaxillary  fixation 
was  removed  on  the  second  postoperative  day. 

The  postoperative  course  was  uneventful.  At  six  months 
after  surgery  his  preinjury  facial  appearance  has  been  re- 
stored and  his  occlusion  is  normal  (Fig.  4). 

Discussion 

The  diagnostic  evaluation  of  facial  fractures  has 
dramatically  advanced  with  the  use  of  two-  and  three- 
dimensional  CT  scans.  These  scans  have  replaced  the 
plain  radiographs  for  diagnosis  of  midface,  nasoeth- 
moid, orbital,  and  frontal  sinus  fractures.  The  three- 
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dimensional  scan  has  added  a further  dimension  to  fa- 
cial fracture  analysis  and  provides  important  informa- 
tion for  preoperative  planning. 

The  classical  fracture  patterns  originally  described 
by  LeFort  are  not  commonly  seen  in  clinical  practice.1 
In  the  majority  of  high  energy  facial  trauma  cases  there 
is  a more  complex  fracture  pattern,  involving  the  or- 
bits, zygomas,  and  maxilla  with  varying  amounts  of 


Figure  2.  Plain  radiograph  showing  miniplate  stabilization  of  pan- 
facial fractures. 


Figure  3.  Intraoperative  view  of  miniplate  fixation  of  maxillary  but- 
tresses. 


Figure  4.  Postoperative  appearances  at  six  months. 


comminution.  Previously,  fractures  have  been  man- 
aged by  limited  exposure  and  fixation  such  as  Adam's 
technique  of  selective  interfragment  wiring  and  sus- 
pension.2 The  inherent  problem  with  this  approach  is 
lack  of  rigid  stability,  with  resultant  midface  shorten- 
ing and  retrusion,  as  w^ell  as  enophthalmos  in  the  more 
comminuted  orbital-maxillary  fracture  patterns.  Thus, 
in  the  past  a wide  range  of  aesthetic  and  functional 
results  have  been  accepted  as  satisfactory  in  facial 
fracture  treatment. 

In  the  late  1970s,  craniofacial  techniques  provided 
extended  exposure  for  more  complete  open  reduction, 
exposing  virtually  all  fracture  areas.3-6  In  1980,  Manson' 
accurately  described  the  structural  pillars  of  the  facial 
skeleton  and  outlined  an  approach  of  extended  open 
reduction  and  fixation  of  midface  fractures,  obviating 
the  need  for  suspension  wires.  These  buttresses  appro- 
priately position  the  maxilla  to  the  cranial  base  above 
and  the  mandibular  below.  Stable  and  anatomic  re- 
construction of  these  pillars  will  maintain  the  vertical 
and  horizontal  preinjury  facial  architecture.  Immedi- 
ate bone  grafting  was  introduced  to  replace  missing  or 
severely  comminuted  bone  fragments.  Cranial  bone  is 
now  the  donor  site  of  choice  because  of  the  decreased 
morbidity  and  resorption  compared  to  other  donor 

(Continued  on  page  142) 
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Vanderbilt  Morning  Report 


A Near-Fatal  Poisoning 


Case  Report 

A 42-year-old  male  tool  and  die  maker  was  transported 
to  the  emergency  room  after  ingesting  a small  quantity  of  an 
industrial  powder.  He  had  a history  of  ethanol  abuse  and  an 
ill-defined  personality  disorder,  and  he  recently  had  resumed 
heavy  ethanol  use,  resulting  in  marital  unrest.  On  the  morn- 
ing of  admission,  he  plunged  his  index  finger  into  a handful 
of  powder  that  he  had  obtained  from  his  job,  subsequently 
ingesting  a portion  of  it.  In  spite  of  his  being  initially  asymp- 
tomatic, poisoning  was  suspected,  and  his  wife  summoned  an 
ambulance. 

He  arrived  in  the  community  hospital  emergency  room  50 
minutes  after  the  ingestion;  his  blood  pressure  was  136/90  mm 
Hg,  pulse  100/min,  and  respirations  28/min.  He  was  obtund- 
ed  and  unresponsive  to  deep  pain.  Pupillary  reflexes  were 
present  but  sluggish.  Lungs  were  clear,  and  there  was  a reg- 
ular tachycardia  without  murmurs.  The  abdominal  examina- 
tion was  negative.  Tracheal  intubation  was  performed. 

Arterial  blood  gases  on  supplemental  oxygen  revealed  a 
pH  of  7.22,  Pco2  25  mm  Hg,  and  Po2  174  mm  Hg;  the  anion 
gap  was  increased  at  17,  but  electrolytes  were  normal.  WBC 
count  was  13,000/cu  mm,  and  hematocrit  49%. 

Cyanide  poisoning  was  suspected.  At  three  hours  post- 
ingestion, his  systolic  blood  pressure  was  60  mm  Hg.  The 
anion  gap  increased,  and  metabolic  acidosis  became  more  ap- 
parent; pH  was  7.05  with  a Pco2  of  31  mm  Hg.  With  instruc- 
tional assistance  from  the  Middle  Tennessee  Regional  Poison 
and  Toxicology  Center  at  Vanderbilt  Hospital,  a commer- 
cially available  antidote  kit  was  used  three  hours  after  inges- 
tion (Lilly  Cyanide  Antidote  Kit),  and  within  30  minutes  his 
blood  pressure  had  risen  to  115  mm  Hg,  his  pH  to  7.17,  and 
he  began  to  regain  consciousness.  By  the  time  he  arrived  at 
Vanderbilt  Hospital  5'/i  hours  after  ingestion,  his  blood  pres- 
sure was  normal,  and  he  was  alert  and  able  to  talk  after  self- 
extubation.  Blood  pH  had  quickly  returned  to  normal.  He 
did  well  for  the  remainder  of  his  four-day  hospitalization,  the 
latter  two  days  of  which  were  spent  on  the  psychiatry  service. 
The  ingested  powder  was  later  identified  as  sodium  cyanide. 

Discussion 

The  sources  of  cyanide  are  many  and  varied.1  In- 
dustrial sources  include  materials  used  in  photographic 
processing,  rubber  manufacturing  (acrylonitrile),  and 
as  in  this  case,  metallurgy.  Sodium  cyanide  and  potas- 
sium cyanide  are  used  widely  in  metal  extraction,  metal 
polishing,  and  the  electroplating  of  metals.  Cyanide  is 
present  in  some  silver  polish,  anti-rodent  poisons,  and 
fruit  seeds  (apple,  apricot,  peach,  cherry,  and  choke- 
berry).  It  is  important  to  realize  that  cyanide  poison- 
ing can  occur  insidiously  as  a result  of  smoke  inhala- 
tion in  household  fires.  Polyurethane,  nylon,  and  even 
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wool,  silk,  and  paper  may  liberate  cyanide  gas  as  they 
burn.  The  lethal  dose  of  sodium  cyanide  when  swal- 
lowed is  said  to  be  200  to  300  mg.  It  is  impossible  to 
say  how  much  sodium  cyanide  this  patient  ingested, 
but  it  was  probably  enough  to  have  killed  him  had  he 
not  been  treated,  though  he  swallowed  only  enough 
compound  to  coat  a finger. 

The  initial  symptom  of  cyanide  poisoning  is  central 
nervous  system  stimulation,  which  is  rapidly  followed 
by  obtundation,  hypotension,  and  cyanosis.  Circula- 
tory collapse  heralds  end  stage  poisoning.  The  electro- 
cardiogram often  reveals  atrioventricular  nodal  block- 
ade, ischemic  changes,  or  rhythm  disturbances.  Lactic 
acidosis  is  common.  Serum  thiocyanate  levels  can  be 
measured,  and  are  elevated. 

The  pathophysiology  of  cyanide  poisoning  is  well 
established.'  The  cyanide  ion  binds  to  the  iron  atom  in 
the  cytochrome  oxidase  complex  located  at  the  end  of 
the  mitochondrial  electron  transport  chain.  This  bind- 
ing halts  the  functioning  of  the  electron  transport  chain, 
thereby  halting  the  production  of  adenosine  triphos- 
phate (ATP)  necessary  for  cell  functions,  and  the  cell 
rapidly  dies.  Those  tissues  most  dependent  on  ATP 
(brain,  heart,  and  kidney)  are  the  most  quickly  affect- 
ed. 

Therapy  is  directed  at  removal  of  the  cyanide  ion 
from  the  cytochrome  oxidase  complex.1  Nitrite  is  ini- 
tially administered  to  convert  hemoglobin  to  methe- 
moglobin,  which  competitively  binds  to  cyanide.  In 
turn,  the  cyanide  ion  is  removed  from  methemoglobin 
by  the  subsequently  administered  intravenous  thiosul- 
fate; the  resultant  thiocyanate  molecule  is  excreted  in 
the  urine,  and  methemoglobin  is  converted  back  into 
hemoglobin  by  a naturally  occurring  enzyme.  The  Lil- 
ly Antidote  Kit  is  easy  to  use  and  should  be  routinely 
stocked  in  all  emergency  rooms.  These  kits  deteriorate 
and  should  therefore  be  periodically  replaced  as  di- 
rected by  the  manufacturer. 

In  summary,  cyanide  poisoning  can  occur  as  the  re- 
sult of  ingestion  of  many  household  and  industrial  ma- 
terials. This  diagnosis  should  be  considered  immedi- 
ately in  any  patient  with  altered  consciousness  or 
cardiovascular  instability,  who  has  had  possible  expo- 
sure to  a source  of  cyanide.  Response  to  treatment  is 
nearly  immediate  and  life-saving. 
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Another  Cause  of  Congestive  Heart  Failure 


Case  Report 

A 63-year-old  woman  was  in  her  usual  state  of  health  un- 
til one  week  prior  to  admission,  when  she  began  to  notice 
gradually  increasing  shortness  of  breath,  initially  during  ex- 
ertion only.  As  the  week  progressed,  her  breathlessness  in- 
creased. and  was  accompanied  by  a mild  nonproductive  cough 
that  became  more  noticeable,  and  a feeling  of  intermittent 
tightness  in  her  chest.  Bv  the  end  of  the  week,  she  could  no 
longer  perform  her  daily  activities. 

There  were  no  fever  or  chills.  She  had  seen  her  physician 
for  the  treatment  of  hypertension  for  several  years,  and  had 
a past  history  of  “heart  failure.”  Her  medications  included 
methyldopa.  digoxin.  and  hydrochlorothiazide.  She  never 
smoked  cigarettes. 

Physical  examination  revealed  an  elderly  black  woman  in 
mild  respiratory  distress,  with  a blood  pressure  of  145/78  mm 
Hg.  pulse  92/min.  respirations  24/min.  and  temperature  99°F 
rectally.  Jugular  venous  pressure  was  increased.  There  were 
rales  heard  as  high  as  the  apices  of  both  lungs.  The  heart  rate 
was  normal  and  the  rhythm  regular;  a fourth  sound  was  heard. 
There  was  no  edema  or  cyanosis,  and  the  remainder  of  the 
examination  was  negative. 

Electrolytes  and  blood  count  were  normal.  Arterial  blood 
gases  measured  while  the  patient  breathed  room  air  revealed 
a pH  of  7.46.  Pco2  43  mm  Hg  (normal  35  to  45).  and  Po:  63 
mm  Hg  (normal  80  to  90  for  this  age).  Radiograph  of  the 
chest  revealed  cardiomegaly  and  pulmonary  edema,  and  elec- 
trocardiogram showed  sinus  rhythm,  diffuse  nonspecific  ST- 
T wave  changes,  and  poor  R-wave  progression  anteriorly. 

The  patient  was  admitted  to  the  coronary  care  unit,  where 
serial  cardiac  enzyme  assays  and  electrocardiograms  revealed 
no  evidence  of  a myocardial  infarction.  Diuresis  produced  a 
dramatic  improvement  in  her  pulmonary  edema.  Echocardi- 
ogram demonstrated  a hypercontractile  left  ventricle  with 
massive  concentric  hypertrophy  and  a resultant  small  ventric- 
ular chamber.  All  valves  functioned  normally.  There  was  no 
significant  pericardial  effusion.  She  was  discharged  on  meth- 
yldopa. verapamil,  and  furosemide.  Her  exercise  tolerance 
was  improved. 

Discussion 

For  the  first  75  to  80  years  of  this  century,  classical 
teaching  regarding  cardiac  pathophysiology  in  conges- 
tive heart  failure  (CHF)  emphasized  the  systolically 
dysfunctioning  heart.  The  model  of  the  failing  heart 
was  considered  to  be  a large  chambered,  thin-walled, 
poorly  contractile  ventricle.  Ischemic  heart  disease, 
poorly  controlled  hypertension,  far  advanced  aortic  or 
mitral  valvular  insufficiency,  and  viral  myocarditis  were 
considered  to  be  responsible.  “Congestive  heart  fail- 
ure,” regardless  of  the  cause,  was  considered  to  have 
a similar  natural  history,  and  was  treated  homogene- 
ously with  diuretics,  digoxin,  and  later,  vasodilators. 
Although  hypertrophic  cardiomyopathy,  infiltrative 


cardiomyopathy  (amyloidosis  and  hemosiderosis),  and 
hypertensive  ventricular  hypertrophy  had  all  been  de- 
scribed years  earlier,  it  was  not  until  the  late  1970s 
that  these  diseases  were  considered  important  as  the 
cause  of  a different  type  of  CHF.  As  echocardiogra- 
phy provided  a noninvasive  way  of  studying  the  hemo- 
dynamics of  these  thick-walled,  hypercontractile.  non- 
compliant  ventricles,  the  concept  of  a diastolically 
dysfunctional  ventricle  was  born,  a ventricle  whose 
stroke  volume  w'as  limited  by  a subnormal  volume  of 
blood  at  the  end  of  diastolic  filling.  Thick,  stiff  ven- 
tricular walls  combined  with  a small  chamber  produce 
higher  left  ventricular  end-diastolic  pressures  (LVEDP) 
at  any  given  volume  status  (preload)  when  compared 
to  the  normal  ventricle.1  This  elevated  LVEDP  trans- 
lates into  “congestive  heart  failure”  (cardiogenic  pul- 
monary edema)  when  the  pulmonary  capillary  wedge 
pressure  (PCWP)  rises  much  above  20  to  25  mm  Hg. 
The  PCWP  is  used  as  our  estimate  of  LVEDP  because 
pulmonary  artery  catheter  placement  has  lower  risk 
associated  with  it  than  left  heart  catherization.  Atrial 
fibrillation  can  be  hemodynamicallv  catastrophic  for 
patients  with  diastolic  dysfunction.  Diminished  dia- 
stolic filling  time  as  well  as  loss  of  badly  needed  “atrial 
kick”  often  combine  to  precipitate  pulmonary  edema. 

The  true  importance  of  the  recognition  of  diastolic 
dysfunction  as  a pathophysiologic  cause  of  CHF  rests 
with  the  necessity  to  treat  these  patients  differently 
from  those  with  systolic  dysfunction.  Control  of  the 
hypertension  using  calcium  channel  blockers,  beta-ad- 
renergic receptor  blockers,  and  only  mild  amounts  of 
diuretics  has  been  determined  thus  far  to  be  the  opti- 
mal treatment  plan.2  Digoxin  provides  no  benefit  for 
the  diastolic  dysfunctioning  ventricle  in  the  absence  of 
a supraventricular  arrhythmia,  and  treatment  with  high 
doses  of  vasodilators  and  diuretics  often  results  in  dra- 
matic hemodynamic  instability,  even  death,  in  these 
patients.3  This  hemodynamic  instability  is  due  in  large 
part  to  the  preload  dependence  of  the  left  ventricle. 

There  are  two  major  problems  associated  with  hy- 
pertensive hypertrophic  cardiomyopathy.  Angina  pec- 
toris may  occur  in  the  absence  of  atherosclerotic  cor- 
onary artery  disease.  It  is  believed  that  the  small  distal 
penetrating  coronary  arterioles  cannot  supply  the  in- 
creased oxygen  needed  by  hypertrophied  myocardium. 
The  incidence  of  malignant  ventricular  ectopv  is  high- 

( Continued  on  page  142) 
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Tennessee  WiC  Infant  Formula  Rebate 
Program  Update 

LEE  FLESHOOD,  Ph.D.;  JANE  BAXTER,  M.S.,  R.D.;  GEORGE  W.  SMITH,  M.D.;  and 
RICHARD  T.  LIGHT,  M.D. 


Overview 

This  is  the  third  in  a series  of  Health  and  Environ- 
ment reports  describing  the  Women,  Infants,  and 
Children  (WIC)  Program  and  the  competitive  bid 
process  to  reduce  the  cost  of  infant  formula  and  pro- 
vide additional  WIC  services  to  eligible  Tennes- 
seans.12 

Between  1978  and  1986,  infant  formula  wholesale 
prices  from  the  three  major  manufacturers  more  than 
doubled.  The  Tennessee  WIC  Program  purchases  ap- 
proximately one-third  of  all  the  infant  formula  sold  in 
the  state.  In  1986,  wholesale  formula  prices  rose  ap- 
proximately 11%,  thereby  increasing  the  formula  costs 
to  the  Tennessee  WIC  Program  by  over  $700,000  in 
one  year. 

As  of  October  1988,  19  states  with  voucher  delivery 
systems  have  signed  agreements  with  infant  formula 
manufacturers  for  rebates  via  either  an  open  market 
rebate  (in  which  the  amount  rebated  may  be  different 
for  each  manufacturer)  or  a sole  source  competitive 
bid.  In  the  latter  case,  formula  vouchers  are  redeemed 
at  the  grocery  store  for  a single  brand  of  formula  and 
the  manufacturer  winning  the  bid  rebates  to  the  state 
a contracted  amount  per  can.  Tennessee  was  the  first 
state  (June  1987)  to  implement  a sole  source  rebate 
system  for  $0.48  per  can  of  SMA  or  Nursoy  (Wyeth). 

The  purposes  of  this  article  are  to  describe  the  im- 
pact of  the  rebate  on  services  after  one  full  year  of 
operation,  provide  information  about  Mead  Johnson's 
winning  the  most  recent  competitive  bid  for  infant  for- 
mula in  Tennessee,  and  report  an  ad  hoc  committee's 
recommendations  revising  the  Department's  prescrip- 
tion policy  for  WIC  infant  formula. 

Impact  on  Services 

After  one  full  year  of  operation  (June  1987  to  June 
1988),  the  WIC  infant  formula  rebate  program  has  al- 
lowed services  to  be  expanded  to  an  additional  10,185 
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women,  infants,  and  children.  The  June  1988  caseload 
of  83,813  was  49.6%  of  the  168,859  people  estimated 
to  be  eligible. 

New  Contract  with  Mead  Johnson 

In  June  1988,  Mead  Johnson  won  the  Tennessee 
WIC  Program  infant  formula  rebate  bid  with  a $1,255 
per  can  of  Enfamil  with  Iron  or  Prosobee.  The  con- 
tract is  for  three  years,  with  an  option  to  extend  for  a 
total  of  five  years.  This  means  the  Tennessee  contract 


INFANT  FORMULA  POLICY 

Background  Statement 

This  policy  was  unanimously  recommended  by  the 
TDHE  ad  hoc  advisory  committee  after  consideration 
of  several  options.  The  primary  reason  was  the  nutri- 
tional equivalency  of  the  three  major  U.S.  brands  of 
infant  formula. 

Infant  Formula  Policy:  Revised 

The  Tennessee  WIC  Program  will  issue  formula- 
fed  infants  only  Enfamil,  a standard  contract  milk-based 
formula,  or  Prosobee,  a soy-based  formula. 

The  Tennessee  WIC  Program  will  provide  special 
formulas  prescribed  by  a physician  for  medical  condi- 
tions including,  but  not  limited  to,  metabolic  disorders 
such  as  inborn  errors  of  carbohydrate,  fat,  and  protein 
metabolism,  gastrointestinal  disorders  such  as  mal- 
absorption syndrome,  cows’  milk  anaphylaxis  or  en- 
teropathy, and  medical  conditions  resulting  from  pre- 
maturity. These  formulas  include  Nutramigen, 
Portagen,  Pregestimil,  Lofenalac,  Phenylfree,  and 
Similac  Special  Care  with  Iron.  Prescriptions  for  these 
products  must  be  signed  by  the  physician  and  must 
indicate  the  specific  special  formula  required,  the 
amount  needed,  and  the  medical  condition  requiring 
its  use. 
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formula  will  change  from  Wyeth's  SMA  and  Nursoy 
to  Enfamil  with  Iron  and  Prosobee  beginning  March 
1989.  The  new  rebate  will  provide  approximately 
$10.38  million  annually  in  savings  and  allow  services 
to  be  extended  to  10,000  more  WIC  eligible  people 
than  the  previous  rebate  from  Wyeth. 

Revised  Prescription  Policy 

Earlier-'  it  was  reported  that  local  clinics  were  re- 
ceiving excessive  numbers  of  prescriptions  for  non- 
contract standard  formula.  The  August  1988  statewide 
prescription  rate  was  24%.  If  this  rate  were  to  contin- 
ue with  the  new  rebate,  the  annual  loss  to  the  Tennes- 
see WIC  Program  would  be  $2,565,000  and  a loss  in 
services  to  5,130  people  per  month. 

An  ad  hoc  advisory  committee  for  a revised  “WIC 
Infant  Formula  Policy"  was  appointed  by  the  Depart- 
ment in  October  1988  to  assist  in  reevaluating  the  WIC 


Infant  Formula  Policy.  The  committee  included  rep- 
resentatives from  the  Tennessee  Academy  of  Family 
Physicians  and  Tennessee  Chapter,  American  Acade- 
my of  Pediatrics.  The  statement  on  breastfeeding  and 
the  policy  given  on  the  previous  page  were  unani- 
mously recommended  by  the  committee  and  will  be  in 
effect  March  1,  1989.  The  policy  has  been  sent  to  in- 
dividual hospitals  and  physicians  in  family,  general,  and 
pediatric  medicine  along  with  the  names  of  the  com- 
mittee members  so  that  those  interested  could  discuss 
their  deliberations  and  recommendations.  /~  S 
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Trauma  Rounds  . . . 

(Continued  from  page  137 ) 

areas.  The  most  recent  advancement,  however,  has 
been  the  transition  from  interfragment  wiring  to  mod- 
ern rigid  skeletal  fixation  using  miniplates  and  screws. 

With  the  new  techniques  of  rigid  miniplate  fixation, 
combined  with  complete  open  reduction,  results  have 
continued  to  improve.  Rigid  fixation  allows  the  sur- 
geon to  better  control  facial  width,  height,  and  projec- 
tion in  the  massively  comminuted  injury,  which  previ- 
ously were  impossible  to  achieve  with  interfragment 
wiring  alone.  In  most  cases  intermaxillary  fixation  can 
be  minimized  if  not  eliminated  altogether.  / V7 
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er  in  these  patients  than  in  hypertensive  patients  with- 
out left  ventricular  hypertrophy.4  Resolution  of  the 
ventricular  hypertrophy  is  probably  important  for  the 
treatment  of  both  of  these  conditions.  It  seems  this 
can  be  accomplished  with  control  of  the  hypertension. 

It  is  impossible  to  determine  from  physical  exami- 
nation or  radiographic  data  whether  a given  patient 
has  systolic  or  diastolic  dysfunction.2  All  patients  with 
CHF  should  have  an  echocardiogram  as  part  of  their 
early  evaluation.  Valvular  function,  focal  wall  motion 
abnormalities,  global  myocardial  function,  quantity  of 
pericardial  fluid,  wall  thickness,  and  chamber  size  must 
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be  considered  before  patients  with  CHF  can  be  appro- 
priately treated.  It  is  this  study  of  all  factors  relating 
to  the  causes  of  CHF  that  allows  proper  use  of  the 
various  treatment  programs.  A X 
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Medicolegal  Junction 


A MAAC  Attack  May  Not  Be  Exact 

DENNIS  LORD 
TMA  Staff  Attorney 


Many  “non-participating”  Tennessee  physicians  re- 
cently received  notification  from  Equicor-Medicare  that 
they  exceeded  their  “maximum  allowable  actual 
charges”  (MAAC)  limits.  The  notification  included  a 
list  of  patient  overcharges  for  the  quarter.  This  unfor- 
tunate trauma  will  continue  at  least  through  1990  when, 
it  is  said.  MAAC  limits  may  be  eliminated  in  favor  of 
some  sort  of  relative  value  scale.  The  future,  however, 
holds  a lot  of  ifs  and  maybes,  and  for  now.  reality  in- 
cludes MAAC  limits  for  non-participating  physicians. 

Physicians  must  currently  decide  each  year  whether 
or  not  they  wish  to  be  classified  as  participating  or  non- 
participating by  Medicare.  The  following  perspective  of 
MAAC  limits  may  be  of  use  in  making  that  decision. 

Fighting  Back  at  MAAC 

Not  long  ago  the  American  Medical  Association 
(AMA)  filed  suit  against  the  Department  of  Health 
and  Human  Services  (HHS)  challenging  the  constitu- 
tionality of  the  MAAC  implementation  procedures.  A 
favorable  decision  might  have  stalled  the  process  for  a 
considerable  length  of  time,  but  the  U.S.  District  Court 
denied  such  relief.  On  appeal,  U.S.  Circuit  Judge  Edith 
H.  Jones  held  that  the  AMA's  claim  was  moot  and 
that  the  AMA  lacked  standing  to  “challenge  [the]  ad- 
ministratively determined  methods  for  calculating 
reimbursable  charges.”1 

AMA  General  Counsel  Kirk  B.  Johnson  noted  that 
the  outcome  of  the  appeal  was  expected.  What  was 
not  expected  was  Judge  Jones'  scrutiny  of  the  MAAC 
system,  which  Mr.  Johnson  believes  is  favorable  and 
may  be  useful  in  the  future.  Judge  Jones  provided  this 
background  and  analysis: 

The  Medicare  Program  furnishes  two  distinct  alter- 
native means  of  reimbursement  for  physicians’  serv- 
ices. A physician  can  charge  his  patients  “on  the  basis 
of  an  itemized  bill”  . . . following  which  Medicare 
reimburses  the  patient  80%  of  the  doctor's  “reasona- 
ble charge.”  . . . The  patient  ends  up  paying  the  dif- 
ference between  the  actual  charge  and  80%  of  the 
“reasonable  charge.” 

Otherwise,  the  physician  can  ’’accept  assignment" 

. . . and  thereby  bill  the  Medicare  carrier  directly  for 
80%  of  the  "reasonable  charge,”  leaving  the  patient 
initially  responsible  for  the  remaining  20%  of  the 
“reasonable  charge."  The  doctor,  however,  agrees  to 


accept  no  more  than  the  “reasonable  charge”  for  his 
services. 

Originally  the  Medicare  Act  permitted  doctors  to 
choose  whether  to  accept  assignment  on  a case-by-case 
basis.  Legislation  enacted  in  1984,  however,  required 
every  doctor  periodically  to  decide  w'hether  to  sign  a 
“participation  agreement”  and  thereby  to  accept  as- 
signment for  all  services  furnished  to  Medicare  Part  B 
recipients  during  the  following  year.  A physician  who 
did  not  sign  a participation  agreement  remained  free 
to  accept  assignment  on  a case-by-case  basis.  The  same 
statute  temporarily  froze  the  fees  that  non-participat- 
ing physicians  could  charge  to  Medicare  beneficiaries 
and  so  controlled  those  fees  from  July  1,  1984  through 
December  31 . 1986. 

[This]  litigation  w'as  spawned  paradoxically  by  the 
law  that  terminated  the  price  freeze  but  substituted  a 
new  form  of  price  control  for  non-participating  doc- 
tors. The  Omnibus  Budget  Reconciliation  Act 
("OBRA")  of  1986  caps  non-participating  physicians' 
charges  to  Medicare  beneficiaries  according  to  the 
newly-invented  “maximum  allowable  actual  charge” 
("MAAC”).  While  the  “reasonable  charges”  formula 
for  reimbursement  of  participating  physicians  re- 
mained constant  after  OBRA.  the  MAAC  significant- 
ly altered  the  reimbursement  formula  for  non-partici- 
pating physicians  in  a w;ay  that  only  legislators  and 
accountants  can  approximate.  To  say  that  the  calcula- 
tion of  individual  MAACs  by  every  physician  for  every 
medical  service  that  may  be  performed  (some  10,000  in 
all ) is  complex  is  to  understate  the  matter  ridiculously . 
(Emphasis  added.  Citations  omitted.) 

In  a footnote.  Judge  Jones  cited  an  article  in  the 
New  York  Times , noting,  “ Given  the  intricacy,  intru- 
siveness and  constant  fluctuations  of  these  price  control 
measures,  it  is  no  wonder  that  top  students  are  being 
deterred  in  droves  from  applying  to  medical  school."' 
(Emphasis  added.) 

On  the  issue  of  sanctions  and  overcharging  Judge 
Jones  stated: 

[The  AMA  does]  not  contend  that  any  physician 
has  yet  been  personally  threatened  with  sanctions  [and] 

. . . OBRA  only  authorizes  discretionary  sanctions 
against  physicians  who  “knowingly  and  willingly’’  ex- 
ceed their  MAACs.  Thus,  it  appears  quite  remote  that 
HHS  would  seek  to  sanction  a physician  for  exceeding 
MAACs  of  which  he  was  unaware  ...” 

The  question  of  enforceability  of  such  sanctions  for 
overcharging  also  remains  unfit  for  a judicial  determi- 
nation in  the  absence  of  factual  development.  Any  de- 
cision by  HHS  to  impose  sanctions  would  inevitably 
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require  an  inquiry  into  the  physician’s  knowledge  of 
the  proper  fee  limits.  A physician  could  conceivably 
have  charged  such  a sufficiently  high  fee  that  he  would 
have  known  that  it  would  exceed  any  MAAC  that  was 
eventually  distributed.1  (Emphasis  added.) 

In  a letter  to  medical  society  attorneys,  AMA  Coun- 
sel Johnson  said  of  Judge  Jones’  opinions,  “Obviously, 
we  would  have  preferred  a victory  in  the  MAAC  case, 
but  the  opinion  of  the  Court  indicates  that  the  litigation 
was  substantial  and  it  should  put  HHS  on  notice  that  the 
AMA  and  state  societies  stand  ready  to  vindicate  the 
interests  of  its  members  and  their  patients.” 

A MAAC  Attack  May  Not  Be  Exact 

Increased  MAAC  limits  went  into  effect  on  Jan.  1, 
1989.  That  is  no  revelation,  and  it  is  barely  good  news. 
A physician's  MAACs  are  still  based  on  what  he  was 
charging  from  April-June  1984.  Since  that  time,  they 
have  increased  approximately  1%  per  year.  The  1989 
increase  is  no  different.  Unfortunately,  those  physi- 
cians who  made  a good  faith  effort  to  hold  down  pa- 
tient charges  during  April-June  1984  are  still  being 
“rewarded”  with  lower  MAAC  limits. 

But,  when  you  receive  notice  from  Equicor-Medicare 
of  overcharges,  don't  just  pass  it  off  as  low  MAAC  lim- 
its. Check  each  charge  thoroughly.  Equicor-Medicare 
officials  say  there  is  a reasonable  chance  that  the  MAAC 
limit  was  miscalculated.  In  a letter  to  physicians,  their 
advice  was:  “We  urge  you  to  review  the  enclosed  list 
carefully.  If  you  believe  this  information  is  in  error,  please 
contact  us  within  15  days  of  the  date  of  this  letter.  We 
will  review  the  information  you  present  and  any  charges 
that  are  adequately  explained  will  not  be  considered  to 
be  in  violation  of  the  charge  limit.” 

Adding  It  Up 

When  asked  what  can  be  done  by  individual  physi- 
cians to  change  an  inequitable  MAAC  limit,  an  Equi- 
cor-Medicare employee  said  simply,  “Nothing.”  That 
appears  to  be  true — on  the  local  level.  But,  the  AMA 
continues  to  press  for  alternative  solutions  to  this  in- 
trinsically unfair  program.  The  “MAAC  case”  is  an 
example  of  that  effort.  As  Mr.  Johnson  said  in  his  let- 
ter: “The  Court  was  quite  pointed  in  its  message  to 
Congress  about  the  burden  on  physicians  of  MAAC 
price  controls.”  One  hopes  Congress  will  get  the  mes- 
sage and  do  something  about  it.  It  is  simple:  MAAC 
+ DOCS  = ZERO. 

If  you  have  problems  with  MAAC  limits,  contact 
the  Medical  Services  Department  or  the  Program 
Evaluation  Department  at  Equicor-Medicare  in  Nash- 
ville. The  telephone  number  is  (615)  244-5600. 


REFERENCES 

1.  AMA  v Bowen,  F.  2d (5th  Cir.,  1988). 


ARAFATE 


(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatrr 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  coi 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-hea 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  adr 
istration  of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxir 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailat 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simpf 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  res 
ing  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  ti 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Howt 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  dr 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  ft 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailat 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rat 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evideno 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  tc 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairm 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogen 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  tir 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  du< 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studie 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  [ 
dictive  of  human  response,  this  drug  should  be  used  during  pregnancy  or 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excretet 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  she 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  b 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  trea 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effe 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nau 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizzin 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  stu< 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  fir. 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minir 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  tim< 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  no 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  t 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  b 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (F 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-  1712- 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one : 
and  1712  bracketed  by  C's  on  the  other.  Issued  1 
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A Program  for  Public  Information 
On  Health  Care 

Reams  have  been  written  about  the  unavailability  of  a free  lunch,  and 
equally  as  many  to  emphasize  the  verity  of  the  maxim  that  you  get  what  you 
pay  for,  yet  human  nature  is  such  that  nearly  everybody,  from  the  highest 
to  the  lowest,  continues  to  expect,  or  at  least  to  act  as  if  he  expects,  some- 
thing, even  a lot,  for  little  or  nothing.  Being  all  pervasive,  the  notion  even 
finds  its  way,  believe  it  or  not,  into  the  hallowed  halls  of  medicine,  and  the 
AMA  staff  has  taken  to  adding  a fiscal  note  at  the  bottom  of  every  resolu- 
tion introduced  onto  the  floor  of  its  House  of  Delegates.  (That  can  itself  be 
something  of  a snare  and  a delusion,  considering  the  figure  can  be  made 
larger  or  smaller,  at  the  whim  of  staff,  depending  upon  either  including  or 
ignoring  hidden  costs.) 

Two  years  ago  the  TMA  House  of  Delegates  resolved  that  the  TMA 
should  mount  a public  information  program.  Three  of  our  metropolitan  so- 
cieties were  or  had  been  engaged  in  such  activity  at  the  time,  and  the  activ- 
ity of  the  TMA  Board  of  Trustees,  working  through  the  Committee  on 
Communications  and  Public  Service,  was  only  perfunctory,  and  largely  non- 
productive. Accusing  the  Board  of  being  insensitive  to  its  wishes,  the  House  hist  April  reaffirmed  its 
previous  action,  and  instructed  the  Board  to  develop  “an  organized  public  relations  program"  that 
would  “attempt  to  convey  to  every  Tennessean  a positive  image  of  the  practice  of  medicine  and  the 
practicing  physician  as  primarily  concerned  about  the  patient  and  the  quality  of  care."  and  would 
“position  the  TMA  as  the  voice  in  Tennessee  for  quality  medical  care  and  for  the  credible  facts  about 
the  changing  health  care  environment  in  Tennessee." 

Under  a new  chairman,  an  expanded  Communications  and  Public  Service  Committee  has,  as  in- 
structed by  the  Board,  developed  such  a program,  patterned  after  a very  successful  one  that  has  been 
operating  in  Washington  State  for  several  years.  The  plan  was  presented  to  the  Board  at  its  January 
meeting.  Like  any  such  endeavor,  it  has  a price  tag.  Whether  you  think  that  tag  high  or  low  is  going 
to  depend  on  your  attitude  toward  such  a program.  Because  it  will  involve  a dues  increase  of  $35  a 
year,  initially  for  three  years — a figure  incidentally  that  is  substantially  less  than  the  doctors  in  Wash- 
ington are  paying  for  theirs — and  also  because  the  Board  is,  like,  I am  certain,  the  membership 
generally,  divided  as  to  the  utility  of  such  a program,  the  Board  believed  it  inappropriate  to  take 
action  itself  to  implement  the  program. 

The  Board  believes,  however,  that  if  the  membership  really  does  desire  a public  information  pro- 
gram, this  one  would  be  hard  to  improve  upon,  and  it  was  unanimous  in  believing  that  since  the 
House  had  emphatically  instructed  the  Board  to  develop  such  a program,  the  House  should  be  given 
the  opportunity  to  accept  or  reject  this  one.  The  Board  therefore  approved  the  program  for  presen- 
tation to  the  House  and  the  membership,  commended  the  committee  and  its  chairman,  Robert  Bow- 
ers, M.D.,  for  their  hard  work,  and  appropriated  funds  for  printing  and  distribution  to  the  member- 
ship of  information  describing  the  program. 

It  is  absolutely  necessary  that  when  you  receive  the  information  you  give  it  your  undivided  atten- 
tion. The  Board  believes  that  the  $35  dues  increase,  though  not  inconsequential,  will  pay  for  a pro- 
gram that  is  good  value  for  the  money.  I should  also  point  out  here  that  TMA’s  dues  are  the  fourth 
lowest  in  the  nation,  and  that  Washington's  state  association  dues  alone  are  nearing  $400. 

After  you  have  digested  the  information,  you  should  as  soon  as  possible  make  your  desires  known 
to  your  delegates  to  the  TMA  House  of  Delegates,  since  they  are  your  representatives  there.  Though 
like  their  counterparts  in  Washington  they  are  free  to  vote  according  to  their  own  conscience,  I’m 
sure  they  would  not  ignore  a groundswell  of  opinion.  The  Board  sincerely  hopes  there  will  be  such  a 
groundswell,  one  way  or  another. 


John  B.  Thomison 
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Class  Action 

In  various  places  in  Tennessee  there  are  pres- 
ently several  unfortunate  confrontations  in  prog- 
ress between  hospitals — the  administration  and 
governing  boards — and  their  medical  staff.  In  one 
case  I know  of,  the  Board  has  defied  the  staff  by 
acting  outside  of  the  hospital’s  own  Board-ap- 
proved bylaws.  These  are  situations  that  should 
not  be  allowed  to  happen — indeed,  need  not 
happen. 

152 


The  medical  practice  climate  being  what  it  is 
today,  all  elements  of  it  need  close  cooperation 
from  all  of  the  others  in  order  to  function  at  all, 
or  even  survive — let  alone  function  effectively  and 
efficiently.  Cooperation  is  best  assured  when 
there  are  clearly  defined  limits  of  function,  re- 
sponsibility, and  privilege.  Not  only  that,  those 
must  be  defined  so  as  to  be  acceptable  to  both 
medical  staff  and  hospital  (used  here  to  mean 
administration  and  governing  body). 

Seminal  to  this  is  an  understanding  that  your 
hospital  administrator  is  not  your  friend.  “Oh,” 
you  say,  “but  he  is.  The  administrator  is  my  best 
golfing  buddy.”  Wrong.  That  buddy  is  a man  who 
holds  the  position  of  administrator  of  your  hos- 
pital; that  buddy  is  not  the  hospital  administra- 
tor. There  is  a world  of  difference,  and  it  may  be 
a wide  gulf.  If  the  hospital  administrator  is  your 
friend,  either  he  cannot  do  his  job  properly,  or 
the  medical  staff  is  his  patsy.  He  must  do  the  most 
effective  job  possible  for  the  hospital  (and  all  of 
this  applies  as  well  to  the  hospital  governing 
body),  both  fiscally  and  legally.  This  may  place 
him  at  variance  with  what  the  staff  considers 
sound  medical  practice. 

Negotiation  is  the  key.  The  AMA,  through 
both  its  legal  counsel,  its  Councils,  and  its  hos- 
pital medical  staff  section,  has  repeatedly  warned 
that  the  hospital  staff  should  organize  itself  out- 
side of  the  hospital,  without  advice  or  interfer- 
ence from  the  governing  body  or  the  administra- 
tion, who  should  have  no  say  as  to  who  holds 
staff  offices.  Hospital  attorneys  are  in  the  pay  of 
the  hospital,  and  their  responsibility  must  there- 
fore be  to  the  hospital.  Where  hospital  and  staff 
interest  conflict,  the  staff  under  such  circumstan- 
ces will  not  fare  well.  Some  incredibly  bad  ar- 
rangements have  been  perpetrated  upon  hospital 
staffs  by  such  a relationship,  such  as,  for  in- 
stance, agreements  to  hold  the  hospital  harmless, 
or  even  to  indemnify  the  hospital,  in  situations 
where  there  is  litigation. 

This  editorial  was  prompted  by  a current  de- 
plorable situation  in  a town  in  this  state  where 
patient  care  stands  in  severe  jeopardy.  The  situ- 
ation likely  could  have  been  avoided  had  the  staff 
employed  its  own  legal  counsel.  It  is  possible,  but 
just  barely,  that  it  is  still  not  too  late. 

I understand  the  reluctance  of  doctors  to  get 
mixed  up  with  lawyers;  you  need  to  understand 
though,  if  you  do  not  now,  that  the  nonmedical 
public  holds  the  same  reluctance  about  getting 
mixed  up  with  doctors.  It  is  tragic  when  either 
one  is  not  consulted  until  an  emergency  arises;  it 
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may  be  life  threatening  or  worse — for  the  indi- 
vidual in  the  one  case,  or  the  hospital  staff  (in 
this  situation)  in  the  other. 

I hope  I have  transmitted  to  you  the  urgency 
I perceive  here.  Your  hospital  staff  simply  must 
organize,  and  possibly  even  incorporate,  and  it 
must  employ  its  own  legal  counsel.  That  will,  of 
course,  require  dues,  though  that  will  doubtless 
save  you  money  in  the  long  run;  it  will  unques- 
tionably meet  resistance  from  the  administration, 
which  will  have  lost,  or  at  least  loosened,  its  con- 
trol over  the  staff.  (Do  not  be  deceived;  the 
administration  does  control  your  hospital  prac- 
tice through  countless  avenues.)  There  have  been 
instances  in  which  the  administration  has  threat- 
ened retribution.  Just  remember  that  the  hospi- 
tal needs  you  as  much  as  you  need  it.  I know  of 
no  situations  where  the  threats  have  been  carried 
out,  unless — 

There  is  one  other  thing  that  you  need  to  keep  in 
the  very  front  of  your  mind  as  you  go  about  organ- 
izing. This  is  the  “unless.”  Factions  and  a partisan 
spirit  will,  to  use  an  expressive  redundancy,  kill  you 
dead.  If  you  cannot  unify  as  you  organize,  you  may 
as  well  capitulate  to  the  administration;  it  is  the  old 
matter  of  a house  divided.  You  can  be  sure  the  hos- 
pital will  play  upon  disunity  and  discord  and  at- 
tempt to  widen  the  rift. 

Hospital  administrators  and  most  members  of 
the  governing  body  are  businessmen;  they  are 
neither  ogres  nor  thieves  or  bandits,  even  though 
they  may,  just  as  businessmen  elsewhere,  some- 
times appear  that  way.  (Sometimes  they  may  in 
fact  be,  but  that  is  unfortunately  true  also  of  doc- 
tors and  even  men  of  the  cloth.)  They  are  charged 
with  running  the  hospital  as  a business.  Business- 
es at  the  very  least  must  not  lose  money,  and  the 
hospital  uses  every  possible  legal  means  to  see  to 
that.  Sometimes  those  means  conflict  with  what 
you  think  is  good  medical  practice.  Sometimes 
the  hospital  rulers  can  be  persuaded  to  see  that, 
and  sometimes  not.  Sometimes  persuasion  may 
require  legal  counsel.  If  yours  is  also  theirs,  for- 
get it.  If  you  think  you  can  always  do  it  your- 
selves, well — rottsa  ruck. 

J.B.T. 


A Class  Act 

On  April  30,  1789  in  New  York  City,  George 
Washington  was  inaugurated  as  the  first  presi- 
dent of  the  United  States  of  America,  Washing- 


ton City  not  having  as  yet  been  conceived  of.  The 
armed  forces  wanted  to  crown  him  King,  and 
there  was  a move  to  entitle  him  “His  Serene 
Majesty."  Washington  chose  to  be  addressed 
simply  as  Mr.  President;  his  inauguration  was 
without  pomp  and  circumstance. 

Modern  technology  having  made  communica- 
tion of  election  results  instantaneous,  and  travel 
to  the  inaugural  site  only  slightly  less  so,  some 
years  back  the  date  of  the  inauguration  was 
moved  up  to  just  after  the  first  of  the  year  fol- 
lowing the  election,  so  that  the  Congress  in  its 
first  session  would  not  be  working  with  a “lame 
duck"  president.  The  inauguration  of  George 
Herbert  Walker  Bush  as  41st  president  therefore 
fell  short  of  the  200th  anniversary  of  the  presi- 
dency by  just  over  three  months.  Nevertheless, 
this  is  the  presidency's  bicentennial  year. 

Viewing  the  inauguration — a luxury  accorded 
the  public  for  only  a few  of  the  inaugural  cere- 
monies (only  since  TV  came  in  just  after  World 
War  II) — I thought,  “What  a class  act.”  How  fit- 
ting for  the  Vice  President  to  be  sworn  in  on  this 
bicentennial  by  the  first  woman  to  be  a Supreme 
Court  justice.  How  fitting  for  the  41st  president, 
the  first  to  share  a first  name  with  the  first  pres- 
ident. to  use  the  Bible  used  by  George  Washing- 
ton, and  speak  his  same  words.  How  marvelous 
that  his  inauguration  take  place  on  the  lovely  re- 
furbished porch  of  the  Capitol  overlooking  the 
mall,  instead  of  on  the  back  steps  overlooking 
the  parking  lot.  (For  decades  the  porch  has  been 
inaccessible,  having  been  declared  unsafe.)  Even 
the  weather  cooperated.  Just  as  President  Bush, 
in  his  inaugural  address,  spoke  of  the  continued 
softening  relationship  with  the  Soviet  Union,  a 
beam  of  sunlight  broke  through  the  overcast  to 
illuminate  the  podium,  as  though  sanctifying  the 
effort. 

It  has  been  well  established  during  40  remark- 
ably varied  administrations  that  looks  do  not  as- 
sure either  the  success  or  failure  of  a presidency, 
but  if  they  did,  the  Bush-Quayle  team  could  not 
fail.  I was  stationed  with  the  Army  Air  Corps  in 
Europe  when  the  cover  of  Life  magazine  showed 
the  President  of  the  United  States,  a broad  grin 
on  his  face,  pounding  away  on  a piano,  perched 
upon  which  was  a very  leggy,  lightly  clad,  also 
grinning  chorus  girl.  It  shocked  the  Europeans 
that  any  chief  of  state  would  allow  himself  to  be 
photographed  in  such  a compromising,  they 
thought,  pose.  At  the  time,  it  was  what  I would 
have  expected  of  a President  I considered  gauche 
and  inept.  I apologize  for  that,  since  I have  come 
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over  the  years  to  have  great  admiration  for  Har- 
ry Truman  as  President,  and  affection  for  him  as 
a man;  I still  find,  though,  some  of  his  actions 
both  gauche  and  inappropriate.  My  personal 
preference  is  the  grace  of  the  Reagans,  the  Bush- 
es, the  Eisenhowers,  and  the  Kennedys  (but  cer- 
tainly not  LBJ;  a chip  off  the  gauche  block, 
though  his  first  lady  was  not).  Our  current  class 
act  cannot,  I think,  go  unappreciated  by  our  al- 
lies— which  is  not  unimportant,  again,  I think. 

The  conspicuous  message  in  President  Bush’s 
speech  was  that  Freedom  works,  and  because  it 
does,  it  is  spreading.  It  is  our  responsibility,  he 
said,  as  its  foremost  proponent,  to  also  be  its 
guarantor — with  the  hand  of  friendship  if  possi- 
ble, but  the  fist  if  necessary;  if  the  fist  is  re- 
quired, it  must  be  an  effective  one.  In  some  ways 
the  speech  was  Camelot  revisited;  though  not 
stated  in  so  many  words,  implicit  in  it  was  the 
refrain  of,  “Ask  not  what  your  country  can  do 
for  you,  but  what  you  can  do  for  your  country.’’ 

George  Bush  is  unquestionably  better  fitted  by 
experience  for  the  presidency  than  possibly  any 
man  who  has  ever  held  the  office.  Not  only  has 
he  been  an  effective,  if  self-effacing,  vice  presi- 
dent for  eight  years,  but  he  has  worked  as  the 
head  or  member  of  a number  of  government 
agencies  for  15  or  so  more.  Before  that  he  served 
in  the  Armed  Forces  he  now  commands.  More- 
over, he  has  assembled  a cabinet  of  very  experi- 
enced public  servants.  All  of  this  augers  well  for 
his  administration. 

On  the  other  side  of  the  coin,  he  has  facing 
him  ponderous  problems  that  almost  defy  solu- 
tion, not  least  among  them  the  health  care  of  the 
old  and  infirm  and  the  young  and  penniless,  and 
a generally  unfriendly  partisan  congress  with  a 
fractious,  partisan,  frequently  seemingly  deliber- 
ately uncooperative  Speaker  of  the  House.  I hope 
the  President’s  powers  of  persuasion  are  equal  to 
the  task.  However  that  may  be,  I do  believe  that 
whatever  course  they  pursue,  and  wherever  it 
leads  them,  George  and  Barbara  Bush,  and  yes, 
Dan  and  Marilyn  Quayle,  will  continue  on  as  a 
class  act. 

J.B.T. 


The  Spectre  at  the  Feast 

Many  of  the  resolutions  brought  before  the 
AMA  House  of  Delegates  for  consideration  ask 
the  House  to  take  action  on  items  that  turn  out 
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on  scrutiny  to  be  already  AMA  policy.  Ordinar- 
ily such  resolutions  are  combined  by  the  refer- 
ence committee  into  a substitute  resolution  reaf- 
firming previous  actions  of  the  House. 
Occasionally,  though,  there  will  come  up  an  is- 
sue so  handled  by  the  reference  committee  that 
the  House  finds  of  sufficient  importance  to  ask 
the  Board  of  Trustees  to  readdress  it.  Such  was 
the  case  last  June  of  a resolution  entitled  “Op- 
position to  Nationalized  (Socialized)  Health 
Care,”  which  asked  the  Board  to  develop  a de- 
tailed policy  statement  opposing  nationalized 
health  care  in  the  United  States,  even  though  such 
opposition  had  been  clearly  stated  on  numerous 
previous  occasions. 

The  Board  responded  in  its  Report  U,  carried 
elsewhere  in  this  issue,  which,  although  postpon- 
ing until  a later  date  addressing  one  item  re- 
quired by  the  House,  that  of  the  cost  in  dollars 
to  the  American  people,  does  a notable  job  of 
detailing  other  costs  of  nationalized  health  care — 
the  deteriorating  quality  of  and  access  to  patient 
care — and  the  advantages  of  the  free  market  sys- 
tem. 

The  House  thought  the  report,  which  it  adopt- 
ed at  its  Interim  Meeting  in  December,  to  be  of 
sufficient  importance  that  it  receive  wide  distri- 
bution. The  spectre  of  socialized  medicine  is  not 
going  to  go  away;  like  Nessie,  the  Loch  Ness 
monster,  it  will  keep  rearing  its  ugly  head  pe- 
riodically, and  eternal  vigilance  is  required  to 
keep  it  at  bay.  I note  that  even  some  doctor  group 
was  calling  for  nationalization  of  the  health  care 
system,  though  I am  ignorant  of  the  facts;  it  is 
appalling  enough  just  to  hear  of  it.  I thought  you 
should  see  the  report;  and  so  it  is  published  here- 
with. 

J.B.T. 


Otto  Billig,  age  78.  Died  January  17,  1989.  Graduate 
of  University  of  Vienna,  Austria.  Member  of  Nash- 
ville Academy  of  Medicine. 


Homer  David  Hickey,  age  84.  Died  December  30, 
1988.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Chattanooga-Hamilton  County 
Medical  Society. 
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Lillie  C.  Walker , age  86.  Died  December  26.  1988. 
Graduate  of  University  of  Chicago  Pritzker  School  of 
Medicine.  Member  of  Memphis-Shelby  County  Medi- 
cal Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

E.  Stephen  Ellis , M.D.,  Alcoa 
Jonathan  H.  Ray,  M.D.,  Maryville 

BUFFALO  RIVER  VALLEY 
MEDICAL  SOCIETY 

Phillip  M.  Francis  Jr.,  M.D.,  Centerville 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

R.  Hunter  Jennings,  III,  M.D.,  Ft.  Oglethorpe,  GA 
Ethem  Y.  Kuziicii,  M.D.,  Chattanooga 
Judson  D.  Lively,  M.D.,  Chattanooga 
Franklin  P.  Robinson,  III,  M.D.,  Chattanooga 
Jeffrey  L.  Werchowski,  M.D.,  Chattanooga 

NASHVILLE  ACADEMY  OF  MEDICINE 

Palmer  Edwards,  M.D.,  Nashville 
Stanley  M.  Lee,  M.D.,  Nashville 
William  I.  Lewis,  M.D.,  Nashville 
David  O.  Moore,  M.D.,  Nashville 
Steven  James  Payne,  M.D.,  Nashville 
Randolph  H.  Robertson,  M.D.,  Nashville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

John  L.  Bell,  M.D.,  Knoxville 
Dan  W.  Cauble,  M.D.,  Knoxville 
Robert  F.  Elder,  M.D.,  Knoxville 
William  S.  Holmes,  M.D.,  Knoxville 
W.  Don  Horton,  M.D.,  Knoxville 
Sam  A.  Kabbani,  M.D.,  Knoxville 
Michael  D.  Kropilak,  M.D.,  Knoxville 
Jean  K.  Noxon,  M.D.,  Knoxville 

McMINN  COUNTY  MEDICAL  SOCIETY 

William  John  Drury,  M.D.,  Athens 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Thomas  W.  Arnold,  M.D.,  Memphis 
Charles  L.  Carter,  M.D.,  Memphis 
Jennifer  W.  Childers,  M.D.,  Memphis 
Winston  Greg  Clark,  M.D.,  Memphis 
Thane  Duncan,  M.D.,  Memphis 
Neumon  Taylor  Goshorn,  M.D.,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Harry  S.  Creekmore,  M.D.,  Clarksville 
David  B.  Williams,  M.D.,  Clarksville 


NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

William  Alex  James,  M.D.,  Union  City 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Gary  W.  Neal,  M.D.,  Knoxville 
Randall  E.  Pearson,  M.D.,  Oak  Ridge 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Lisa  Lynn  Lowe,  M.D.,  Murfreesboro 

SUMNER  COUNTY  MEDICAL  SOCIETY 

George  Theodore  Critz,  M.D.,  Gallatin 
Clayton  MacConnell,  M.D.,  Gallatin 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Mark  L.  Donovan,  M.D.,  Johnson  City 
William  H.  Messerschmidt,  M.D.,  Johnson  City 
Ronald  W.  Swinfard,  M.D.,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Gary  Louis  Bienvenu,  M.D.,  Brentwood 
David  Joseph  Ottensmeyer,  M.D.,  Brentwood 

WILSON  COUNTY  MEDICAL  SOCIETY 

Melissa  A.  Will,  M.D.,  Lebanon 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Seven  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  Decem- 
ber 1988.  To  qualify  for  the  PRA,  a minimum 
of  150  hours  of  continuing  medical  education 
must  be  earned  over  a three-year  period;  60  of 
these  hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Charles  A.  Cape,  M.D.,  Memphis 
Thomas  A.  Currey,  M.D.,  Memphis 
Jayant  B.  Mehta,  M.D.,  Johnson  City 
Robert  L.  Neaderthal,  M.D.,  Nashville 
Donald  D.  Owens,  M.D.,  Memphis 
Michael  L.  Pool,  M.D.,  Knoxville 
Tiovo  E.  Rist,  M.D.,  Nashville 
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pCf/OACll  ACU 1/ 


James  R.  Noonan,  M.D.,  Dyersburg,  has  been  certi- 
fied as  a Diplomate  in  Geriatric  Medicine  by  the 
American  Board  of  Internal  Medicine. 


announcement/ 


CALENDAR  OF  MEETINGS 


April  1-5 
April  2-5 

April  13-16 
April  13-16 
April  14-18 
April  15-17 

April  16-19 
April  23-26 
April  23-28 
April  26-29 
April  27-30 
April  27-30 
April  28-May  1 
April  28-May  1 
April  29-May  5 


NATIONAL 

American  Association  of  Orthopaedic  Med- 
icine— Riviera,  Las  Vegas 
American  Society  of  Abdominal  Surgeons — 
National  Center  for  Continuing  Medical  Ed- 
ucation, Tampa,  Fla. 

American  College  of  Physicians — Fairmont 
Hotel,  San  Francisco 

American  College  of  Preventive  Medicine — 
Westin,  Atlanta 

American  Fracture  Association — The  Pointe, 
Phoenix 

American  Society  for  Laser  Medicine  and 
Surgery — Hyatt  Regency  Crystal  City,  Ar- 
lington, Va. 

Society  for  Cardiovascular  Anesthesiolo- 
gy— Sheraton,  Seattle 

Southwestern  Surgical  Congress — Hyatt  Re- 
gency, Monterey,  Calif. 

American  Cleft  Palate  Association — Rama- 
da  Renaissance,  San  Francisco 
Society  for  General  Internal  Medicine — 
Hyatt  Regency  Crystal  City,  Arlington,  Va. 
American  Association  for  the  History  of 
Medicine — Hilton,  Birmingham,  Ala. 
Society  for  Research  in  Child  Develop- 
ment— Kansas  City,  Kan. 

American  Society  for  Clinical  Investiga- 
tion— Sheraton,  Washington,  D.C. 
Association  of  American  Physicians — Sher- 
aton, Washington,  D.C. 

American  Occupational  Medicine  Associa- 
tion— Sheraton,  Boston 


May  1-5 
May  1-5 
May  3-7 
May  3-7 
May  7-12 
May  8 
May  9-11 
May  10-12 

May  11-14 

May  11-14 

May  12-13 

May  13-17 

May  13-19 

May  14-17 
May  14-17 
May  14-19 

May  16-17 

May  17-19 

May  17-21 

May  21-23 

May  21-26 

May  23-25 

May  26-29 

May  26-June  1 

May  28-31 

May  28-June  1 

May  31-June  3 


Ambulatory  Pediatric  Association — Shera- 
ton, Washington,  D.C. 

Society  for  Pediatric  Research — Sheraton, 
Washington,  D.C. 

Christian  Medical  Society — Marriott  Down- 
town, Minneapolis 

Society  of  Biological  Psychiatry — Hilton,  San 
Francisco 

American  Roentgen  Ray  Society — Hilton, 
New  Orleans 

American  Association  for  Thoracic  Sur- 
gery— Sheraton/Hynes,  Boston 
Aerospace  Medical  Association — Hilton  and 
Towers,  Washington,  D.C. 

International  Congress  on  Peer  Review  in 
Biomedical  Publication  (AMA) — Congress 
Hotel,  Chicago 

American  Geriatrics  Society  and  American 
Federation  for  Aging  Research  Annual 
Meeting— Marriott  Copley  Place,  Boston 
American  College  of  Advancement  in  Med- 
icine (Helping  Patients  Feel  Better,  Live 
Longer — Emerging  Standards  of  Care  for  the 
1990s) — Hyatt  Regency  at  Reunion,  Dallas 
Virginia  Society  of  Ophthalmology — Home- 
stead Resort,  Hot  Springs,  Va. 

Association  for  the  Advancement  of  Medi- 
cal Instrumentation — Sheraton,  St.  Louis 
American  Society  for  Gastrointestinal  En- 
doscopy— Sheraton,  Washington,  D.C. 
American  Lung  Association — Cincinnati 
American  Thoracic  Society — Cincinnati 
American  Society  for  Microbiology— River- 
gate  Convention  Center,  New  Orleans 
Society  for  Surgery  of  the  Alimentary 
Tract — Washington,  D.C. 

American  Trauma  Society — Washington, 
D.C. 

American  Society  of  Head  and  Neck  Ra- 
diology— Hilton  International,  Toronto 
American  Society  of  Clinical  Oncology — 
Hilton,  San  Francisco 

American  Industrial  Hygiene  Association — 
St.  Fouis 

University  Association  for  Emergency  Med- 
icine— Marriott,  San  Diego 
Eye  Bank  Association  of  America — Wash- 
ington, D.C. 

Medical  Library  Association — Marriott, 
Boston 

American  Pediatric  Surgical  Association — 
Hyatt,  Baltimore 

American  Association  on  Mental  Retarda- 
tion— Palmer  House,  Chicago 
American  College  of  Sports  Medicine — 
Stouffer  Harbor  Place,  Baltimore 


TENNESSEE  MEDICAL  ASSOCIATION 

1 S4TH  ANNUAL  MEETING 
April  12-15,  1989 
Opryland  Hotel,  Nashville 
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Tennessee  Medical  Association  Auxiliary 


Adolescent  Health 


In  December  1986,  the  American  Medical  Associ- 
ation published  a “White  Paper  on  Adolescent 
Health,"  which  contained  many  startling  findings  re- 
garding the  problems  facing  today’s  teenagers.  The 
paper  stated  that  both  morbidity  and  mortality  rates 
for  adolescents  are  11%  higher  than  they  were  20  years 
ago.  The  indication  was  that  there  was  no  single  rea- 
son for  this  increase  but  some  of  the  findings  in  the 
White  Paper  are  as  follows: 

• Substance  Abuse 

Two-thirds  of  American  youth  use  an  illicit  drug 
before  they  finish  high  school. 

One  in  16  high  school  seniors  drinks  alcoholic  bev- 
erages daily. 

• Sexuality  I Pregnancy 

The  highest  rates  of  many  sexually  transmitted  dis- 
eases are  in  sexually  active  teens  between  the  ages  of 
15  and  19. 

Teenage  mothers  account  for  46%  of  all  births  to 
unmarried  women  and  one-third  of  all  abortions. 

• Victimization 

Six  percent  of  all  boys  and  15%  of  all  girls  experi- 
ence sexual  abuse  by  the  age  of  16. 

• Psychological  Disorders! Suicide 

Five  thousand  persons  under  age  19  commit  suicide 
each  year  and  50,000  attempt  it. 

Up  to  10%  of  teenage  girls  suffer  severe  eating  dis- 
orders such  as  anorexia. 

• Violence!  Trauma 

Adolescents  are  responsible  for  one-third  of  all  vi- 
olent crimes. 

Based  on  these  and  other  findings,  the  AMA  de- 
signed a program  that  focuses  on  teaching  and  sup- 
porting teens  in  making  health  decisions.  Since  adoles- 
cent health  has  always  been  a major  focus  of  the 
auxiliary,  the  AMA  Auxiliary  was  most  pleased  when 
asked  to  support  the  AMA  Initiative  on  Adolescent 
Health. 


The  TMA  Auxiliary  has  cooperated  from  the  be- 
ginning by  scheduling  regional  Teen  Health  Work- 
shops. The  first  one  was  in  Memphis  in  1987;  last  year 
one  was  held  in  Chattanooga,  the  workshop  for  the 
Upper  East  Region  was  in  Knoxville  last  month,  and 
the  Nashville  Academy  of  Medicine  Auxiliary  is  mak- 
ing plans  for  one  to  be  in  Nashville  next  year. 

Mrs.  Charles  (Debbie)  Godwin.  TMA  Auxiliary 
President,  has  supported  the  AMA  campaign  by  re- 
questing each  county  auxiliary  to  have  at  least  one  ad- 
olescent project.  These  are  some  of  the  programs  on 
the  county  level: 

• Blount  County  Auxiliary  has  cooperated  with  an- 
other local  organization  in  sponsoring  a Teen  Sui- 
cide Prevention  project. 

• Chattanooga/Hamilton  County  Auxiliary  held  its 
Second  Annual  Teen  Health  Workshop. 

• Knox  County  Auxiliary  continues  with  its  Kids  on 
the  Block  physical  and  sexual  abuse  program. 

• Nashville/Davidson  County  Auxiliary  held  a panel 
discussion  on  “Adolescent  Health  Problems:  A 
Search  for  Answers”  for  parents,  educators,  and 
counselors. 

• Obion  County  Auxiliary  has  participated  in  the 
AMA  anti-pregnancy  campaign. 

• Memphis/Shelby  County  Auxiliary  had  its  Third 
Annual  Teen  Health  Workshop. 

• West  Tennessee  Consolidated  Auxiliary  held  “Just 
Say  No  To  Sex”  workshops,  one  for  parents  and 
another  for  students.  Coleen  Kelly  Mast,  an  educa- 
tional consultant,  spoke  to  both  groups.  Her  subject 
was  “Sex  Respect:  The  Option  of  True  Sexual  Free- 
dom.” 

The  Teen  Health  Workshops  and  county  projects 
have  one  aim  and  that  is  to  help  Tennessee  teens  to 
grow  into  healthy  adults. 

Mrs.  Charles  (Nancy)  Prater 
Editor,  Volunteer  Voice 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  soh 
diers  with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Farm 
ily  Practitioner,  expect  to 
spend  most  of  your  time  serw 
ing  not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won't  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums,  or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profeS' 
sionals,  you  can  receive 
assignments  almost  anywhere 

in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive.  You’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edm 
cation  and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart' 
ment  Counselor  for  more  information. 

ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BUILDING 
1407  UNION  AVENUE,  SUITE  702 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901)  725-5851 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

October  18-19, 1988 


Members  Present:  Duane  C.  Budd.  M.D.,  President 

William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott.  Jr.,  M.D. 

Oscar  M.  McCallum,  M.D. 

Chris  Blevins,  M.D. 

Duane  C.  Budd.  M.D.,  president,  called  the  meeting  to 
order  at  8:30  am. 

Reciprocity  applications  were  unanimously  approved  for 
Drs.  Ronald  N.  Boyle,  Neveen  M.  Habashi,  Rodolfo  Lauciri- 
ca,  Van  Frank  Mills,  Ayokunle  A.  Oni,  Shashi  K.  Tandon, 
Calvin  C.  Young,  William  I).  Young  and  Woodrow  D.  Fris- 
bee.  Action  was  deferred  on  Drs.  William  I).  Davidson,  Ray- 
mond R.  Malott,  and  Jon  F.  Lieberman  since  applicants  were 
not  present.  Dr.  Heesuck  Suh's  application  w'as  deferred  until 
information  is  received  from  California  and  the  Federation  of 
State  Medical  Boards.  Dr.  Paul  Dedick’s  application  was  ap- 
proved with  stipulations  that  he  maintain  his  contract  w'ith 
IMA  Impaired  Physician  Committee.  Approval  was  denied 
for  the  following:  Dr.  Pankaj  K.  Shah  had  a score  below  75 
on  day  2 of  FLEX;  Dr.  Nicholas  Dzebolo — after  hearing  in- 
formation obtained  by  the  Investigative  Section  regarding  Dr. 
Dzebolo's  actions  in  the  state  of  Mississippi. 

Reinstatement  was  approved  for  Dr.  Robert  E.  Ivy.  Dr. 
George  J.  Nassef  was  approved  pending  receipt  of  two  letters 
of  recommendation  to  be  satisfactory  to  the  Secretary  of  the 
Board.  Reinstatement  w'as  deferred  for  Dr.  James  W.  Lassi- 
ter since  he  was  not  present. 

Petition  for  Lifting  Probation 

Bobby  Watts,  M.D. — Upon  the  motion  of  the  respon- 
dent. the  DEA  license  of  the  respondent  is  hereby  reinstated 
only  for  the  purpose  of  prescribing  pursuant  to  a hospital 
emergency  room  practice  with  the  following  conditions:  From 
the  date  of  this  order  and  until  May  2.  1989,  the  respondent 
shall  maintain  a daily  log  w'hich  will  reflect  all  prescriptions 
which  the  respondent  shall  issue,  to  include  patient,  drug 
name,  dosage  units  and  drug  schedule;  the  daily  log  shall  be 
verified  by  the  chief  of  staff  of  the  hospital  and  such  verifi- 
cation shall  be  reflected  by  the  chief  of  staff's  signature  and 
date  in  the  log  on  a weekly  or  other  appropriate  periodic 
basis.  The  prescriptions  of  the  respondent  shall  be  monitored 
by  the  Health  Related  Board  for  a period  of  one  year.  The 
probation  imposed  by  the  Board  on  the  respondent's  license 
to  practice  medicine  in  its  order  of  May  of  1988  is  hereby 
lifted. 

Hearings 

Isaac  Brown,  M.D. — On  Aug.  16,  1988,  Dr.  Brown's  li- 
cense was  summarily  suspended  due  to  his  prescribing  prac- 
tices (see  Minutes,  August  16  and  17.  1988).  At  this  meeting, 
the  Board  voted  to  accept  an  agreed  order  that  Dr.  Browm 
surrender  his  license  to  practice  medicine  in  Tennessee  and 
that  he  agrees  not  to  apply  for  medical  licensure  in  the  fu- 
ture. Dr.  Brown  has  closed  his  office  and  publicly  announced 
his  retirement  from  practice. 


Jack  Woodside,  M.D. — The  respondent.  Jack  Woodside, 
M.D.,  w'as  issued  a license  in  Tennessee  with  probationary 
conditions  in  1986.  The  respondent's  probation  was  imposed 
since  he  had  been  disciplined  by  the  Virginia  State  Board  of 
Medicine  for  substance  abuse.  The  conditions  of  the  respon- 
dent's probation  required  him  to  be  in  compliance  with  an 
aftercare  plan  that  was  outlined  by  the  Board  of  Medical  Ex- 
aminers and  the  Impaired  Physician  Committee.  On  Sept.  1, 
1988  the  Board  of  Medical  Examiners  was  informed  by  Dr. 
David  Dodd,  medical  director  of  the  Impaired  Physician 
Committee,  that  the  respondent  was  in  violation  of  his  pro- 
bation due  to  his  use  and  abuse  of  controlled  substances.  An 
intervention  was  done  by  the  Impaired  Phvsician  Program  and 
the  respondent  entered  Charter  Lakeside  Hospital  in  Mem- 
phis for  chemical  dependency  treatment. 

The  Board  voted  to  suspend  Dr.  Woodside's  license  in- 
definitely until  proof  is  received  that  he  has  undergone  suffi- 
cient treatment  and  again  has  the  advocacy  of  the  Impaired 
Physician  Program.  Should  he  leave  the  Impaired  Physician 
Program  or  the  treatment  program,  his  license  will  be  subject 
to  immediate  revocation. 


James  Spaulding,  M.D. — The  charges  were  as  follows:  The 
respondent,  James  H.  Spaulding,  M.D.,  has  violated  the  pro- 
visions of  TCA  63-6-101  et  seq,  including,  but  not  limited  to, 
the  following  provisions:  unprofessional,  dishonorable,  or 
unethical  conduct  [TCA  63-6-2 14(a)(  i )];  gross  malpractice,  or 
a pattern  of  continued  or  repeated  malpractice,  ignorance, 
negligence  or  incompetence,  in  the  course  of  medical  practice 
[TCA  63-6-2 14(a)(4)];  dispensing,  prescribing,  or  otherwise 
distributing  any  controlled  substance  or  any  other  drug  not  in 
the  course  of  professional  practice,  or  not  in  good  faith  to 
relieve  pain  and  suffering,  or  not  to  cure  an  ailment,  physical 
infirmity  or  disease  [TCA  63-6-2 14(a)(  12)];  dispensing,  pre- 
scribing, or  otherwise  distributing  any  controlled  substance  or 
any  other  drug  to  any  person  in  violation  of  any  law,  of  the 
State  or  of  the  United  States  of  America  [TCA  63-6- 
2 14(a)(  14);  TCA  52-1431(b);  21  CFR  1306.04]. 

The  respondent  has  violated  the  provisions  of  the  law  set 
out  in  numbered  paragraph  six  of  this  notice  on  a series  of 
occasions.  These  violations  include,  but  are  not  limited  to, 
the  following:  respondent  prescribed  abusive  and  addictive 
Schedule  II  and  other  Scheduled  drugs  to  his  wife  over  an 
extended  period  when  he  knew',  or  should  have  known,  that 
she  was  addicted  to  said  substances  and  was  abusing  them; 
respondent  prescribed  Scheduled  medications  to  his  wife  which 
w'ere  not  for  a legitimate  medical  purpose;  respondent  ille- 
gally signed  Schedule  II  prescriptions  for  drugs  that  had  al- 
ready been  dispensed  to  his  wife. 

The  Board  voted  to  order  the  following:  The  respondent 
shall  complete  the  three-day  continuing  medical  education 
program  sponsored  by  Dr.  David  Dodd  of  the  Tennessee 
Medical  Association.  Upon  completion  of  the  program,  the 
respondent  shall  provide  the  Secretary  of  the  Board  of  Med- 
ical Examiners  with  proof  of  his  completion  of  the  program. 
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Wayne  Stubblefield,  M.D. — Hearing  again  continued  since 
Dr.  Stubblefield  is  now  in  treatment  and  has  surrendered  his 
DEA  certificate. 

William  B.  Findley,  M.D. — The  respondent  was  charged 
as  follows:  respondent  has  committed  the  following  acts,  be- 
havior and  conduct.  These  include,  but  are  not  limited  to, 
the  following:  respondent  has  written  prescriptions  for  con- 
trolled substances  to  obtain  controlled  substances  for  office 
use;  respondent  has  prescribed  preludin  over  an  extended  pe- 
riod of  time  beyond  that  which  is  medically  indicated  in  which 
a tolerance  or  dependency  would  occur  with  the  patient  for 
whom  it  was  prescribed;  respondent  has  prescribed  amphet- 
amine type  drugs  in  combination  with  depressants  or  narcot- 
ics and  this  is  not  in  the  course  of  professional  practice;  re- 
spondent was  apprised  that  certain  individuals  for  whom  he 
was  prescribing  controlled  substances  were  drug  abusers  but 
he  continued  to  prescribe  controlled  substances  for  them. 

By  committing  the  acts  mentioned  above  the  respondent, 
William  B.  Findley,  M.D.,  has  violated  the  provisions  of  TCA 
63-6-101  et  seq,  including,  but  not  limited  to,  the  following 
provisions:  dispensing,  prescribing,  or  otherwise  distributing 
any  controlled  substance  or  any  other  drug  not  in  the  course 
of  professional  practice,  or  not  in  good  faith  to  relieve  pain 
and  suffering,  or  not  to  cure  an  ailment,  physical  infirmity  or 
disease  [TCA  63-6-2 14(a)(  12));  dispensing,  prescribing,  or 
otherwise  distributing  any  controlled  substance  or  any  other 
drug  to  any  person  in  violation  of  any  law,  of  the  State  or  of 
the  United  States  of  America  [TCA  63-6-214(a)(  14)]. 

The  Board  accepted  the  following  agreed  order:  The  re- 
spondent's license  to  practice  medicine  in  Tennessee  is  placed 
on  probation  for  a period  of  one  year  and  the  respondent 
shall  abide  by  the  following  conditions  to  wit:  The  respondent 
shall  attend  the  Tennessee  Department  of  Mental  Health’s 
drug  school  which  is  held  on  an  annual  basis;  during  the  year 
of  probation,  obtain  ten  hours  of  continuing  medical  educa- 
tion in  pharmacology;  purchase  and  use  the  American  Medi- 
cal Association's  book  on  drug  evaluation  and  shall  prescribe 
drugs  in  a manner  consistent  with  its  recommendations;  es- 
tablish a relationship  with  the  Impaired  Physician  Commit- 
tee; not  prescribe  drugs  for  himself  or  any  member  of  his 
family.  The  probation  period  shall  begin  the  date  of  entry  of 
this  order. 

Charles  Stimpson,  M.D. — Dr.  Stimpson  w'as  charged  with 
the  following:  The  respondent,  Charles  L.  Stimpson.  M.D.. 
has  violated  the  provisions  of  TCA  63-6-101  et  seq.  including, 
but  not  limited  to.  the  following  provisions:  unprofessional, 
dishonorable,  or  unethical  conduct  [TCA  63-6-2 1 4( a )( 1 )[;  gross 
malpractice,  or  a pattern  of  continued  or  repeated  malprac- 
tice. ignorance,  negligence  or  incompetence  in  the  course  of 
medical  practice  [TCA  63-6-2 14(a)(4)];  dispensing,  prescrib- 
ing. or  otherwise  distributing  any  controlled  substance  or  any 
other  drug  not  in  the  course  of  professional  practice,  or  not 
m good  laith  to  relieve  pain  and  suffering,  or  not  to  cure  an 
ailment,  physical  infirmity  or  disease  |TCA  63-6-2 1 4( a )( 12)]; 
dispensing,  prescribing  or  otherwise  distributing  to  any  per- 
son a controlled  substance  or  other  drug  if  such  person  is 
addicted  to  the  habit  of  using  said  controlled  substances  with- 
out making  a bona  fide  effort  to  cure  the  habit  of  such  pa- 
tient | TCA  63-6-2 14(a)(  13);  dispensing,  prescribing,  or  oth- 
erwise distributing  any  controlled  substance  or  anv  other  drug 
to  any  person  in  violation  of  any  law.  of  the  State  or  of  the 
United  States  of  America  [TCA  63-6-2 14(a)(  14)]. 

The  respondent  has  violated  the  provisions  of  the  law  set 
out  in  numbered  paragraph  six  of  this  notice  on  a series  of 
occasions.  These  violations  include,  but  are  not  limited  to, 
the  following:  The  respondent,  while  treating  an  addicted  pa- 
tient. took  the  following  inappropriate  actions  in  treating  the 
said  patient:  overprescribing  dangerous  and  addictive  drugs 
such  as  Demerol  and  Dilaudid  to  the  patient;  failing  without 
good  cause  to  follow  the  advice  of  medical  specialists  regard- 
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ing  his  patient's  course  of  treatment  by  continuing  to  pre- 
scribe harmful  amounts  of  Scheduled  drugs  to  his  patient; 
calling  in  Schedule  II  prescriptions  when  a valid  emergency 
did  not  exist;  making  no  effort  to  cure  his  patient's  addiction; 
failing  to  refer  his  patient  for  appropriate  chemical  depend- 
ency treatment. 

The  Board  voted  to  resolve  the  case  informally  by  a letter 
of  censure. 

John  Boylin,  M.D. — Case  continued. 

Other  Business 

Physician  Assistants — The  following  were  approved  for 
certification:  Lee  Ann  Moore,  Hillard  F.  Butcher,  Jr.,  Anne 
Gail  McLeay,  Holland  Alexander  Morelock,  David  Wayne 
Drum  and  Peggy  L.  Hensley  (recent  graduate;  final  certifi- 
cation pending  successful  completion  of  National  Certifying 
Examination  for  Physician  Assistants).  Certification  for  Dav- 
id N.  Birman  was  deferred  until  more  information  is  received 
from  applicant.  He  should  come  before  committee  and/or 
Board.  Physician  Assistants'  Rules  on  Renewal  Fees  were 
approved. 

X-Ray  Operators  Limited  Scope  Examination — The  scores 
from  the  July  examination  were  certified  by  the  Board.  Of 
the  46  who  took  the  examination,  35  passed  and  11  failed. 
The  Board  voted  to  make  available  scores  by  category  to  each 
course  instructor  but  not  to  identify  individual  scores. 

Loan  Deferments — The  letter,  which  had  been  drafted  to 
be  sent  to  the  applicants  for  student  loan  deferments  explain- 
ing that  Tennessee  does  not  require  an  internship  prior  to 
licensure  for  U.S.  graduates  and,  therefore,  could  not  sign 
the  deferment  papers,  was  approved  by  the  Board.  Dr.  Blev- 
ins made  a motion  that  the  Board  should  seek  a change  in 
the  law'  which  would  require  one  year  postgraduate  training 
for  all  medical  school  graduates;  seconded  by  Dr.  McCallum. 
Motion  carried. 

Applicant's  Consent  and  Release  Form — This  form  was 
approved  by  the  Board  to  become  part  of  the  application  for 
licensure  pending  review  by  counsel. 

Renewal  Fee  Increase  and  Allocation  of  Resources — The 
Board  voted  to  recommend  that  the  percentage  of  the  renew- 
al fee  increase  which  is  earmarked  to  be  made  available  to 
the  Board  be  used  to  contract  with  a medical  consultant. 

Primary  Care  Clinics  Which  Use  Physician  Assistants — This 
will  be  discussed  at  the  next  meeting.  The  Physician  Assis- 
tants Committee  will  be  notified  of  this.  The  JCAH  Guide- 
lines for  Supervision  ol  Physician  Assistants  and  nurse  prac- 
titioners will  be  obtained  prior  to  this  meeting  to  assist  in  the 
discussion. 

Procedure  for  Keeping  Track  of  Disciplinary  Actions  Which 
Result  in  Suspension  and  Probation  with  Stipulations — The 
suggested  procedures  w'ere  approved  as  submitted  except  for 
the  change  of  location  of  the  probationary  files  to  the  Office 
of  General  Counsel  instead  of  the  administrative  office.  It 
was  also  decided  to  identify  the  licensure  file  with  a red  dot 
or  symbol  so  staff  would  recognize  that  there  was  derogatory 
information. 

The  following  items  were  deferred  to  the  next  meeting, 
which  w’ill  be  November  29  and  30,  1988;  discussion  concern- 
ing consultant  for  Board;  definition  of  supervision;  out-of-state 
residents  in  program  in  Tennessee; 

There  being  no  further  business,  the  meeting  adjourned 
at  11:15  am  on  Oct.  19.  1988.  C ^ 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

November  12,  1988 


Members  Present:  Duane  C.  Budd.  M.D..  President 

William  W.  Cloud.  M.D.,  Secretary 
Edgar  L.  Scott.  Jr..  M.D. 

Chris  Blevins.  M.D. 

Member  Absent:  Oscar  M.  McCallum.  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by  Duane  C. 
Budd.  M.D..  president. 

Dr.  S.  G.  Chikkannaiah — Summary  Suspension 

Dr.  Chikkannaiah  was  charged  with  the  following:  The 
respondent.  S.  G.  Chikkannaiah.  M.D.,  has  violated  the  pro- 
visions of  TCA  63-6-101  et  seq,  including,  but  not  limited  to, 
the  following  provisions:  unprofessional,  dishonorable,  or 
unethical  conduct  [TCA  63-6-214(a)(  1 )];  violation  or  at- 
tempted violation,  directly  or  indirectly,  or  assisting  in  or 
abetting  the  violation  of,  or  conspiring  to  violate,  any  provi- 
sion of  TCA  63-6-101  et  seq.  or  any  criminal  statute  of  the 
State  of  Tennessee  [TCA  63-6-2 14( a)(2)] ; making  false  state- 
ments or  representations,  or  in  being  guilty  of  fraud  or  deceit 
in  the  practice  of  medicine  [TCA  63-6-2 14(a)(3)];  gross  mal- 
practice, or  a pattern  of  continued  or  repeated  malpractice, 
ignorance,  negligence  or  incompetence  in  the  course  of  med- 
ical practice  [TCA  63-6-2 14(a)(4)] ; dispensing,  prescribing,  or 
otherwise  distributing  any  controlled  substance  or  any  other 
drug  not  in  the  course  of  professional  practice,  or  not  in  good 
faith  to  relieve  pain  and  suffering,  or  not  to  cure  an  ailment, 
physicial  infirmity  or  disease  [TCA  63-6-2 14(a)(  12)];  dispen- 
sing. prescribing  or  otherwise  distributing  to  any  person  a 
controlled  substance  or  other  drug  if  such  person  is  addicted 
to  the  habit  of  using  said  controlled  substance  without  mak- 
ing a bona  fide  effort  to  cure  the  habit  of  such  patient  [TCA 
63-6-214(a)(  13)];  and  dispensing,  prescribing,  or  otherwise 
distributing  any  controlled  substance  or  other  drug  to  any 
person  in  violation  of  any  law,  of  the  State  or  of  the  United 
States  of  America  [TCA  63-6-2 14(a)(  14)]. 

The  respondent  has  violated  the  provisions  of  the  law  set 
out  in  numbered  paragraph  six  of  this  notice  on  a series  of 
occasions.  These  violations  include,  but  are  not  limited  to, 
the  following:  prescribing,  dispensing  or  otherwise  distribut- 
ing controlled  substances  when  said  controlled  substances  are 
not  medically  indicated;  prescribing,  dispensing  or  otherwise 
distributing  controlled  substances  in  such  a manner,  amount 
and  duration  to  various  persons  as  to  constitute  gross  mal- 
practice, or  a pattern  of  continued  or  repeated  malpractice, 
ignorance,  negligence  or  incompetence  in  the  course  of  med- 
ical practice;  dispensing,  prescribing  or  otherwise  distributing 
controlled  substances  to  persons  when  the  quantity,  duration 
and  method  is  such  that  the  persons  would  become  addicted 
to  the  habit  of  taking  said  controlled  substances,  if  these  per- 
sons were  not  already  addicted  to  said  controlled  substances. 
After  reviewing  numerous  documents,  the  results  of  two  sep- 
arate drug  audits,  reports  from  various  hospitals  and  other 
sources,  the  findings  of  investigators,  the  testimony  of  wit- 
nesses to  include  the  Board  consultant  and  an  expert  consult- 
ant in  pharmacology,  the  Board  of  Medical  Examiners  finds 
as  follows: 


Findings  of  Fact 

The  respondent,  S.  G.  Chikkannaiah,  M.D.,  has  engaged 
in  such  abusive  and  excessive  prescribing  of  Scheduled  sub- 
stances that  he  has  flagrantly  disregarded  the  health,  safety 
and  welfare  of  his  patients  as  evidenced  by  the  following:  re- 
spondent has  prescribed  to  an  inordinate  number  of  patients 
narcotic  analgesics,  amphetamine-like  stimulants,  and  seda- 
tives for  patently  inappropriate  periods  of  time,  even  as  long 
as  years  and  years;  respondent’s  prescribing  practices  reveal 
the  chronic  use  of  Scheduled  drugs  without  indications  from 
patients  which  would  justify  such  prescribing;  respondent 
prescribes  inappropriate  and/or  dangerous  combinations  of 
Scheduled  substances  to  his  patients;  respondent  prescribes 
controlled  substances  to  patients  without  conducting  a proper 
physical  exam  or  appropriate  tests  to  see  if  the  patient  has  a 
medical  condition  which  indicates  or  justifies  the  prescribing 
of  controlled  substances;  respondent  has  prescribed  an  enor- 
mous quantity  of  frequently  abused  Scheduled  drugs  to  his 
patients;  respondent's  reputation  as  an  abusive  prescriber  has 
reached  the  point  that  numerous  pharmacists  will  either  not 
fill  his  prescriptions  or  are  most  reluctant  to  do  so;  respon- 
dent prescribed  controlled  substances  to  patients  he  knew  or 
should  have  known  were  drug  abusers  or  addicts. 

The  respondent’s  medical  judgment  and  competence  is  so 
lacking  that  he  has  left  a trail  of  negligence,  incompetence, 
and  malpractice  that  is  evidenced  by  the  following:  respond- 
ent has  had  his  privileges  to  practice  medicine  and  admit  pa- 
tients either  revoked  or  suspended  at  all  Nashville  area  hos- 
pitals where  he  has  practiced;  respondent  has  been  suspended 
from  hospital  practice  for  admitting  patients  with  diagnoses 
for  which  no  subsequent  workup  or  treatment  was  substanti- 
ated and  for  administering  repeated  medication  when  no  def- 
inite justifiable  need  for  medication  was  documented;  his 
practice  has  deteriorated  to  the  point  that  there  is  not  a single 
hospital  in  the  Nashville  area  which  will  allow  him  to  admit 
patients;  respondent  has  previously  been  charged  by  the  State 
of  Tennessee  for  overprescribing,  yet  even  with  such  notice, 
his  abusive  and  indiscriminate  prescribing  of  controlled  sub- 
stances has  grown  considerably  worse;  respondent  has  failed 
to  maintain  an  objective  professional  relationship  with  his  pa- 
tients, and  particularly  his  female  patients,  which  is  necessary 
in  using  the  independent  judgment  required  when  treating 
and  prescribing  Scheduled  substances  to  patients;  respondent 
at  a hospital  hearing  to  determine  the  status  of  his  privileges 
acted  irrationally  and  inappropriately. 

A review  of  some  of  the  respondent's  patient  records  re- 
veals the  following:  the  records  were  incomplete  relative  to 
doctor’s  notes  and  treatment;  there  was  inappropriate  patient 
care  involving  overuse  of  tranquilizers,  analgesics,  hypnotics 
and  anorectics;  alcohol  dependent  patients  were  inappro- 
priately prescribed  tranquilizers  and  narcotic  analgesics  and 
no  bona  fide  effort  was  made  to  cure  the  patients  of  their 
dependency;  respondent  inappropriately  prescribed  anorec- 
tics to  known  diabetic  patients;  he  was  inappropriately  pre- 
scribing parenteral  antibiotics  to  patients:  his  medical  records 
did  not  adequately  document  patients’  medical  conditions;  the 
records  show  that  patients  were  prescribed  Scheduled  sub- 
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stances  without  a proper  medical  exam  or  appropriate  diag- 
nostic tests. 

Conclusions  of  Law 

That  the  Findings  of  Fact  in  this  order  are  sufficient  to 
establish  violation  by  the  respondent,  S.  G.  Chikkannaiah,  of 
the  following  provisions  of  TCA  63-1-123  and  63-6-214:  un- 
professional. dishonorable,  or  unethical  conduct  [TCA  63-6- 
214(a)(1)];  gross  malpractice,  or  a pattern  of  continued  or 
repeated  malpractice,  ignorance,  negligence  or  incompetence 
m the  course  of  medical  practice  [TCA  63-6-2 14(a)(4)];  dis- 
pensing. prescribing,  or  otherwise  distributing  any  controlled 
substance  or  any  other  drug  not  in  the  course  of  professional 
practice,  or  not  in  good  faith  to  relieve  pain  and  suffering,  or 
not  to  cure  an  ailment,  physical  infirmity  or  disease  [TCA  63- 
6-2 1 4( a )( 12)];  dispensing,  prescribing  or  otherwise  distribut- 
ing to  any  person  a controlled  substance  or  other  drug  if  such 
person  is  addicted  to  the  habit  of  using  said  controlled  sub- 
stances without  making  a bona  fide  effort  to  cure  the  habit 
of  such  patient  [TCA  63-6-2 14(a)(  13)];  dispensing,  prescrib- 
ing. or  otherwise  distributing  any  controlled  substance  or  any 
other  drug  to  any  person  in  violation  of  any  law,  of  the  State 
or  of  the  United  States  of  America  [TCA  63-6-2 1 4( a )( 14)]; 
issuing  prescriptions  which  are  not  for  a legitimate  medical 
purpose  and  not  in  the  usual  course  of  professional  practice 
[21  Code  of  Federal  Regulations  1306.04  (a)]. 


Findings  of  Imperative  Requirement  of  Emergency  Action 

I lie  findings  of  fact  and  conclusions  of  law  in  this  order 
establish  that  the  public  health,  safety  and  welfare  impera- 
tivelv  requires  emergency  action  to  prevent  the  respondent 
from  continuing  his  repeated  and  dangerous  prescribing  of 
addictive  controlled  substances  and  his  grossly  negligent,  in- 
competent. and  unprofessional  practice  of  medicine. 

It  Is  Therefore  Ordered  as  Follows:  ( 1 ) The  license  of  the 
respondent.  S.  G.  Chikkannaiah.  M.D..  to  practice  medicine 
is.  pursuant  to  the  authority  of  TCA  4-5-320.  summarily  sus- 
pended beginning  on  the  date  of  this  order  and  the  respond- 
ent is  hereby  directed  to  cease  the  practice  ol  medicine  on 
such  date.  (2)  That  said  suspension  shall  remain  in  effect  un- 
til a final  hearing  is  held  before  the  Tennessee  Board  ol  Med- 
ical Examiners  which  will  be  scheduled  by  agreement  of  the 
respondent  and  the  Board  or  as  soon  as  practicable.  (3)  That 
at  the  final  hearing  of  this  cause,  the  Tennessee  Board  of 
Medical  Examiners  will  determine  whether  the  respondent  is 
guilts  ol  violating  the  provisions  ol  TCA  63-6-101  et  seq;  the 
Board  will  further  determine  if  respondent  is  found  guilty, 
w hether  respondent's  license  should  be  suspended  or  revoked 
or  whether  other  discipline  should  be  imposed.  (4)  Respon- 
dent is  notified  ol  his  right  to  appear  with  counsel  at  a hear- 
ing m this  matter  and  that  if  he  fails  to  appear  a default  judg- 
ment mav  be  entered  against  him. 

The  meeting  adjourned  at  10:55  am. 


November  29-30, 1988 


Members  Present:  Duane  C.  Budd,  M.D.,  President 

William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Jr.,  M.D. 

Oscar  M.  McCallum,  M.D. 

Chris  Blevins,  M.D. 

The  meeting  was  called  to  order  at  8:45  am  by  Duane  C. 
Budd.  M.D.,  president. 

Petitions  for  DEA  Certificate  Reinstatement 

John  R.  Janovich,  M.D. — Petition  for  Early  Reinstate- 
ment of  DEA  Certificate.  After  hearing  testimony,  the  Board 
voted  to  lift  the  restrictions  of  respondent  applying  for  a DEA 
certificate.  The  other  stipulations  stated  in  the  agreed  order 
dated  April  18,  1988,  are  still  in  effect.  These  are  as  follows: 
The  respondent’s  license  to  practice  medicine  in  Tennes- 
see is  placed  on  probation  for  a minimum  of  three  years  and 
a maximum  period  of  five  years  and  the  respondent  shall  abide 
by  the  following  conditions  to  wit:  (1)  The  license  of  the  re- 
spondent is  placed  on  probation  for  a period  not  to  exceed 
five  years  with  said  probation  period  to  begin  on  the  date  of 
reinstatement  and  end  five  years  from  said  date.  During  said 
probation  the  Board  and  its  authorized  representative  shall 
have  access  to  all  medical  peer  review  information  regarding 
the  respondent.  (2)  During  the  period  of  probation,  the  re- 
spondent shall  continue  seeing  a psychiatrist  of  his  choosing 
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on  a monthlv  basis  and  shall  have  said  psychiatrist  furnish 
monthly  reports  of  respondent's  condition  (which  shall  in- 
clude a drug  screen)  to  the  Board  Secretary,  the  first  report 
being  due  30  days  after  reinstatement  and  the  following  re- 
ports shall  be  due  at  the  end  of  each  30-day  period  thereaf- 
ter. The  respondent  shall  also  submit  random  urine  and  blood 
samples  to  the  Board  or  its  authorized  representatives  for  the 
purpose  ol  drug  screens  upon  demands.  (3)  During  said  pro- 
bation period,  when  DEA  privileges  are  restored,  respondent 
shall  furnish  the  Board  Secretary  at  the  end  of  each  month 
during  said  probationary  period,  copies  of  each  prescription 
w ritten  or  prescribed  by  repondent  for  controlled  substances. 
Further,  respondent  shall  keep  a log  book  which  shall  accu- 
ratelv  reflect  each  administration  or  dispensing  of  controlled 
substances  to  patients  for  the  Board  or  its  authorized  repre- 
sentatives. Failure  of  said  log  book  records  to  correspond  ac- 
curately with  222  DEA  order  forms,  with  which  the  respon- 
dent has  ordered  controlled  substances  during  said  period, 
shall  be  prima  facie  evidence  that  respondent  has  failed  to 
comply  with  the  record-keeping  terms  of  this  order.  (4)  Dur- 
ing the  time  ol  said  probation,  the  respondent  shall  take  only 
drugs  which  are  prescribed  for  him  by  someone  other  than 
himself.  The  respondent  shall  send  a copy  of  each  prescrip- 
tion to  the  Board  and  shall  from  time  to  time  upon  request 
furnish  the  Board  or  its  authorized  representatives  an  expla- 
nation of  the  purpose  for  said  prescribing.  (5)  The  respon- 
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ent  shall  abide  by  all  drug  laws  of  the  State  of  Tennessee  and 
of  the  United  States  of  America,  and  shall  abide  by  the  terms 
of  TCA  63-6-101.  et  seq.  Failure  of  respondent  to  abide  by 
the  terms  of  this  order  shall  be  cause  for  further  discipline  of 
respondent  pursuant  to  TCA  63-6-2 14(a)(2). 

Hiram  B.  Moore,  M.D. — Petition  for  Reinstatement  of 
UFA  Certificate.  On  Sept.  24.  1985  after  the  respondent  ad- 
mitted that  he  prescribed  an  excessive  amount  of  controlled 
substances  to  certain  of  his  patients,  the  Board  accepted  an 
agreed  order  as  follows:  “That  the  respondent.  H.  B.  Moore. 
M.D..  shall  surrender  his  Drug  Enforcement  Administration 
certificate  of  registration  permit  for  controlled  substances." 
I he  Board  voted  at  this  hearing  to  restore  the  DEA  certifi- 
cate for  all  schedules  except  schedule  IF  Dr.  Moore  is  to 
keep  a log  book  which  shall  accurately  reflect  each  adminis- 
tration or  dispensing  of  controlled  substances  to  patients  for 
the  Board  or  its  authorized  representatives.  Failure  of  said 
lot:  book  records  to  correspond  accurately  with  222  DEA  or- 
der forms,  with  which  the  respondent  has  ordered  controlled 
substances  during  said  period,  shall  be  prima  facie  evidence 
that  respondent  has  failed  to  comply  with  the  record-keeping 
terms  of  this  order. 

Hearings 

S.G.  Chikkannaiah,  M.D. — This  case  was  brought  to  the 
attention  of  the  Board  on  Nov.  12.  1988.  After  hearing  the 
evidence  that  the  respondent’s  abusive  and  unconscionable 
prescribing  had  reached  intolerable  levels,  in  order  to  protect 
the  public  health,  safety  and  welfare,  the  Board  was  com- 
pelled to  summarily  suspend  his  license.  At  this  hearing,  the 
Board  found  him  guilty  of  the  following:  The  respondent,  S.G. 
Chikkannaiah,  M.D..  has  engaged  in  such  abusive  and  exces- 
sive prescribing  of  Scheduled  substances  that  he  has  flagrant- 
ly disregarded  the  health,  safety  and  welfare  of  his  patients 
as  evidenced  by  the  following:  respondent  has  prescribed  to 
an  inordinate  number  of  patients  narcotic  analgesics,  am- 
phetamine-like stimulants,  and  sedatives  for  patently  inap- 
propriate periods  of  time;  respondent's  prescribing  practices 
reveal  the  chronic  use  of  Scheduled  drugs  without  indications 
from  patients  which  would  justify  such  prescribing;  respon- 
dent has  prescribed  inappropriate  and/or  dangerous  combi- 
nations of  Scheduled  substances  to  his  patients;  respondent 
has  prescribed  controlled  substances  to  patients  without  con- 
ducting a proper  physical  exam  or  appropriate  tests  to  see  if 
the  patient  had  a medical  condition  which  indicates  or  justi- 
fies the  prescribing  of  controlled  substances;  respondent  has 
prescribed  an  enormous  quantity  of  frequently  abused  Sched- 
uled drugs  to  patients  he  knew  or  should  have  known  were 
drug  abusers  or  addicts. 

The  respondent  did  not  respond  to  his  ethical  and  medical 
duty  to  treat  his  patients  who  were  afflicted  with  the  deadly 
disorder  of  addiction  but  by  his  overprescribing  knowingly 
exacerbated  and  contributed  to  their  condition  as  is  evi- 
denced by  the  following:  respondent  did  not  reduce  or  stop 
his  prescribing  of  addictive  substances  to  his  patients,  nor 
counsel  them  to  seek  drug  treatment,  even  though  he  knew 
or  should  have  knowm  they  were  addicted  to  dangerous  drugs; 
respondent  attempted  to  talk  a patient  who  was  in  a drug 
treatment  center  into  leaving  her  treatment  and  into  letting 
him  put  her  back  on  the  medication  to  which  she  was  addict- 
ed; numerous  patients  of  his  have  sought  assistance  in  hospi- 
tal emergency  rooms  for  drug  addiction  or  related  problems 
and  have  told  emergency  room  physicians  that  the  respon- 
dent was  their  source  for  drugs;  when  the  respondent  w'ould 
leave  town,  numerous  patients  for  whom  he  was  prescribing 
medications  would  show  up  in  hospital  emergency  rooms 
seeking  addictive  drugs  or  treatment  for  drug  withdrawal. 

The  respondent's  medical  judgment  and  competence  is 
lacking  as  evidenced  by  the  following:  The  respondent  has 
had  his  privileges  to  practice  medicine  and  admit  patients 
either  revoked  or  suspended  at  all  Nashville  area  hospitals 


w'here  he  has  practiced.  The  respondent  has  been  suspended 
from  hospital  practice  for  admitting  patients  with  diagnoses 
for  which  no  subsequent  workup  or  treatment  was  substanti- 
ated and  for  administering  repeated  medication  w'hen  no  def- 
inite justifiable  need  for  medication  was  documented.  A re- 
view of  some  of  the  respondent’s  patient  records  reveals  that: 
the  records  were  incomplete  relative  to  doctor’s  notes  and 
treatment;  there  w'as  inappropriate  patient  care  involving 
overuse  of  tranquilizers,  analgesics,  hypnotics  and  anorectics; 
alcohol-dependent  patients  were  inappropriately  prescribed 
tranquilizers  and  narcotic  analgesics  and  no  bona  fide  effort 
was  made  to  cure  the  patients  of  their  dependency;  respond- 
ent's medical  records  did  not  adequately  document  patients’ 
medical  conditions. 

Conclusions  of  Law — The  aforesaid  conduct  of  the  re- 
spondent constitutes  violation  of  the  following:  unprofession- 
al. dishonorable,  or  unethical  conduct  [TCA  63-6-214(a)(  1 )] ; 
violation  or  attempted  violation,  directly  or  indirectly,  or  as- 
sisting in  or  abetting  the  violation  of.  or  conspiring  to  violate, 
any  provision  of  TCA  63-6- 101  et  seq.  or  any  lawful  order  of 
the  Board  issued  pursuant  thereto,  or  any  criminal  statute  of 
the  State  of  Tennessee  [TCA  63-6-2 14( a)(2 )] ; gross  malprac- 
tice, or  a pattern  of  continued  or  repeated  malpractice,  ig- 
norance. negligence  or  incompetence  in  the  course  of  medical 
practice  [TCA  63-6-214(a)(4)];  dispensing,  prescribing,  or 
otherwise  distributing  any  controlled  substance  or  any  other 
drug  not  in  the  course  of  professional  practice,  or  not  in  good 
faith  to  relieve  pain  and  suffering,  or  not  to  cure  an  ailment, 
physical  infirmity  or  disease  [TCA  63-6-2 14(a)(  12)];  dispen- 
sing. prescribing  or  otherwise  distributing  to  any  person  a 
controlled  substance  or  other  drug  if  such  person  is  addicted 
to  the  habit  of  using  said  controlled  substances  without  mak- 
ing a bona  fide  effort  to  cure  the  habit  of  such  patient  [TCA 
63-6-2 14(a)(  13)];  dispensing,  prescribing,  or  otherwise  dis- 
tributing any  controlled  substance  or  any  other  drug  to  any 
person  in  violation  of  any  law,  of  the  State  or  of  the  United 
States  of  America  [TCA  63-6-2 14(a)(  14)];  issuing  prescrip- 
tions w'hich  are  not  for  a legitimate  medical  purpose  and  not 
in  the  usual  course  of  professional  practice  [21  Code  of  Fed- 
eral Regulations  1306.04(a)], 

It  Is  Therefore  Ordered  As  Follows:  The  license  of  the 
respondent.  S.G.  Chikkannaiah.  M.D..  to  practice  medicine 
and  surgery  is  hereby  revoked. 

John  Boylin,  M.D. — The  Board  voted  to  accept  an  agreed 
order  as  follows:  The  respondent  admits  to  the  following:  re- 
spondent engages  in  the  unsanitary  and  unsafe  practice  of  re* 
using  disposable  needles  when  giving  his  patients  injections: 
respondent  uses  penicillin  injections  when  they  may  not  be 
medically  indicated;  respondent  agrees  to  cease  and  desist  from 
this  type  practice.  Dr.  Boylin  will  meet  with  Dr.  Hollister  for 
discussion  concerning  the  use  of  penicillin  and  if  there  are 
any  educational  courses  on  this,  he  will  take  the  courses. 

D.R.YV.  Shupe,  M.D. — The  Board  voted  to  accept  an 
agreed  order  as  follows: 

Findings  of  Fact — (1)  The  respondent.  D.R.W.  Shupe. 
M.D..  is  not  currently  engaged  in  an  active,  full-time  practice 
ol  medicine.  The  respondent  is  practicing  only  upon  a very 
limited  basis,  consisting  of  occasional  counseling  with  a very 
small  number  of  patients.  (2)  The  respondent  suffers  from 
various  physical  disabilities  which  will  prevent  him  from  en- 
gaging in  the  active,  full-time  practice  of  medicine  at  any  time 
in  the  foreseeable  future.  (3)  The  respondent  has  agreed  to 
provide  the  Board  with  a list  of  his  current  patients,  and  to 
provide  with  respect  to  each  patient  a brief  statement  of  the 
illness  for  which  the  patient  is  being  treated  or  consulted  and 
the  nature  of  the  treatment  or  consultation  being  rendered, 
to  the  extent  not  privileged.  The  respondent  has  further  agreed 
to  supplement  said  list  in  the  event  that  he  begins  seeing  any 
new  patients.  The  respondent  has  further  agreed  that,  should 
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he  desire  to  resume  the  active  full-time  practice  of  medicine, 
lie  will  first  contact  whomever  mav  he  in  charge  ol  the  Im- 
paired Physician  Program  at  that  time  and  will  submit  to  any 
appropriate  evaluation  as  may  he  requested  by  the  person  in 
charge  of  the  program.  The  respondent  has  lurthcr  agreed 
that,  m the  event  that  any  such  evaluation  results  in  a deter- 
mination that  the  respondent  should,  as  a condition  of  re- 
suming the  active  full-time  practice  of  medicine,  receive 
treatment  or  counseling  in  said  program,  he  will  comply  with 
and  abide  bv  any  such  recommendation. 

c onclusions  of  Low — The  Medical  Practice  Act.  Section 
ha-6-2 14( a )( IS).  Tennessee  Code  Annotated,  prohibits  phy- 
sicians from  engaging  in  the  practice  ol  medicine  when  men- 
ially or  phvsicallv  unable  to  safely  do  so. 

It  Is  Therefore  Ordered  As  Follows:  (1)  I hat  the  respon- 
dent shall  submit  a list  ol  all  current  patients,  including  in 
said  list  a brief  description  ol  the  condition  for  which  the 
respondent  is  treating  said  patient  and  the  type  ol  treatment 
administered,  to  the  extent  not  privileged,  with  supplemental 
lists  to  be  provided  in  the  event  that  the  respondent  begins 
treating  anv  other  patients  not  shown  on  the  original  list.  The 
respondent  cannot  treat  any  patients  without  the  concurrence 
of  a Board-approved  licensed  colleague.  (2)  That  the  re- 
spondent shall,  prior  to  entering  an  active,  full-time  practice 
ol  medicine  (to  include  an  "office  practice  or  admitting  pa- 
tients to  hospital"),  contact  the  Impaired  Physician  Program 
and  submit  to  anv  evaluation,  counseling  or  treatment  in  said 
program  as  mav  be  recommended  by  the  administrator  of  said 
program  as  a condition  for  the  respondent's  reentry  into  the 
active,  full-time  practice  of  medicine.  (3)  That  the  charges 
currently  pending  against  the  respondent  be.  and  the  same 
are  herein1  dismissed,  without  prejudice  to  refiling  the  same, 
provided  neither  the  charges  hereby  dismissed  nor  any  other 
allegations  or  charges  against  the  respondent  currently  under 
investigation  as  ol  the  date  of  entry  of  this  order  shall  be  filed 
against  the  respondent  for  so  long  as  the  respondent  complies 
with  and  abides  by  the  terms  ol  this  order.  (4)  That  the 
agreement  bv  the  respondent  as  reflected  herein  and  the  ap- 
proval and  entrv  of  this  order  does  not  and  shall  not  be  rep- 
resented bv  the  respondent  or  the  Board  and  its  officials  as 


an  admission  by  cither  party  as  to  the  merit,  or  the  lack 
thereof,  of  the  charges  against  the  respondent,  it  being  the 
agreement  of  the  Board  and  the  respondent  that  entrv  of  this 
order  is  in  the  best  interest  of  the  respondent,  the  Board  and 
the  public  without  regard  to  the  truth  or  falsity  of  any  alle- 
gations or  charges  made  against  the  respondent. 

Other  Business 

Physician  Assistants — A list  of  phvsician  assistants  who  had 
been  approved  bv  the  Committee  on  Physician  Assistants  were 
approved  by  the  Board.  The  certification  of  Mr.  David  Bir- 
man was  also  approved. 

Reciprocity  Applications  were  unanimously  approved  for 
I ) rs . Charles  R.  B.  Beckmann,  Bridget  F.  Caracci,  Gerald  L. 
Early,  Herman  .1.  Fchsner,  Clifford  C.  Roosa,  Heesuck  Suh, 
and  Augusto  Loaiza.  The  reciprocity  application  for  Dr.  John 
Adkins  was  approved  with  his  low  score  on  Dav  I FLEX 
waived  since  he  is  Board  certified  in  his  specialty  of  anesthe- 
siology. Approval  of  the  following  applications  was  deferred 
since  the  applicants  did  not  show:  Drs.  Joseph  I).  Chenger; 
William  I).  Davidson;  Suhash  B.  Duggirala;  Leland  E.  Holly, 
II:  and  Raymond  M.  Negretti.  Dr.  Jon  F.  Eieberman  was 
granted  a license  with  the  stipulation  that  he  maintain  his 
contract  with  the  TMA  Impaired  Physician  Program.  Dr. 
Barry  Nurcomhe  petitioned  the  Board  for  special  considera- 
tion to  waive  the  FLEX  examination  since  this  had  been  done 
in  other  states  due  to  his  credentials  in  Australia.  The  Board, 
on  advice  ol  counsel,  agreed  that  it  could  not  legally  waive 
the  FLEX  examination.  In  order  to  be  licensed  in  Tennessee. 
Dr.  Nurcombe  would  be  required  to  sit  and  pass  the  FLEX 
examination.  Ihe  reciprocity  application  of  Dr.  Robert  R. 
Holcomb  was  taken  under  advisement  with  action  deferred 
until  he  can  document  FDA  approval  for  his  research  con- 
cerning his  device.  He  must  also  show  that  a hospital  in  Ten- 
nessee is  willing  to  contract  with  him  to  use  his  device  on 
patients  in  the  hospital  during  Ins  research.  Ihe  Alabama 
Board  must  verify  that  his  license  has  not  been  disciplined 
there. 

There  being  no  further  business,  the  meeting  adjourned 
at  4:30  pm.  /~  ^ 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Thrombolytic  Therapy  for 
Acute  Myocardial  Infarction 


FRED  L.  HALEY,  M.D. 


Intracoronary  and  intravenous  thrombolytic 
therapy  for  treatment  of  acute  myocardial  infarc- 
tion has  been  in  widespread  use  for  approximate- 
ly five  years.  Recently  reported  studies  have 
demonstrated  conclusively  that  it  is  effective  at 
reducing  the  mortality  associated  with  acute  my- 
ocardial infarction.  It  seems  appropriate  to  re- 
view what  we  currently  know  regarding  the  ra- 
tionale and  indications  for  and  complications 
associated  with  it,  as  well  as  methods  employed. 

DeWood  et  al1  demonstrated  that  total  occlu- 
sion of  the  infarct-related  coronary  artery  by 
thrombosis  could  be  demonstrated  by  coronary 
arteriography  in  87%  of  patients  with  a trans- 
mural myocardial  infarction  within  the  first  four 
hours  after  the  onset  of  symptoms.  In  a separate 
group  of  59  patients  who  also  underwent  emer- 
gency coronary  artery  bypass  surgery,  thrombo- 
sis was  confirmed  in  88%  of  the  cases. 

Thrombogenesis  and  Thrombolytic  Agents 

Clot  formation  in  the  lumen  of  the  coronary 
artery  results  from  vessel  wall  injury  (i.e.,  ath- 
erosclerotic plaque  “rupture”  or  vasospasm) 
causing  platelet  adhesion  and  aggregation  at  the 
site,  with  release  of  tissue  thromboplastin.  This 
substance  promotes  the  conversion  of  prothrom- 
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bin  to  thrombin,  which  in  turn  converts  soluble 
fibrinogen  to  insoluble  fibrin,  resulting  in  intra- 
luminal thrombus. 

There  are  currently  two  fibrinolytic  agents 
clinically  available:  streptokinase  (SK),  which  can 
be  administered  by  both  the  intracoronary  and 
the  intravenous  routes,  and  recombinant  tissue- 
type  plasminogen  activator  (rt-TPA),  which  is 
currently  given  intravenously.  SK  converts  cir- 
culating plasminogen  into  plasmin,  which  lyses  the 
fibrin  thrombi.  Rt-TPA  acts  on  fibrin-bound 
plasminogen  only,  converting  it  to  fibrin-bound 
plasmin,  which  lyses  fibrin  thrombi.  There  is 
therefore  a greater  tendency  for  SK  to  result  in 
systemic  fibrinolysis. 

Though  both  agents  are  extremely  effective  at 
promoting  thrombolysis,  there  are  significant  dif- 
ferences. Rt-TPA  is  significantly  more  fibrin-spe- 
cific and  clot-selective.  SK  causes  more  systemic 
fibrinolysis,  and  also  can  act  both  as  a pyrogen 
and  an  antigen,  since  5%  of  patients  may  already 
have  blocking  antibodies.  The  generally  used  dose 
of  SK  is  1.5  million  units  administered  intrave- 
nously over  30  to  60  minutes,  whereas  rt-TPA  is 
usually  administered  in  a dose  of  100  mg  over 
three  hours.  The  plasma  half-life  of  SK  is  1 to 
Wi  hours,  that  for  rt-TPA  on  the  order  of  6 to  8 
minutes.  The  approximate  cost  of  a dose  of  SK 
is  $150,  and  for  rt-TPA  $2, 000. 2 

Koren  et  al3  demonstrated  that  time  was  of  the 
essence  in  the  administration  of  thrombolytic 
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therapy  for  acute  myocardial  infarction.  The  me- 
dian left  ventricular  ejection  fraction  following 
administration  of  intravenous  SK  was  56%  in  pa- 
tients treated  less  than  IVi  hours  after  the  onset 
of  symptoms,  compared  with  47%  in  patients 
treated  IV2  to  4 hours  after  onset  (P  < 0.05),  and 
the  infarct  regional  ejection  fraction  was  51%  and 
34%  respectively  (P  < 0.01). 

Indications  and  Contraindications  for  Use  of 
Thrombolytic  Agents 

Thrombolytic  therapy  is  indicated  in  acute 
myocardial  infarction  in  progress  (chest  pain  with 
persistent  ST  segment  elevation  despite  nitrogly- 
cerin use)  with  substantial  left  ventricular  myo- 
cardium at  risk,  where  successful  reperfusion  may 
be  achieved  within  four  hours;  in  unstable  angina 
with  angiographic  documentation  of  intracoro- 
nary thrombus;  with  acute  coronary  artery 
thromboembolism  during  cardiac  catheterization; 
when  there  is  angiographic  evidence  of  coronary 
artery  thrombus,  with  or  without  acute  occlu- 
sion, before  or  after  elective  angioplasty;  and  with 
acute  graft  occlusion  at  least  seven  to  ten  days 
after  aortocoronary  bypass  surgery.2 

Absolute  contraindications  to  thrombolytic 
therapy  include  active  internal  bleeding,  recent 
intracerebral  or  spinal  surgery  or  stroke,  and  re- 
cent major  trauma.2  Relative  contraindications 
include  surgery  within  the  preceding  week,  re- 
cent biopsy,  trauma,  active  peptic  ulcer  disease, 
pregnancy  and  the  postpartum  period,  recent 
puncture  of  a central  noncompressible  vessel,  co- 
agulation defect,  extensive  chest  wall  trauma  re- 
sulting from  CPR,  history  of  anaphylactic  reac- 
tion to  SK  (in  which  case  urokinase  or  rt-TPA 
may  be  used),  prior  SK  use  within  the  previous 
six  months  (urokinase  or  rt-TPA  may  be  used).2 

Intracoronary  Versus  Intravenous 
Thrombolytic  Therapy 

Intravenous  therapy  is  more  readily  instituted 
and  more  widely  available.  It  has  been  estimated 
that  only  approximately  50,000  patients  per  year 
in  the  United  States  will  sustain  an  acute  my- 
ocardial infarction  close  enough  to  a cardiac  cath 
lab  to  benefit  from  intracoronary  thrombolytic 
therapy,  while  approximately  ten  times  that 
number  (500,000  patients)  can  benefit  from  in- 
travenous therapy.  This  represents  half  of  the 
1 million  patients  in  the  United  States  each  year 
who  sustain  a myocardial  infarction  and  do  not 
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die  prior  to  hospitalization.  While  there  is  rela- 
tively little  delay  in  the  administration  of  intra- 
venous thrombolytic  therapy,  there  may  be  as 
much  as  a one-  to  two-hour  delay  in  intracoro- 
nary therapy  because  of  the  time  required  to  ar- 
range for  and  perform  a diagnostic  arteriogram. 
Intracoronary  thrombolytic  therapy  is  relatively 
more  complex  and  carries  greater  risks,  relating 
primarily  to  arterial  puncture  site  complications 
and  cardiac  catheterization.  The  cost  of 
intracoronary  therapy  is  higher  and  its  relative 
benefits  may  be  diminished  by  delays.  Success  in 
achieving  prompt  coronary  thrombolysis  with 
intracoronary  thrombolytic  therapy  has  been  re- 
ported to  be  as  high  as  80%,  however,  as  op- 
posed to  60%  with  intravenous  therapy.  The  risk 
of  rethrombosis  is  15%  to  20%  in  both  due  to  a 
variety  of  technical  factors,  perhaps  the  most  im- 
portant being  the  diameter  of  the  stenosed  ar- 
tery; a residual  diameter  of  less  than  0.5  mm  is 
generally  considered  a high  risk  for  rethrombo- 
sis. With  intracoronary  administration,  the  coro- 
nary anatomy  is  defined  both  initially  and  after 
the  fact,  and  success  or  failure  can  be  document- 
ed, whereas  this  is  not  always  possible  with  non- 
invasive  bedside  assessment  following  intrave- 
nous thrombolytic  therapy.2 

Regimens  for  Thrombolytic  Therapy 

Intracoronary  therapy  consists  of  infusion  of 
SK  into  the  involved  artery  as  a bolus  of  20,000 
units,  followed  by  an  average  of  4,000  units  per 
minute  for  90  minutes  if  reperfusion  is  not  estab- 
lished, or  for  30  minutes  after  initial  reperfusion. 
For  intravenous  therapy,  1.5  million  units  of  SK 
is  administered  over  30  to  60  minutes.2  The  lysis 
dose  for  rt-TPA  consists  of  a 10-mg  intravenous 
bolus  followed  by  50  mg  administered  over  the 
first  hour  of  therapy,  followed  by  a maintenance 
dose  of  20  mg/hr  for  the  following  two  hours,  for 
a total  dose  of  100  mg  for  patients  with  a body 
weight  of  greater  than  65  kg.4  For  lighter  patients 
the  total  dose  would  be  1.25  mg/kg. 

Complications 

There  is  a 10%  to  20%  incidence  of  hemor- 
rhage, the  majority  at  vascular  puncture  sites, 
gastrointestinal  hemorrhage,  reperfusion  ar- 
rhythmias, fever  or  allergic  reactions  with  SK,  and 
reinfarction  due  to  reocclusion  15%  to  20%  of 
the  time.  Finally,  CNS  hemorrhage  has  been  re- 
ported to  occur  approximately  0.5%  of  the  time 
(1  patient  in  200). 2 It  is  therefore  important  to 
secure  all  intravascular  catheters  with  sutures  and 
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tape,  and  to  minimize  the  number  of  venous  and 
arterial  punctures.  Vomiting  should  be  sup- 
pressed, and  the  patients  may  benefit  from  pro- 
phylaxis with  antacids  and/or  histamine  antago- 
nists. Reperfusion  arrhythmias,  particularly 
accelerated  idioventricular  rhythm,  are  generally 
benign  and  self-limited,  but  immediate  cardio- 
version for  ventricular  tachycardia  and/or  defi- 
brillation for  ventricular  fibrillation  may  be  re- 
quired. Prophylaxis  against  the  development  of 
fever  and/or  an  allergic  reaction  to  SK  can  be 
secured  by  the  intravenous  administration  of  50 
mg  of  diphenhydramine  (Benadryl)  and/or  125  mg 
of  methylprednisolone  (Solu-Medrol).  Reinfarc- 
tion due  to  reocclusion  is  prevented  by  the  ag- 
gressive use  of  systemic  heparin  following  throm- 
bolytic therapy.  Though  thrombolytic  agents  are 
excellent  at  lysing  thrombus,  they  do  not  neces- 
sarily prevent  the  later  deposition  of  new  throm- 
bus. When  it  occurs,  CNS  hemorrhage  is  gener- 
ally catastrophic,  and  is  best  prevented  by  paying 
close  attention  to  contraindications.2 

Benefits  of  Reperfusion — 

Effect  on  Ventricular  Function 

In  138  patients  seen  within  four  hours  after  the 
onset  of  acute  myocardial  infarction  who  were 
randomized  to  receive  rt-TPA  or  placebo, 
Guerci  et  al5  demonstrated  that  the  global  left 
ventricular  ejection  fraction  ten  days  later  was 
53%  in  the  treated  group  as  opposed  to  46%  in 
the  placebo  group  (P  = 0.02),  and  that  the  change 
in  global  left  ventricular  ejection  fraction  be- 
tween days  1 and  10  after  infarction  was  positive 
in  3.6%  of  the  treated  group  and  negative 
in  4.7%  of  the  placebo  group  (P  = 0.001). 
O’Rourke  et  al6  demonstrated  that  in  136  pa- 
tients sustaining  their  first  myocardial  infarction, 
who  were  treated  within  2¥z  hours  after  the  onset 
of  symptoms  with  either  placebo  or  100  mg  of  rt- 
TPA,  the  global  left  ventricular  ejection  fraction 
21  days  after  infarction  was  statistically  signifi- 
cantly improved,  as  assessed  by  both  contrast 
ventriculography  and  radionuclide  ventriculogra- 
phy, in  the  treated  group  as  opposed  to  the  pla- 
cebo control  group.  Consequently,  it  appears  as 
if  the  prompt  administration  of  intravenous 
thrombolytic  therapy  achieves  a statistically  sig- 
nificant improvement  in  global  left  ventricular 
function. 

Effects  of  Reperfusion  on  Mortality 

Kennedy  et  al7  demonstrated  a statistically  sig- 
nificantly improved  survival  in  patients  treated 


with  intracoronary  SK  compared  to  the  placebo 
control  group,  as  assessed  at  both  30  days  and 
six  months.  In  533  patients  with  acute  myocardi- 
al infarction  randomized  to  intracoronary  SK  or 
placebo/conventional  treatment.  Simoons  et  al8 
demonstrated  that  after  14  days  the  mortality  rate 
was  5%  in  the  thrombolysis  group  and  10%  in 
the  control  group,  and  after  28  days  it  was  6% 
and  12%  respectively;  the  difference  was  statis- 
tically significant  at  both  times.  Mortality  figures 
continued  to  maintain  statistical  significance  at 
one  year  of  follow-up,  when  the  cumulative  sur- 
vival was  91%  in  the  thrombolysis  and  84%  in 
the  placebo  control  group.9 

In  the  Italian  Group  for  the  Study  of  Strepto- 
kinase (GISSI),  patients  were  admitted  to  a cor- 
onary unit  within  12  hours  after  the  onset  of 
symptoms.  Patients  treated  with  intravenous  SK 
within  six  hours  after  the  onset  of  symptoms 
showed  a statistically  significant  improvement  in 
survival  compared  to  the  control  group  (overall 
mortality  was  reduced  by  18%);  in  the  group 
treated  less  than  one  hour  after  the  onset  of  pain, 
mortality  was  reduced  by  47%.  Of  the  6,000  pa- 
tients treated  within  three  hours  after  the  onset 
of  symptoms,  in-hospital  mortality  was  reduced 
by  approximately  23%;  such  benefits  could  not 
be  shown,  however,  in  patients  treated  longer 
than  six  hours  after  the  onset  of  pain.10 

The  Second  International  Study  of  Infarct 
Survival  (ISIS-2)  presented  at  the  American  Col- 
lege of  Cardiology’s  Annual  Scientific  Sessions  in 
Atlanta  in  April  of  1988  was  an  international 
study  involving  400  hospitals  and  17,000  patients 
worldwide.  Patients  were  treated  with  1.5  million 
units  of  SK  administered  intravenously,  followed 
by  aspirin  daily  for  30  days  after  infarction. 
Treatment  with  aspirin  alone  for  30  days  resulted 
in  a 21%  reduction  in  mortality  compared  to  the 
control  group,  along  with  a 33%  reduction  in 
stroke,  reinfarction,  and  cardiac  arrest.  Treat- 
ment with  intravenous  SK  alone  resulted  in  a 25% 
reduction  in  30-day  mortality.  Treatment  with  in- 
travenous SK  within  four  hours  after  the  onset  of 
symptoms,  followed  by  the  administration  of  as- 
pirin for  30  days,  resulted  in  a 40%  reduction  in 
30-day  mortality.  Based  upon  these  four  studies, 
early  thrombolytic  therapy  can  significantly  re- 
duce mortality. 

Treatment  After  Thrombolysis 

Reports  of  reocclusion  have  ranged  from  10% 
to  30%  (average  of  approximately  15%  to  20%). 11 
It  is  obligatory  to  continue  aggressive  systemic 
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heparinization,  along  with  intravenous  nitrogly- 
cerin, titrated  against  the  patient’s  blood  pres- 
sure, and  intravenous  antiarrhythmic  agents, 
along  with  oral  aspirin  for  its  antiplatelet  effect 
and  perhaps  calcium  channel  blockers  (nifedi- 
pine or  diltiazem).  The  risk  of  reocclusion  is  re- 
lated to  the  severity  of  the  remaining  stenosis 
after  thrombolysis.11  PTCA  is  well  tolerated  after 
thrombolytic  therapy,  and  can  be  performed  with 
a success  rate  of  more  than  90%. 12  Emergency 
coronary  angioplasty  should  not  be  routinely  at- 
tempted early  in  the  course  of  acute  myocardial 
infarction  following  thrombolysis.  The  clinical 
outcome  when  angioplasty  is  delayed  three  to 
seven  days  is  not  demonstratively  different  from 
that  with  emergency  angioplasty. 

In  the  trial  of  Thrombolysis  and  Angioplasty 
in  Myocardial  Infarction  (TAMI),  386  patients 
were  enrolled  in  this  multicenter  randomized  trial 
of  rt-TPA.  There  was  an  overall  mortality  of  7%, 
but  the  mortality  of  10%  when  thrombolysis  was 
not  effective  was  reduced  to  5.8%  with  success- 
ful thrombolysis  (75%  success  rate).  Of  the  291 
such  patients,  197  had  coronary  anatomy  suitable 
for  angioplasty.  Of  the  patients  who  were  ran- 
domized to  angioplasty,  the  mortality  was  fur- 
ther reduced  to  2.5%,  compared  to  the  12% 
mortality  in  the  94  patients  who  were  not  ran- 
domized to  angioplasty.  The  mortality  in  the  99 
patients  who  underwent  emergency  angioplasty 
increased  to  4%,  whereas  the  mortality  in  those 
who  underwent  elective  PTCA  prior  to  discharge 
was  reduced  to  1%.13  The  TAMI  study  demon- 
strated that  the  most  effective  treatment  for  acute 
myocardial  infarction  was  early  thrombolysis  fol- 
lowed by  elective  PTCA  prior  to  discharge  three 
to  seven  days  later.  Routine  emergency  angio- 
plasty following  effective  thrombolysis  is  there- 
fore not  considered  appropriate  in  the  early 
treatment  of  acute  myocardial  infarction. 

This  should  not  be  construed  to  mean  that  di- 
agnostic coronary  arteriography  must  or  even 
should  be  delayed  three  to  seven  days  after  in- 
farction; rather,  diagnostic  arteriography  may  be 
carried  out  immediately  if  necessary  to  document 
the  coronary  anatomy  after  intravenous  infusion 
of  SK  or  rt-TPA  and  before  PTCA  is  carried  out 
prior  to  hospital  discharge. 


Summary  and  Conclusions 

Our  current  knowledge  concerning  thrombo- 
lytic therapy  in  acute  myocardial  infarction  can 
be  summarized  as  follows:14 

(1)  Transmural  myocardial  infarction  is  usu- 
ally caused  by  an  obstructing  coronary  thrombus 
superimposed  on  chronic  atherosclerotic  plaque. 

(2)  A thrombus  can  be  lysed  and  blood  flow 
restored  with  intravenous  agents  that  activate 
plasminogen. 

(3)  Early  reperfusion  reduces  morbidity  and 
mortality  through  preservation  of  myocardium 
and  ventricular  function. 

(4)  The  extent  of  benefit  after  pharmacologic 
reperfusion  is  strongly  correlated  with  the  brevi- 
ty of  myocardial  ischemia  prior  to  initiation  of 
therapy;  the  greatest  benefit  is  realized  in  pa- 
tients treated  within  the  first  few  hours  of  my- 
ocardial infarction. 

(5)  Mechanical  recanalization  with  PTCA  in 
conjunction  with  thrombolysis  is  promising. 

l 
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Pica:  A Clue  to  Iron 
Deficiency  Anemia 

JAMES  V.  FERGUSON,  M.D. 


Introduction 

Iron  deficiency  is  considered  the  most  com- 
mon cause  of  anemia  worldwide,  affecting  over 
50%  of  the  population  in  certain  areas.1  Though 
uncommon  in  men,  in  the  United  States  at  least 
10%  to  30%  of  all  women  and  10%  to  60%  of 
pregnant  women  are  said  to  have  iron  deficien- 
cy.1 Pica,  defined  as  a habitual  ingestion  of  or 
craving  for  unusual  substances,  can  be  an  impor- 
tant clinical  clue  to  this  disorder.  Crosby2  esti- 
mated that  50%  of  his  iron  deficient  patients  dis- 
played this  unusual  craving,  which  resolved  on 
correction  of  the  iron  deficiency.  I present  three 
patients  with  iron  deficiency  anemia  whose  pecu- 
liar cravings  were  important  clinical  clues  to  their 
diagnosis,  subsequent  workup,  and  therapy. 

Case  Reports 

Case  1.  In  the  year  prior  to  admission,  a 32-year-old  white 
woman,  referred  by  her  gynecologist  because  of  anemia,  had 
menorrhagia  requiring  approximately  30  pads  and  30  tam- 
pons per  8-  to  9-day  menstrual  period.  She  was  gravida  4, 
para  2,  abortus  2,  and  had  previously  been  in  excellent  health; 
a blood  count  done  by  her  local  physician  two  years  prior  to 
admission  was  said  to  have  been  normal.  She  reluctantly  re- 
lated a lifelong  craving  for  dirt,  and  at  the  time  of  admission 
she  worked  in  a school  cafeteria,  where  she  would  look  for- 
ward to  eating  the  dirt  that  settled  in  the  bottom  of  50-lb  bags 
of  dry  beans.  She  also  related  a craving  for  cracked  ice,  and 
consumed  unknown  large  quantities  of  ice  daily. 

On  physical  examination,  there  was  a low-frequency  sys- 
tolic ejection  murmur  at  the  left  sternal  border  and  her  nail 
beds  were  pale.  The  admission  hematocrit  was  22.6%,  and 
MCV  59.4  fentomole;  the  peripheral  smear  showed  a micro- 
cytic, hypochromic  morphology.  Her  total  iron  binding  ca- 
pacity (TIBC)  was  318  (xg/dl,  serum  iron  23  fxg/dl,  and  satu- 
ration was  7%.  A bone  marrow  examination  showed  absent 
iron  stores  and  erythroid  hyperplasia.  She  was  subsequently 
transfused,  given  iron  supplements,  and  ultimately  under- 
went elective  vaginal  hysterectomy.  Six  weeks  after  dis- 
charge, a follow-up  hematocrit  was  40.2%  and  MCV  77  fmol; 
her  craving  for  dirt  and  ice  had  completely  abated. 
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Case  2.  A 33-year-old  white  woman  with  a past  history  of 
endometriosis  was  referred  by  her  gynecologist  for  evaluation 
of  possible  jaundice.  She  had  never  been  pregnant,  and  aside 
from  a history  of  breakthrough  bleeding  despite  progesterone 
therapy,  and  occasional  slight  bright  red  rectal  bleeding  at- 
tributed to  rectal  fissures,  her  past  medical  history  was  neg- 
ative. In  the  six  months  prior  to  referral,  she  related  an  un- 
usual craving  for  parsley,  and  often  consumed  several  bunches 
of  the  herb  daily.  Her  hematocrit  was  33.1%,  hemoglobin 
concentration  10.7  gm/dl,  and  MCV  79.9  fmol;  the  serum  bil- 
irubin and  the  remainder  of  the  SMAC  were  normal. 

Physical  examination  revealed  a sallow,  seemingly  yellow- 
ish complexion  but  normal  sclerae;  her  nail  beds  were  pale. 
The  remainder  of  her  examination  was  unremarkable.  A TIBC 
was  286  (jLg/dl,  serum  iron  17  fxg/dl,  and  saturation  was  6%. 
An  upper  GI,  small  bowel  series,  barium  enema,  and  sig- 
moidoscopy to  22  cm  were  negative.  She  was  treated  with 
supplemental  iron,  and  six  weeks  after  beginning  treatment 
her  hematocrit  was  42.2%,  her  MCV  96  fmol,  her  color  had 
returned  to  normal,  and  her  craving  for  parsley  had  abated. 

Case  3.  A 30-year-old  white  gravida  2,  para  1 was  referred 
during  her  second  trimester  for  evaluation  of  inordinate  fa- 
tigue, dyspnea  on  exertion,  and  episodes  compatible  with  pa- 
roxysmal supraventricular  tachycardia.  She  had  no  problems 
during  her  first  pregnancy,  but  during  this  pregnancy  she  had 
noted  an  inordinate  craving  for  milk,  which  she  thought  was 
very  unusual,  since  she  had  formerly  not  cared  for  milk  in 
the  least.  Her  only  past  medical  history  revealed  a corneal 
infection  due  to  an  abrasion  from  a contact  lens,  and  “clas- 
sic” migraine  headaches. 

Physical  examination  showed  a corneal  opacity  on  the  left, 
a grade  1 systolic  ejection  murmur,  and  a seven-month  size 
uterus.  Her  hematocrit  was  39%,  with  a hemoglobin  of  13 
gm/dl  and  a serum  iron  of  64  (xg/dl,  at  the  lower  limits  of 
normal.  Treated  with  supplemental  iron  therapy,  her  fatigue 
improved,  as  did  the  episodes  of  tachycardia,  and  her  milk 
craving  abated.  She  subsequently  delivered  a healthy  baby 
and  has  had  no  further  palpitations  or  craving  for  milk. 

Discussion 

The  term  pica  is  derived  from  the  Latin  word 
for  the  magpie,  a bird  notorious  for  eating  a re- 
markable variety  of  things.  It  has  been  recog- 
nized since  the  time  of  Hippocrates  that  people 
may  crave  unusual  foodstuffs,  and  that  this  may 
be  associated  with  “disorders  of  the  blood”  and 
a “greenish  complexion”  (chlora  chromata).3  The 
chlorotic  syndrome  was  actually  first  described  by 
Johannes  Lange  in  15544  and  subsequently  named 
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by  Jean  Verandal  in  the  1600s.5  In  Victorian 
times,  it  was  considered  fashionable  for  women 
to  swoon,  be  anorexic,  and  have  a pale  complex- 
ion. Their  heavy  clothing  and  tight  corsets  en- 
couraged an  inadequate  diet,  as  did  the  recom- 
mendation to  avoid  food  from  animals,  which 
might  “increase  a woman’s  sexual  appetite.”  It  is 
also  conceivable  that  tight  corsets  promoted 
esophageal  reflux,  with  resulting  GI  blood  loss. 
Since  the  amount  of  iron  in  the  diet  is  roughly 
related  to  caloric  intake,  it  follows  that  these 
women,  and  even  present-day  dieters,  risk  iron 
deficiency.  Chlorosis  no  doubt  represented  iron 
deficiency,  and  seemed  to  disappear  around  the 
turn  of  the  century  when  corsets  fell  from  fash- 
ion. Cabot6  speculated  that  the  greenish  pallor 
described  by  previous  physicians  perhaps  re- 
quired “the  eye  of  faith”  to  discern. 

The  materials  that  people  ingest  vary  with  the 
time  and  other  socioeconomic  factors.  In  Iran, 
Egypt,  and  Turkey,  geophagia  (eating  earth  or 
clay)  has  been  associated  with  a syndrome  of  iron 
deficiency  anemia,  hepatosplenomegaly,  hypo- 
gonadism, and  dwarfism.7  In  the  United  States, 
geophagia  has  been  described  in  black  women 
who  ingest  clay  when  pregnant,  and  in  some  cas- 
es has  been  replaced  by  the  practice  of  amylo- 
phagia  (eating  of  cornstarch  or  laundry  starch). 
Clay  is  thought  to  impair  iron  absorption  by  act- 
ing as  an  iron  exchange  resin  and  binding  clay  in 
the  gut.8  This  was  confirmed  by  Minnick9  in  an 
experiment  where  Turkish  clay  was  found  to  de- 
crease the  absorption  of  a test  dose  of  iron  by 
25%.  Starch  has  not  been  found  to  impair  iron 
absorption,  but  when  ingested  in  sufficient  quan- 
tities, it  may  make  up  a significant  percentage  of 
the  caloric  intake,  thereby  competing  with  other 
foodstuffs  that  might  contain  more  bioavailable 
iron.10  An  important  study  by  Coltman11  demon- 
strated that  pagophagia  (eating  ice)  was  a sign  of 
iron  deficiency  rather  than  its  cause,  and  that  the 
craving  of  ice  abated  when  the  deficiency  was 
corrected.  Crosby  has  speculated  that  the  ghetto 
child  who  ingests  lead-based  paint  chips  and  the 
pregnant  woman  who  requests  pickles  and  ice 
cream  at  odd  hours  of  the  night  may  in  fact  be 
iron  deficient.2’ 12- 13  He  maintains  that  the  exam- 
ple of  the  pregnant  woman  is  merely  a socially 


acceptable  form  of  pica,  but  in  reality  it  is  a 
pathological  condition  associated  with  iron  defi- 
ciency. Crosby  found  that  approximately  one-half 
of  his  patients  with  pica  eat  ice,  and  the  remain- 
der ingest  some  type  of  food,  often  something 
crunchy,  but  the  list  of  food  substances  and  sub- 
stitutes is  legion.12 

Apart  from  the  maladaptive  aspects  of  pica, 
its  complications  include  mercury  poisoning  from 
paper  pica,14  clay-induced  hypokalemia,15  and  in- 
testinal obstruction  caused  by  a starch  gastro- 
lith.16  An  important  point  that  should  be  stressed 
is  that  pica  is  indicative  of  iron  deficiency  and 
warrants  therapy  even  if  there  are  no  obvious  se- 
rious side  effects  from  the  iron  deficiency.  While 
pica  is  usually  associated  with  iron  deficiency,  it 
should  be  emphasized  that  certain  psychiatric  pa- 
tients have  been  known  to  ingest  various  objects 
in  the  absence  of  obvious  iron  deficiency.  It  is 
not  known  why  some  patients  with  iron  deficien- 
cy manifest  pica  while  others  do  not. 

My  patients  are  certainly  not  unique,  but  serve 
to  emphasize  the  importance  of  a good  history 
and  the  known  association  between  pica  and  iron 
deficiency.  In  this  era  of  cost  consciousness,  the 
discovery  of  pica  in  an  anemic  patient  may  ob- 
viate the  need  for  countless  and  expensive  diag- 
nostic tests.  It  should  be  reemphasized,  however, 
that  pica  is  often  a symptom  of  an  iron  deficiency 
that  may  have  a diverse  etiology,  demanding  indi- 
vidualization of  workup  and  therapy.  r % 
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Introduction 

Psittacosis  must  be  considered  in  the  differen- 
tial diagnosis  of  atypical  pneumonia  along  with 
Mycoplasma  pneumonia,  Q fever,  and  viral 
pneumonia16;  the  history  of  exposure  to  birds  will 
usually  suggest  the  diagnosis.  If  acquired  from 
psittacine  birds  (parakeets,  parrots,  canaries,  and 
cockatiels),  the  disease  is  called  psittacosis;  when 
it  is  acquired  from  nonpsittacine  birds  (chickens, 
pigeons,  turkeys,  and  ducks),  the  disease  is  called 
ornithosis.1-3 

We  present  the  case  of  a patient  with  a typical 
presentation  and  strong  clinical  suspicion  for 
psittacosis,  and  review  the  literature  on  this  dis- 
ease. 

Case  Report 

On  Aug.  25,  1986.  a 57-year-old  man  came  to  the  Veter- 
ans Administration  Medical  Center  with  a four-day  history  of 
fever,  chills,  nonproductive  cough,  and  frontal  headache. 
There  was  no  history  of  sore  throat,  earache,  gastrointestinal 
symptoms,  recent  travel,  skin  rashes,  or  exposure  to  tuber- 
culosis, and  the  patient  denied  any  history  of  nicotine  abuse, 
asthma,  or  environmental  lung  disease.  Two  weeks  prior  to 
the  onset  of  his  illness,  his  cockatiel,  purchased  from  a local 
pet  store,  died;  his  roommate  had  been  admitted  to  another 
hospital  for  treatment  of  atypical  pneumonia. 

On  physical  examination,  the  patient  was  alert  and  in  no 
acute  distress,  with  a temperature  of  38°C,  pulse  rate  88/min, 
respirations  12/min,  and  blood  pressure  150/80  mm  Hg.  There 
were  no  meningeal  signs,  and  the  heart  had  a regular  rate 
and  rhythm,  without  any  murmur  or  gallop.  Fine  crackles  were 
present  at  the  right  posterior  lung  base  without  signs  of  con- 
solidation. There  were  normal  bowel  sounds,  and  there  was 
no  hepatomegaly  or  splenomegaly.  Neurological  and  derma- 
tological findings  were  normal. 

Laboratory  data  on  admission  included  a WBC  count  of 
6,700/cu  mm,  with  a normal  differential;  hemoglobin  was  15 
gm/dl  and  platelet  count  319,000/cu  mm.  Chemistry  profile 
was  normal  except  for  a mild  elevation  of  serum  alanine  ami- 
notransferase (SGPT).  A chest  roentgenogram  showed  a right 
lower  lobe  infiltrate  (Fig.  1).  A purified  protein  derivative 
(PPD)  skin  test  (5  tuberculin  units)  and  skin  tests  for  mumps 
and  Candida  were  negative. 
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Attempts  at  sputum  induction  were  unsuccessful,  neces- 
sitating bronchoscopy,  which  revealed  only  slight  erythema  in 
the  right  lower  lobe;  there  were  no  endobronchial  lesions  or 
other  mucosal  abnormalities.  Bronchial  washings  and  brush- 
ing were  negative  for  acid-fast  bacilli,  fungal  elements,  and 
neoplastic  cells.  Gram  stain  revealed  numerous  neutrophils 
but  without  bacteria.  Treatment  with  tetracycline  500  mg  four 
times  a day  was  begun  empirically,  resulting  in  rapid  im- 
provement. Later  in  the  hospital  course  the  chlamydia  com- 
plement fixation  titer  was  1:256,  and  viral,  mycoplasmal,  fun- 
gal and  legionella  complement  fixation  titers  were  all  negative. 

On  follow-up  in  the  outpatient  clinic  after  a 14-day  course 
of  oral  tetracycline,  the  patient  was  completely  asymptomat- 
ic, and  a repeat  chest  roentgenogram  revealed  complete  res- 
olution of  the  right  lower  lobe  infiltrate. 

Discussion 

Psittacosis  is  an  infectious  disease  of  birds  that 
is  transmissible  to  humans  via  inhalation  of  in- 
fected avian  secretions.1'6  The  etiologic  agent  is 
Chlamydia  psittaci,  an  intracellular  parasite  re- 
quiring a host  to  complete  its  life  cycle.2  The  in- 
fection in  humans  is  systemic,  with  pulmonary 
involvement  the  most  prominent  feature,  al- 
though extrapulmonary  manifestations  may 


Figure  1.  PA  chest  x-ray  reveals  an  infiltrate  in  the  right  lower  lobe. 
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PSITTACOSIS  PNEUMONIA/Stubbs 

sometimes  be  more  impressive  and  point  to  the 

diagnosis. 

The  clinical  manifestations  can  range  from  a 
minor  viral  illness  to  acute  respiratory  failure,1'6 
and  onset  may  be  either  abrupt  or  gradual  after 
an  incubation  period  of  one  to  two  weeks.  Pa- 
tients may  complain  of  sudden  onset  of  fever  and 
chills,  or  the  disease  may  evolve  slowly,  resem- 
bling a viral  syndrome;  headache  is  usually  se- 
vere, and  can  be  a prominent  presenting  feature. 
A cough  is  commonly  present  and  may  be  either 
dry  or  productive  of  mucoid  sputum.  Physical  ex- 
amination may  reveal  a pulse-temperature  deficit 
(slow  pulse  relative  to  temperature),  tachypnea, 
crackles,  pleural  effusion,  and  hepatosplenomeg- 
aly.1'6  Cutaneous  findings  of  erythema  nodosum 
and  “Horder’s  spots,”  which  resemble  rose  spots 
of  typhoid  fever,  may  be  present.36  Also,  Semel7 
reported  a maculopapular  rash,  acrocyanosis,  su- 
perficial venous  thrombosis,  and  splinter  hemor- 
rhages under  the  fingernails  in  a patient  with  res- 
piratory failure  and  disseminated  intravascular 
coagulation  due  to  C.  psittaci. 

Radiographic  findings  are  nonspecific,  and  may 
vary  from  negative  to  bilateral  consolidation.5-7 
There  are  no  radiographic  findings  that  distinguish 
it  from  pneumonia  from  other  causes,5-8  but  Coutts 
and  Mackenzie5  reported  that  the  WBC  counts  are 
usually  normal,  which  may  help  to  differentiate 
psittacosis  from  bacterial  pneumonia. 

Diagnosis  is  based  on  criteria  established  by 
the  Centers  for  Disease  Control  (CDC)  and  re- 
ported by  Potter  et  al.2  A confirmed  case  is  de- 
fined as  a clinical  specimen  positive  in  culture  for 
C.  psittaci,  or  clinical  illness  characterized  by  any 
combination  of  fever,  chills,  lower  or  upper  res- 
piratory disease,  myalgia,  headache,  photopho- 
bia, and  splenomegaly,  with  a fourfold  or  greater 
rise  in  psittacosis  complement-fixing  (CF)  anti- 
body titer  to  at  least  32  between  two  serum  spec- 
imens obtained  two  or  more  weeks  apart  and 
studied  at  the  same  laboratory.  A presumptive 


case  is  defined  as  having  a compatible  illness  and 
either  a CF  titer  higher  than  or  equal  to  32  on  a 
single  serum  specimen,  or  a stable  titer  of  higher 
than  or  equal  to  32  in  two  or  more  specimens 
obtained  after  onset  of  symptoms. 

Currently,  the  treatment  of  choice  for  psitta- 
cosis is  tetracycline  at  a dosage  of  between  2 to 
3 gm/day  for  two  to  three  weeks.3  Alternate  ther- 
apy in  patients  not  able  to  take  tetracycline  is 
erythromycin.  A single  case  report  by  Winter  et 
al9  also  suggests  that  ciprofloxacin  may  be  of 
benefit. 

In  conclusion,  prognosis  and  therapy  of  pa- 
tients with  an  admitting  diagnosis  of  pneumonia 
depends  on  identifying  the  causative  organism. 
Although  identification  depends  heavily  on  lab- 
oratory findings,  history  and  epidemiology  play 
an  important  role  in  determining  what  agents  to 
search  for.  Psittacosis  pneumonia,  a not  uncom- 
mon consequence  of  C.  psittaci  infection,  can  be 
easily  overlooked.  It  must  be  strongly  considered 
in  any  patient  with  atypical  pneumonia  and  an 
appropriate  epidemiology. 

Summary 

A 57-year-old  man  with  symptoms  and  signs 
consistent  with  atypical  pneumonia  had  epide- 
miologic and  later  serologic  evidence  of  psitta- 
cosis pneumonia.  Therapy  with  tetracycline  re- 
sulted in  rapid  resolution.  r s’ 
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Intraoperative  Autologous  Transfusion 
During  Aortic  Reconstructive  Procedures 


J.  FLANAGAN  RUTLEDGE,  M.D.;  WILLIAM  GROVER,  R.N.;  and  PAUL  E.  STANTON,  JR.,  M.D. 


A growing  national  concern  over  the  morbid 
risks  of  homologous  blood  transfusion  has 
brought  back  the  interest  in  intraoperative  au- 
tologous blood  transfusion,  which  was  first  used 
nearly  two  centuries  ago.1  The  increasing  de- 
mand for  blood  along  with  federal  and  local  blood 
bank  regulations,  which  have  decreased  the  pool 
of  acceptable  donors,  have  added  further  to  the 
need  for  autologous  transfusion.  To  be  effica- 
cious, such  a procedure  should  have  less  risk  of 
disease  transmission  and  decrease  the  overall  de- 
mands on  the  limited  blood  bank  reserve.  Pro- 
tocol considerations  include  relative  availability 
and  technical  feasibility. 

This  paper  reports  further  data  assessing  the 
performance  of  the  Haemonetics  Cell  Saver  3 as 
a safe  adjunct  to  homologous  blood  transfusion 
during  major  aortic  reconstructive  procedures,  as 
initially  reported  by  Stanton  et  al2  in  1987. 

Methods  and  Materials 

Two  groups  of  patients  were  studied  retro- 
spectively to  compare  the  advantages  and  dis- 
advantages of  intraoperative  homologous  vs 
autologous  transfusion  during  major  aortic  re- 
constructive procedures.  Patient  charts  were  re- 
viewed at  our  institution  spanning  the  period  of 
January  1985  through  July  1987  and  compiled 
with  the  contiguous  data  of  Stanton  et  al.2 

Group  1 is  a 58-patient  cohort  which  had  ma- 
jor elective  aortic  reconstructive  procedures  at 
Georgia  Baptist  Medical  Center  and  the  Veter- 
ans Administration  Medical  Center  in  Johnson 
City  between  July  1982  and  July  1987,  without 
the  use  of  an  intraoperative  transfusion  device. 
Group  2 is  a 96-patient  cohort  undergoing  simi- 
lar procedures  at  the  Veterans  Administration 
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Medical  Center  in  Johnson  City,  between  Janu- 
ary 1984  and  July  1987,  using  an  autologous 
transfusion  device  (Table  1). 

Group  1 contained  12  women  and  46  men,  and 
group  2 comprised  10  women  and  86  men.  The 
average  age  in  group  1 was  66  years  and  in  group 
2 was  64  years.  Preoperative  risk  factors  (Table 
2)  and  postoperative  complications  (Table  3)  were 
assessed  for  both  groups.  Preoperative  and  post- 
operative blood  counts  and  chemistries  were  also 
tabulated  for  both  groups  (Table  4). 

Technique 

Banked  homologous  blood  was  used  in  group 
1 patients  and  the  Haemonetics  Cell  Saver  3 was 
used  from  start  to  finish  in  group  2 patients.  This 
Cell  Saver  system  consists  of  suction  tubing  which 
mixes  heparinized  saline  (30,000  units/1,000  cc) 
with  aspirated  blood  and  transfers  this  mixture  to 
a reservoir.  The  blood  processing  unit  then  sep- 


TABLE  1 

OPERATIVE  CASES  BY  TYPE  OF  PROCEDURE 


Group  1 

Group  2 

So 

in 

II 

(n  = 96) 

Aortoiliac-femoral  graft 

48 

56 

Abdominal  aortic  aneurysm  (elective) 

10 

34 

Abdominal  aortic  aneurysm  (emergent) 

0 

6 

TABLE  2 

PREOPERATIVE  RISK  FACTORS 


Group  1 

Group  2 

00 

in 

II 

<o 

o> 

II 

Hypertension 

42  (72%) 

52  (54%) 

Chronic  obstructive  pulmonary  disease 

8 (14%) 

24  (25%) 

Coronary  artery  disease 

17  (29%) 

30  (31%) 

Smoking 

48  (83%) 

84  (84%) 

Diabetes  mellitus 

18  (31%) 

16  (16%) 
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TABLE  3 

POSTOPERATIVE  COMPLICATIONS 


Group  1 

Group  2 

00 

in 

II 

(n  = 96) 

Myocardial  infarction 

3 ( 5%) 

2 (2%) 

Renal  insufficiency 

6 (10%) 

3 (3%) 

Acute  respiratory  distress  syndrome 

2 ( 3%) 

2 (2%) 

Pulmonary  embolus 

1 ( 2%) 

0 (0%) 

Death 

2 ( 3%) 

6 (6%) 

arates  the  red  cells  from  the  plasma,  white  cells, 
platelets,  fat,  red  cell  ghosts,  debris,  and  any  an- 
tibodies, activated  clotting  factors,  and  anticoag- 
ulants that  may  have  remained  on  the  red  cell 
surface.  The  end  product,  having  a hematocrit  of 
50%,  is  transferred  to  a dry,  sterile  transfer  pack 
and  is  then  ready  for  immediate  transfusion  or 
for  storage  for  later  use.  For  all  group  2 patients, 
the  time  required  to  process  one  unit  averaged 
10  minutes. 

In  addition,  each  patient  in  both  groups  re- 
ceived approximately  5,000  units  of  intravenous 
heparin  before  the  placement  of  vascular  clamps; 
this  was  reversed  at  the  end  of  the  procedure  with 
protamine  sulfate.  Excepting  the  six  emergency 
procedures  reported  in  group  2 (Table  1),  the 
procedures  performed  were  quite  similar  be- 
tween the  two  groups. 

Results 

Statistical  analysis  was  performed  by  the  Z 
factor  method  and  the  concept  of  Bonferroni  in- 
equality.3'5 Preoperative  risk  factor  differences 
between  the  two  groups  were  statistically  insig- 
nificant except  for  a higher  incidence  of  diabetes 
mellitus  in  group  1.  The  length  of  stay,  compli- 
cations, and  mortality  were  not  statistically  dif- 
ferent. The  higher  death  rate  seen  in  group  2, 
although  statistically  insignificant,  is  directly  at- 
tributable to  the  emergency  procedures  included 
in  this  group  and  reflecting  their  expected  mor- 


tality. The  increased  incidence  of  renal  insuffi- 
ciency, atelectasis,  and  adult  respiratory  distress 
syndrome  previously  reported  in  group  l2  was  not 
supported  statistically  by  the  combined  data  of 
the  present  study. 

Postoperative  laboratory  values  including 
hemoglobin,  platelets,  BUN,  and  creatinine  were 
not  dissimilar  among  the  two  groups.  The  oper- 
ative losses  taken  as  a mean  were  also  not  dis- 
similar (Table  5).  The  mean  loss  in  group  1 was 
1,600,  with  a total  for  the  group  92,800;  the  mean 
loss  for  group  2 was  1,650,  with  a total  of  158,400. 
Percent  losses  replaced  were  significantly  higher 
in  group  2 at  90%  compared  to  67%  in  group  1. 
Of  the  entire  143,650  cc  of  blood  transfused  in 
group  2,  70%  was  autologous,  resulting  in  mark- 
edly reduced  blood  bank  requirements  for  this 
group.  In  spite  of  the  one-third  greater  number 
of  patients  in  group  2,  the  percent  demand  was 
lower  (40%)  for  group  2 than  for  group  1 (60%). 
When  taken  as  a mean,  the  percent  demand  was 
29%  and  71%  for  groups  2 and  1 respectively. 

Discussion 

One  to  two  percent  of  the  estimated  11  mil- 
lion blood  transfusions  given  yearly  have  an  ad- 
verse effect,6  the  most  common  being  allergic  and 
febrile  reactions;  hemolysis  from  incompatible 
blood,  and  hepatitis,  however,  represent  a more 
serious  threat.  Twenty-five  fatal  hemolytic  reac- 
tions from  incompatible  blood  transfusions  were 
reported  to  the  FDA  between  1976  and  1978, 67 
and  8%  to  10%  of  patients  receiving  homologous 
blood  are  estimated  by  the  NIH  to  develop  icter- 
ic or  anicteric  posttransfusion  hepatitis.8-9  This 
accounts  for  240,000  to  300,000  cases  of  post- 
transfusion hepatitis  and  12,000  to  15,000  cases 
of  cirrhosis  in  the  United  States  each  year.  Au- 
tologous transfusions  eliminate  these  risks. 

Our  experience  with  the  autotransfuser  has 
been  quite  favorable.  The  machine  was  virtually 
dedicated  to  the  Vascular  Service,  and  thus  al- 
ways available;  technical  difficulty  or  malfunc- 


TABLE  4 

LABORATORY  RESULTS 


Preoperatively 


Postoperatively 


Group  1 

Group  2 

Group  1 

Group  2 

Hemoglobin  (gm/dl) 

11.3-16.5 

10.0-18.1 

10.2-14.2 

9.6-18.0 

Platelets  (cu  mm) 

150,000-549,000 

146,000-470,000 

Not  done 

88,000-339,000 

BUN  (mg/dl) 

5-26 

8-29 

7-34 

4-36 

Creatinine  (mg/d!) 

0.7-1. 5 

0.7-2. 9 

0.9-2. 3 

0.6-3. 9 
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TABLE  5 


BLOOD  LOSSES  AND  REPLACEMENTS 


Loss  (ml) 

Total 

Mean 

Transfused 

Total 

Homologous 

Autologous 

Mean 

Homologous 

Autologous 

Percent  of  transfusion  autologous 
Percent  losses  replaced 
Blood  bank  requirements 


Mean  blood  bank  requirement  (cc  transfused) 
Percent  demand  of  blood  bank  reserve 

Percent  demand  on  blood  bank  reserve 
(taken  as  a mean) 


Group  1 

Group  2 

(n  = 58) 

CO 

o> 

II 

92,800 

158,400 

1,600 

1,650 

63,100 

143,650 

63,100 

43,250 

0 

100,400 

1,090 

450 

0 

1,050 

0% 

70% 

67% 

90% 

63,100 

Total 

43,250 

1 06,350  

1,080 

Total 

__ -450 

1 ,540  

60%  (63,100) 

40%  ( 43,250) 

(106,350) 

(106,350) 

71%  ( 1,090) 

29%  ( 450) 

( 1,540) 

( 1 ,540) 

tion  was  rare.  Blood  was  processed  and  available 
for  transfusion  10  minutes  following  collection, 
and  the  time  required  to  set  up  the  autotransfus- 
er unit  was  considerably  less  than  that  required 
to  establish  cross-matched  blood  availability  at 
our  institution.  When  two  to  three  units  of  shed 
blood  is  salvaged,  direct  cost  benefits  have  been 
reported.1011  Moreover,  the  indirect  savings  from 
obviating  the  major  complications  of  homolo- 
gous transfusion  are  incalculable.  Massive  trans- 
fusions via  autologous  transfusion  devices  may 
require  replacement  of  fresh  frozen  plasma  and/ 
or  platelets.  We  recommend  the  use  of  one  unit 
of  fresh  frozen  plasma  for  every  six  units  of  au- 
tologous blood,  and  ten  units  of  platelet  concen- 
trate for  every  eight  to  ten  units  of  autologous 
blood. 

The  proposed  indications  for  the  use  of  the 
autologous  transfusion  device  include  aortic  and 
cardiac  surgery,  total  hip  replacement  and  spinal 
fusion,  selected  cases  involving  trauma,  and  uro- 
logic  and  gynecologic  surgery.  Also,  many  Jeho- 
vah’s Witnesses  allow  the  use  of  an  autologous 
transfusion  device  considering  it  an  extension  of 


their  corporeal  circulation.  Contraindications  in- 
clude malignancy  and  areas  of  contamination. 

Based  on  our  experience  and  the  data  pre- 
sented, we  conclude  that  the  use  of  the  autolo- 
gous transfusion  device,  where  indicated,  is  a 
prudent,  practical,  and  safe  alternative  or  adju- 
vant to  homologous  transfusion.  ZT.  s* 
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evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo.  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
historical  control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negahve  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belled  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  There  are,  however,  no  adeguate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers  - Studies  conducted  in  lariating  women  have  shown  that 
<0.1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrabons.  Caution  should  be  exercised  when  adminis- 
tering nizatidine  to  a nursing  mother 

Pediatric  Use  - Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups.  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine.  Elderly  patients  may  have 
reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations.  Domestic  placebo-controlled  trials 
included  over  1 ,900  patients  given  nizatidine  and  over  1 .300  given  placebo.  Among 
reported  adverse  events  In  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 
0.2%),  urticaria  (0.5%  vs  < 0.01  %),  and  somnolence  (2  4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A variety  of  less  common  events  was 
also  reported;  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine. 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SG0T 
[AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 


possibly  or 


related  to  nizatidine.  In  some  cases,  there  was  marked 


elevation  of  SGOT,  SGPT  enzymes  (greater  than  500 IU/L)  and.  in  a single  instance, 
SGPT  was  greater  than  2,000  IU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects. 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 

Endocrine  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  with  egual  frequency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  or  gynecomastia  occurred. 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Fb-receptor  antagonist.  On  previous  occasions,  this 
patient  had  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 

Integumental  - Sweating  and  urticaria  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitivity  - As  with  other  lb-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizatidine  have  been  reported.  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed,  lb-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other  - Hyperuncemia  unassorted  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  administrabon  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  ah  overdose  be  encountered. 

Signs  and  Symptoms  -There  is  little  clinical  experience  with  overdosage  of  Axid 
in  humans.  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-type  effects,  including  lacrimation,  salivabon,  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively. 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mulhple  drug  over- 
doses, interaction  among  drugs,  and  unusual  drug  kinetics  in  your  pabent. 

If  overdosage  occurs,  use  of  ariivated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy  Renal  dialysis  for 
fourto  six  hours  increased  plasma  clearance. 
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Duodenal  Rupture  as  a Result  of 
Blunt  Abdominal  Trauma 

HIRAM  CRUTCHFIELD,  M.D.  and  BLAINE  L.  ENDERSON,  M.D. 


Injury  to  the  duodenum  occurs  in  about  5%  of  pa- 
tients sustaining  intra-abdominal  injury.1  Because  of  a 
number  of  factors,  including  its  retroperitoneal  loca- 
tion and  other  injuries  that  may  have  been  sustained, 
the  diagnosis  of  blunt  duodenal  trauma  is  often  diffi- 
cult to  make  preoperatively.  The  following  report  ex- 
amines a case  of  blunt  duodenal  rupture,  its  diagnosis 
and  management. 

Case  Report 

A 40-year-old  white  female  restrained  driver  was  involved 
in  a two  car  crash  and  sustained  a closed  head  injury  and 
blunt  abdominal  trauma.  Physical  examination  upon  arrival 
at  the  University  of  Tennessee  Medical  Center  revealed  a 
blood  pressure  of  160/100  mm  Hg.  Her  pulse  was  65/min  and 
regular,  and  respirations  were  ambu-assisted.  Her  Glasgow 
Coma  Scale  was  6 and  the  Revised  Trauma  Score  was  9.  She 
responded  to  noxious  stimuli  by  posturing. 

The  patient  remained  hemodynamically  stable  and  was 
taken  for  CT  evaluation  of  her  head  and  abdomen.  While  in 
CT,  she  experienced  a drop  in  blood  pressure  to  100  mm  Hg 
which  responded  to  fluid  administration.  Head  CT  revealed 
no  neurosurgically  treatable  findings.  The  abdominal  CT  re- 
vealed multiple  small  liver  lacerations  posterior  to  the  gall- 
bladder in  addition  to  a duodenal  abnormality.  The  proximal 
duodenum  appeared  normal  with  respect  to  lumen  integrity 
and  wall  thickness  (Fig.  1),  but  the  distal  (second  to  third 
portions)  revealed  wall  thickening  with  retroperitoneal  fluid 
present  adjacent  to  the  wall  (Fig.  2). 

The  patient  was  taken  immediately  to  the  operating  suite 
for  exploratory  celiotomy,  where  a minor  splenic  tear  and  a 
2-cm  liver  laceration  were  found.  Further  examination  re- 
vealed bile  staining  in  the  retroperitoneum.  A Kocher  ma- 
neuver was  performed  by  bringing  the  hepatic  flexure  of  the 
colon  down  and  reflecting  the  right  colon  medially.  A blow- 
out of  the  duodenum  was  noted  in  the  distal  second  portion 
of  the  duodenum  anterolaterally  to  the  ampulla  of  Vater.  Re- 
pair was  accomplished  using  a double  layer  technique.  An 
inner  layer  of  3-0  chromic  sutures  was  placed  as  an  inverting 
mucosal  stitch  and  was  followed  by  simple  interrupted  silk 
sutures  using  Lembert  technique  for  serosal  repair.  A retro- 
grade jejunoduodenal  tube  was  placed  for  duodenal  de- 
compression, and  a nasogastric  tube  was  used  for  prepyloric 
gastric  decompression.  Additionally,  an  antegrade  feeding  je- 
junostomy  was  placed.  A retrograde  duodenogram  on  post- 
operative day  7 showed  an  intact  duodenum  (Fig.  3).  Unfor- 
tunately, the  patient  has  continued  to  have  a severe  neurologic 
deficit  from  her  closed  head  injury. 


From  the  Department  of  Surgery,  University  of  Tennessee  Medi- 
cal Center  at  Knoxville. 


Discussion 

Successful  management  of  duodenal  injuries  re- 
quires first  an  understanding  of  the  anatomy  involved.2 
The  duodenum  consists  of  four  parts.  The  first  part  is 
5 cm  long  and  originates  just  distal  to  the  pylorus  (the 
only  intraperitoneal  portion  of  the  duodenum).  The 
liver  and  gallbladder  lie  anteriorly,  while  posterior  to 
it  are  the  portal  vein,  common  bile  duct,  and  gastro- 
duodenal artery.  Deep  to  these  structures  lies  the  in- 
ferior vena  cava.  The  second  part  of  the  duodenum  is 
7 to  8 cm  long  and  turns  inferiorly  and  posteriorly  into 
the  retroperitoneum.  The  transverse  colon  is  anterior 
and  the  right  kidney  and  ureter  are  posterior  to  this 
portion  of  the  duodenum.  The  pancreatic  head  is  me- 
dial to  the  second  portion.  The  common  bile  duct  and 
pancreatic  duct  join  at  the  ampulla  of  Vater  to  enter 
the  duodenum  here.  The  third  portion  of  the  duoden- 
um is  approximately  10  cm  long  and  passes  transverse- 
ly to  the  left  where  it  lies  inferior  to  the  pancreas  and 
anterior  to  the  inferior  vena  cava  and  aorta.  The  su- 
perior mesenteric  vessels  cross  in  the  mesenteric  root 
anterior  to  the  third  portion  of  the  duodenum.  The 


Figure  1.  CT  cut  of  proximal  duodenum  reveals  normal  thickness  of 
duodenal  wall. 
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Figure  2.  CT  cut  of  more  distal  duodenum  shows  thickened  wall,  with 
adjacent  fluid. 


Figure  3.  Duodenogram  on  postoperative  day  7 shows  patent  duo- 
denum, with  no  extravasation  of  contrast. 


fourth  portion  is  3 cm  long  and  ascends  to  the  left 
emerging  at  the  ligament  of  Treitz  to  become  the  je- 
junum. The  duodenum  receives  its  blood  supply  from 
the  gastroduodenal  artery  and  the  superior  mesenteric 
artery  by  way  of  the  superior  and  inferior  anterior  and 
posterior  pancreaticoduodenal  arteries. 

An  understanding  of  the  mechanism  of  injury  also 
is  important  in  duodenal  trauma.  Penetrating  trauma 
of  the  duodenum  is  usually  discovered  during  explo- 
ration of  the  abdomen,  which  is  necessary  to  examine 
all  intra-abdominal  organs  for  injury.  Blunt  trauma, 
on  the  other  hand,  can  be  accompanied  by  subtle  signs 
and  symptoms  that  become  even  more  elusive  with 
concomitant  injuries.  A high  index  of  suspicion  is  nec- 
essary in  blunt  trauma  to  avoid  missing  duodenal  in- 
juries. The  present  case  demonstrates  the  difficulty  in 
diagnosing  intra-abdominal  injury  in  patients  sustain- 
ing blunt  trauma,  especially  if  the  level  of  conscious- 
ness is  altered  for  any  reason. 

One  diagnostic  tool  in  blunt  abdominal  trauma  is 
peritoneal  lavage.  It  is  very  sensitive  for  intraperito- 
neal  injury  but  does  not  accurately  evaluate  retro- 
peritoneal damage  or  duodenal  trauma.  In  our  insti- 
tution CT  is  used  to  assess  abdominal  trauma  in  the 
hemodynamically  stable  patient3  because  it  provides  a 
rapid  assessment  of  both  intraperitoneal  and  retroper- 
itoneal structures.  The  use  of  intravenous  contrast  al- 
lows evaluation  of  the  renal  system  as  well.  If  CT  re- 
veals suspicious  areas  in  the  retroperitoneum  (duodenal 
wall  thickening,  fluid,  or  air)  and  the  patient  remains 
stable,  a water-soluble  duodenogram  can  be  done  to 
assess  luminal  patency.  If  no  extravasation  of  water- 
soluble  contrast  is  seen,  barium  is  used  to  achieve 
greater  resolution.  Disadvantages  of  the  CT  scan  in- 
clude the  time  required  to  obtain  the  scan  and  the  sub- 
tlety of  CT  diagnosis  of  duodenal  injury,  which  often 
requires  a skilled  radiologist  to  interpret. 

Once  the  injury  is  suspected,  exploratory  laparot- 
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omy  is  required.  Basic  principles  of  abdominal  explo- 
ration in  the  trauma  victim  are  followed.  In  general,  a 
midline  incision  is  performed  of  adequate  length  to 
permit  examination  of  all  abdominal  contents.  Upon 
entry  into  the  abdomen,  major  sites  of  bleeding  are 
noted  and  controlled  to  prevent  exsanguination  and 
progressive  shock. 

To  gain  exposure  of  the  duodenum,  the  Kocher 
maneuver  and  the  Cattell  maneuvers  are  both  useful. 
In  the  Kocher  maneuver,  the  right  colon  is  reflected 
by  freeing  all  of  its  attachments  from  the  lateral  gutter 
at  the  white  line  of  Toldt.  The  lateral  and  posterior 
attachments  are  divided  to  mobilize  the  duodenum  for 
inspection  of  all  sides.  Care  is  taken  to  prevent  dissec- 
tion into  the  potential  plane  between  the  pancreas  and 
the  duodenum  where  the  blood  supply  to  the  duode- 
num lies.  The  presence  of  blood,  bile,  or  air  bubbles 
in  the  retroperitoneum  provides  evidence  of  duodenal 
injury.  To  view  the  fourth  portion  of  the  duodenum, 
the  Cattell  maneuver  is  done  by  mobilizing  the  mes- 
entery of  the  small  bowel  and  the  ligament  of  Treitz 
and  retracting  the  bowel  to  the  patient’s  left  to  expose 
this  part  of  the  duodenum.4 

Duodenal  injuries  are  classified  as  contusions  if  the 
entire  intestinal  wall  is  not  disrupted.  Perforation  re- 
fers to  full-thickness  injury  in  which  less  than  20%  of 
the  duodenal  lumen  diameter  is  interrupted.  Lacera- 
tion involves  20%  to  70%  of  the  diameter,  and  com- 
plete transection  involves  more  than  70%  of  the  di- 
ameter of  the  lumen.  Repair  of  simple  injuries  is 
achieved  by  reestablishing  luminal  integrity  and  pro- 
viding adequate  drainage.  We  use  a soft  sump  drain 
placed  near,  but  not  adjacent  to,  the  repair.  In  more 
severe  injuries,  the  repair  should  be  protected  by  de- 
compression of  the  duodenum.  This  can  be  done  with 
triple  tubes,5  as  in  our  patient,  or  by  temporarily  by- 
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Case  Report 

A 17-year-old  girl  was  very  healthy  until  six  weeks  prior 
to  admission  when  she  noted  fatigue,  easy  bruising,  and  gin- 
gival bleeding.  A viral  upper  respiratory  infection  lasted  three 
weeks.  Two  weeks  before  admission,  a right  axillary  lymph 
node  became  enlarged  and  tender.  Incision  and  drainage, 
along  with  a course  of  oral  antibiotics,  failed  to  heal  the  in- 
fection, and  therefore  she  was  admitted  to  the  hospital  for 
further  evaluation  and  treatment. 

The  patient  lived  at  home  with  her  parents  and  attended 
high  school.  She  had  no  previous  major  medical  illnesses  and 
was  taking  no  medicines.  Her  last  menses  was  several  months 
before  admission. 

Physical  examination  revealed  a young,  obese,  black  girl  in 
no  distress.  Temperature  was  99.4°F,  blood  pressure  110/60  mm 
Hg,  pulse  82/min.  and  respirations  12/min.  Her  gingiva  were 
engorged  and  oozing  a small  amount  of  blood.  There  were  mu- 
cosal, conjunctival,  and  cutaneous  petechiae.  An  incision  in  her 
right  axilla  was  draining  purulent  material  from  the  infected 
lymph  node.  Examination  of  the  heart  and  lungs  was  negative. 
Abdominal  examination  revealed  the  superior  edge  of  the  uter- 
us to  be  2 cm  above  the  umbilicus.  Pelvic  examination  revealed 
a soft  cervix  and  an  in-utero  pregnancy. 

Laboratory  examination  was  remarkable  for  a WBC  count 
of  18,000/cu  mm  (normal  5,000  to  10,000)  with  80%  myelo- 
blasts. Hematocrit  was  17%  (female  normal  39%  to  43%)  and 
platelet  count  was  11,000/cu  mm  (normal  150,000  to  400,000). 
Bone  marrow  aspiration  and  biopsy  confirmed  the  diagnosis  of 
acute  myelogenous  leukemia.  Her  urine  was  strongly  positive 
for  beta-human  choriogonadotropic  hormone  (beta-HCG)  and 
uterine  ultrasonogram  demonstrated  a 26-week-old  fetus  that 
was  apparently  developing  normally. 

The  patient  was  transferred  to  Vanderbilt  University  Hos- 
pital. where  successful  remission  was  induced  with  a course  of 
daunomycin  and  cytosine  arabinoside.  Her  healthy  baby  was 
delivered  by  cesarean  section  at  34  weeks  gestational  age,  and 
the  patient  began  consolidation  chemotherapy  soon  thereafter. 
Both  mother  and  baby  are  doing  well  at  this  writing. 

Discussion 

Acute  myelogenous  leukemia  (AML)  during  preg- 
nancy is  uncommon,  only  slightly  more  than  300  cases 
having  been  reported  in  the  literature.1  The  discussion 
of  this  case  has  far  wider  application,  however,  than 
as  a discussion  of  this  single  disease  entity.  Indeed, 
this  case  is  an  exercise  in  therapeutic  medical  reason- 
ing and  it  is  hoped  that  the  discussion  will  be  extrap- 
olated to  many  diseases  in  which  the  physician  must 
choose  the  best  therapeutic  plan  from  a variety  of 
choices. 

There  are  three  broad  issues  with  which  to  contend 
in  every  disease  when  deciding  which  therapeutic  op- 
tion to  recommend  to  the  patient.  The  first  is  to  de- 
termine the  natural  history  of  the  disease  and  thus  to 


Prepared  by  Robert  D.  Schreiner,  M.D.,  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  Medical  Center,  Nashville. 


establish  the  goal  of  treatment.  If  the  disease  is  mild 
and  self-limiting,  the  therapeutic  intent  should  be  to 
ameliorate  unpleasant  symptoms.  If  relief  of  symp- 
toms is  the  goal,  the  risk  of  treatment  must  be  low, 
and  balanced  with  the  potential  benefit.  The  more  se- 
vere the  symptoms,  the  higher  the  acceptable  risk.  If, 
however,  the  natural  history  of  the  disease  is  one  of 
progressive  tissue  destruction,  then  therapy  must  be 
directed  at  slowing  or  halting  the  disease  process.  In 
turn,  if  this  tissue  destruction  follows  an  indolent 
course,  a conservative  therapeutic  approach  is  war- 
ranted. 

On  the  other  hand,  if  the  natural  course  of  the  dis- 
ease is  one  of  rapid  organ  destruction,  aggressive  ther- 
apy must  be  chosen.  A related  question  is,  “Will  the 
treatment  be  more  harmful  to  the  patient  than  the  dis- 
ease?” If  so,  then  perhaps  no  treatment  is  the  best 
plan.  If  the  scales  tip  in  favor  of  risking  treatment,  the 
physician  must  decide  which  therapy  will  offer  the  pa- 
tient the  most  favorable  risk-benefit  ratio.  In  the  case 
of  leukemia  during  pregnancy,  the  following  two  facts 
mandate  aggressive  therapy:  maternal  median  survival 
of  untreated  AML  (no  chemotherapy;  transfusions  and 
antibiotics  only)  is  six  months,  and  fetal  mortality  in 
untreated  AML  approaches  100%. 

The  second  stage  of  therapeutic  reasoning  consid- 
ers the  various  options  of  treatment  and  the  expected 
outcome  for  each.  The  two  broad  categorical  options 
in  leukemia  in  pregnancy  are  to  administer  the  chem- 
otherapy with  mother  and  baby  separated,  or  to  ad- 
minister the  chemotherapy  with  the  pregnancy  allowed 
to  continue.  In  the  former  case,  maternal  survival  and 
chance  for  successful  remission  is  not  much  different 
from  those  of  typical  cases  of  appropriately  treated 
AML  (85%  remission,  50%  cure).  The  chance  for  fe- 
tal survival  at  a gestational  age  of  26  weeks,  however, 
is  less  than  40%.  If  gestation  is  allowed  to  progress 
normally  but  no  chemotherapy  is  administered  and  the 
baby  is  therefore  delivered  in  a state  of  uncontrolled 
maternal  leukemia,  fetal  survival  is  again  unacceptably 
low.1  If  the  pregnancy  is  allowed  to  continue  normally, 
however,  and  standard  chemotherapy  is  administered, 
both  mother  and  baby  have  the  best  chance  to  survive 
satisfactorily.2  The  mother  has  about  the  same  out- 
come as  nonpregnant  patients  have.  In  terms  of  fetal 
survival,  there  are  84%  live  births  overall,  with  the 
large  range  dependent  on  gestational  age  at  time  of 
diagnosis.  One-third  of  babies  are  cytopenic  at  birth 
(generally  not  clinically  important)  and  only  2%  have 
congenital  malformations.  There  is  no  increase  in  per- 
inatal complications.  In  the  long  term,  babies  have 
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normal  growth  and  development  with  no  increase  in 
childhood  or  adolescent  neoplasms. 

The  final  issue  to  consider  is  the  patient’s  desires. 
Once  presented  with  the  medical  facts  outlining  her 
options  and  her  physician's  recommendations,  the  pa- 
tient must  be  allowed  to  make  a properly  informed 
choice. 

The  discussion  of  this  case  is  intended  to  serve  as  a 
general  framework  for  therapeutic  decision  analysis, 
and  not  so  much  a discussion  of  acute  leukemia  in 
pregnancy.  In  most  diseases  in  which  a single  thera- 


peutic option  must  be  selected  from  several  potential 
therapies,  it  is  often  possible  to  develop  a logical  pro- 
gression of  thought  in  deciding  which  therapy  to  rec- 
ommend to  the  patient.3 
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A Painful,  Swollen  Lower  Extremity 


Case  Report 

A 77-year-old  woman  was  in  her  usual  state  of  good  health 
until  two  days  before  admission  when  she  noted  her  left  calf 
to  be  enlarging.  There  was  pain  surrounding  the  knee  and 
calf  muscle.  She  was  admitted  from  clinic  for  further  evalua- 
tion and  treatment. 

There  was  a history  of  degenerative  joint  disease,  the 
symptoms  of  which  were  controlled  with  nonsteroidal  anti- 
inflammatory agents.  Mild  essential  hypertension  was  con- 
trolled with  salt  restriction  and  weight  loss. 

Her  physical  examination  was  negative  with  the  exception 
of  her  left  leg.  Her  left  calf  was  larger  in  circumference  than 
her  right  and  somewhat  tender  and  warm.  No  thrombosed 
vein  was  palpable.  Her  left  popliteal  fossa  was  tender.  Lab- 
oratory parameters  were  normal.  Findings  on  chest  roentgen- 
ogram and  electrocardiogram  were  normal  for  her  age. 

The  patient  was  admitted  and  anticoagulation  therapy  was 
begun  based  on  a presumptive  diagnosis  of  deep  vein  throm- 
bosis (DVT)  of  the  left  leg.  Contrast  venography  of  the  ex- 
tremity, however,  was  negative,  and  a ruptured  popliteal  bursa 
was  then  suspected.  A popliteal  ultrasonogram  confirmed  this 
diagnosis.  She  was  treated  conservatively  with  rest  and  phys- 
ical therapy;  she  has  done  well,  with  gradual  resolution  of  her 
symptoms,  and  is  being  followed  in  the  orthopedic  clinic. 

Discussion 

In  1877,  Baker  described  eight  cases  of  ruptured 
popliteal  cysts  in  association  with  synovitis  of  the  knee. 
It  was  not  until  the  1960s,  however,  that  the  similarity 
of  symptoms  and  signs  between  DVT  of  the  leg  and 
those  of  ruptured  popliteal  cysts  were  again  recog- 
nized. The  pseudothrombophlebitis  syndrome,  or  rup- 
tured Baker’s  cyst,  continues  to  be  mistaken  for  DVT 
of  the  lower  extremity. 

An  enlarged  popliteal  bursa,  typically  a result  of 
inflammatory  arthritis  of  the  knee,  herniates  poste- 
riorly and  dissects  into  the  periarticular  structures  and 
gastrocnemius  muscle.1  Pain  in  the  calf,  and  swelling, 
tenderness,  and  warmth  below  the  knee  make  up  the 
classic  presentation  when  this  cyst  ruptures.  A palpa- 
ble popliteal  mass  and  effusion  in  the  knee  joint  are 
often  seen  and  are  very  helpful  clues  to  the  diagnosis. 
Ninety  percent  of  patients  have  a preexisting  diagnosis 
of  chronic  inflammatory  knee  joint  disease  such  as 
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rheumatoid  arthritis,  systemic  lupus  erythematosis,  or 
psoriatic  arthritis.  Rheumatoid  arthritis  is  present  in 
70%  of  all  patients  with  the  pseudothrombophlebitis 
syndrome.  Degenerative  joint  disease  and  previous 
trauma  are  said  to  be  responsible  for  only  10%  of  cas- 
es. The  severity  or  duration  of  the  arthritis  is  not  re- 
lated to  the  likelihood  of  occurrence  of  a ruptured 
Baker’s  cyst. 

The  differential  diagnosis  for  unilateral  swelling  of 
the  leg  includes  cellulitis,  gouty  arthritis  of  the  ankle 
and  dorsum  of  the  foot,  and,  of  course,  actual  throm- 
bophlebitis. Although  contrast  arthrography  provides 
conclusive  diagnostic  data  and  is  usually  well  tolerat- 
ed, popliteal  ultrasonography  is  accurate,  noninvasive, 
sensitive,  and  specific.  Therefore,  ultrasound  is  the 
preferred  screening  test  when  Baker’s  cyst  is  suspect- 
ed. The  concomitant  existence  of  DVT  and  Baker’s 
cyst  has  been  described  with  external  compression  of 
the  popliteal  veins  as  the  proposed  mechanism. 

Treatment  should  usually  be  conservative.  Some  au- 
thors advocate  aspiration  of  fluid  from  the  cyst  and  in- 
jection of  intra-articular  steroids,  but  no  well-designed 
studies  are  available  to  adequately  evaluate  this  treat- 
ment. Prolonged  sitting,  squatting,  and  stair-climbing 
should  be  avoided.  Recurrent  cysts  are  sometimes  sur- 
gically resected.  Since  anticoagulation  does  not  produce 
intra-articular  or  periarticular  hemorrhages,  empiric  use 
of  heparin  in  cases  in  which  DVT  cannot  be  excluded 
initially  is  reasonable  pending  a definite  diagnosis. 

In  summary,  pseudothrombophlebitis  syndrome  re- 
sults from  rupture  of  an  enlarged  popliteal  bursa 
(Baker’s  cyst)  and  subsequent  dissection  of  the  periar- 
ticular soft  tissue  by  the  synovial  fluid  under  high  pres- 
sure, resulting  in  symptoms  and  signs  that  often  are 
confused  with  DVT.  The  physical  examination  and 
popliteal  ultrasound  studies  will  confirm  the  diagnosis. 

CZI7 
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Loss  Prevention  Case  of  the  Month 


Informed  Consent — Substandard  Care 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 48-year-old  man  who  had  sustained  severe  inju- 
ries in  a motor  vehicle  accident  some  eight  years  pre- 
viously was  admitted  to  a psychiatric  hospital  for  treat- 
ment of  substance  abuse/addiction  of  about  five  years’ 
duration.  Following  the  accident  in  which  the  patient 
sustained  a fracture  of  the  lumbar  spine  with  cord  in- 
jury, the  patient  had  undergone  years  of  therapy  and 
had  improved  to  the  degree  that  crutch-walking  was 
possible,  he  had  bowel  and  bladder  control,  and  he 
was  able  to  have  sexual  intercourse. 

The  residual  disabilities  of  the  injuries  were  further 
complicated  by  severe  pain  in  the  area  of  the  right  hip 
and  leg,  requiring  daily  narcotics  for  relief.  His  drug 
dependency  was  thought  to  have  been  precipitated  by 
the  injudicious  use  of  narcotics  following  the  injury  and 
during  the  long  period  of  rehabilitation. 

Following  admission,  the  attending  psychiatrist 
consulted  an  anesthesiologist  who  was  associated  with 
a “pain  clinic.”  In  the  hope  that  dependency  on  nar- 
cotics could  be  somewhat  ameliorated  by  epidural  in- 
jections, the  anesthesiologist  gave  an  epidural  mor- 
phine block,  affording  several  days  of  significant  relief 
of  pain. 

At  this  point,  the  patient  was  transferred  to  a gen- 
eral hospital  where  epidural  injections  of  alcohol  were 
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planned.  By  this  time  the  severe  right  hip  pain  had 
recurred,  unchanged  from  the  past  history. 

The  patient  was  fully  informed  of  the  possible  side 
effects  of  the  alcohol  injections  including  loss  of  blad- 
der/bowel control  and  impotence.  Consent  was  given 
since  the  narcotic  requirements  had  increased  at  least 
to  the  level  of  pre-epidural  needs.  The  patient  had  re- 
peatedly said  that  he  was  willing  to  have  “anything” 
done  to  relieve  the  intractible  pain  and  help  him  re- 
cover from  his  drug  dependency. 

A series  of  three  alcohol  epidural  injections  were 
given.  The  result  was  loss  of  bladder/bowel  control, 
impotence,  and  residual  severe  pain  in  the  low  back. 

Loss  Prevention  Comments 

Although  this  patient  represents  a situation  in  which 
both  the  physician  and  patient  were  willing  to  accept 
unusual  risks  in  pursuing  a satisfactory  resolution  of 
the  problem,  there  was  one  fundamental  principle  that 
was  ignored.  Epidural  alcohol  injections  are  an  ac- 
ceptable mode  of  therapy  for  severe  and  incapacitating 
pain  of  this  kind  under  certain  circumstances.  How- 
ever, expert  testimony  was  produced  in  this  case  which 
stated  that  this  particular  method  of  treatment  was  ac- 
ceptable only  in  terminal  patients  because  loss  of  bow- 
el/bladder control  and  impotence  almost  always  result- 
ed to  some  degree.  The  most  important  consideration 
in  any  treatment  plan  is  that  the  treatment  be  within 
an  acceptable  standard.  Good  informed  consent  offers 
no  protection  in  litigating  cases  where  the  treatment  is 
badl 
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Health  and  Environment  Report 


An  Old  Prescription  for  a New  Era  of  Medicine 

GEORGE  SMITH,  M.D. 


The  future  health  of  Tennesseans  will  be  deter- 
mined by  our  ability  to  prevent  illness,  protect  health, 
and  promote  healthful  lifestyles.  Skewed  reliance  on 
technologic  breakthroughs  to  enhance  future  health  is 
not  cost  effective,  and  appears  to  have  the  potential 
for  only  minimum  impact  on  present  morbidity  and 
mortality  in  Tennessee. 

In  this  era  of  health  care,  when  lifestyles  prove  to 
be  the  greatest  determinant  of  the  health  status  of  our 
citizens,  we  as  health  care  professionals  need  to  assess 
the  impact  the  care  we  render  has  upon  the  illnesses 
around  us. 

Having  had  a busy  family  practice  for  a number  of 
years,  I know  firsthand  that  patients  do  not  come  into 
the  doctor’s  office  requesting  information  on  how  to 
prevent  diseases,  and,  in  truth,  a busy  office  practice 
does  not  leave  a lot  of  opportunity  to  impart  all  one’s 
information  on  how  to  prevent  complications  from  sig- 
nificant risk  factors  to  health.  Another  factor  is  that 
when  the  doctor’s  time  permits,  the  patient’s  time  may 
be  at  a premium,  or  the  crisis  that  brought  the  patient 
to  the  office  is  a barrier  to  good  risk  intervention. 

Given  these  variables,  who  then  has  the  responsi- 
bility of  establishing  prevention  as  a priority  of  our 
patients — the  doctor  or  the  patient? 

The  solution  here  is  complex,  as  this  gives  rise  to  a 
more  basic  question:  Who  is  responsible  for  the  health 
and  well-being  of  our  patients?  The  significance  of  our 
role  as  health  care  providers  dictates  that  we  assume 
an  important  role  in  any  shared  responsibility  of  the 
physician,  nurse,  health  educator,  or  other  agency  in 
educating  our  patients  and  the  public  on  health  issues. 
But  ultimately  the  patient  has  a significant  role  in 
achieving  and  maintaining  his  own  health. 

Historically  in  health  care  delivery  and  education, 
we  have  relied  on  the  communicable  disease  model, 
which  often  demonstrated  a clear  link  between  the 
presence  of  a pathogen  and  clinical  data.  Chronic  or 
noncommunicable  diseases  do  not  fit  well  within  the 
education  models  of  the  past.  This  incongruence  may 
be  a factor  in  whether  or  not  we  can  mount  an  effec- 
tive effort  for  preventing  disease  when  there  are  mul- 
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tiple  risk  factors  acting  synergistically.  The  complexity 
of  the  interactions  of  these  risk  factors  and  their  vari- 
able outcomes  places  additional  limits  on  efforts  to  af- 
fect lifestyle  changes  that  promote  and  protect  health. 

A review  of  the  leading  causes  of  death  in  Tennes- 
see in  1987  and  the  Behavioral  Risk  Factor  Surveil- 
lance System,  a statewide  random  telephone  interview 
conducted  on  200  households  each  month,  presents  a 
striking  comparison  of  risk  factors  in  the  general  pop- 
ulation and  present  mortality  in  Tennessee  (Tables  1 
and  2). 

The  pervasiveness  of  these  risks  in  the  population 
no  doubt  contributes  to  deaths  in  Tennessee.  Present 
epidemiology  indicates  that  nine  of  the  ten  leading 
causes  of  premature  death  in  the  United  States  can  be 
linked  to  one  or  more  of  six  behaviors:  cigarette  smok- 


TABLE  1 

PRINCIPAL  CAUSES  AND  NUMBERS  OF  DEATHS 
IN  TENNESSEE,  1987 


Cause  of  Death 

Number 

Heart  disease 

15,779 

Malignant  neoplasms 

10,004 

Cerebrovascular  disease 

3,791 

Accidents  and  adverse  effects 

2,334 

COPD  and  allied  conditions 

1,611 

Pneumonia  and  influenza 

1,361 

Diabetes  mellitus 

701 

TABLE  2 

BEHAVIORAL  RISK  FACTOR  SURVEILLANCE  DATA,  1987 


Risk  Factor 

Percent 

Obesity 

25.6 

Smoking 

27.7 

Sedentary  lifestyle 

66.5 

Seatbelt  non-use 

33.8 

Hypertension 

19.5 

Binge  drinking 

10.2 

Chronic  drinking 

4.1 

Drinking  and  driving 

2.6 
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ing,  alcohol  misuse,  lack  of  exercise,  failure  to  use 
seatbelts,  overeating,  and  failure  to  control  hyperten- 
sion adequately. 

Given  the  prevalence  of  current  health  risks  to 
chronic  diseases  in  our  population,  it  is  likely  that  we 
will  continue  to  experience  present  morbidity  and 
mortality  in  the  future.  The  prospect  of  a higher  per- 
centage of  the  25  to  44  age  cohort,  the  largest  age  group 
in  our  population,  reaching  their  senior  years  with  these 
risks  will  undoubtedly  place  greater  demand  on  our 
health  care  resources. 

Good  medical  care  now  dictates  that  we  stress  risk 
factor  intervention  and  modification  when  our  services 


are  requested.  The  computer  coding  of  more  medical 
data  in  the  future  should  allow  for  greater  observance 
of  significant  associations  between  risk  factors  and  the 
development  of  disease. 

As  presented  here,  there  exists  a great  need  to  de- 
velop more  effective  methods  to  help  people  take  bet- 
ter care  of  their  health  if  our  objective  is  to  reduce 
current  mortality  and  morbidity  in  Tennessee.  The 
transfer  of  risk  factor  knowledge  into  health  action  is 
the  challenge  before  us.  The  role  we  must  assume  in 
meeting  this  challenge  is  clear  as  we  enter  the  next 
decade.  Existing  health  knowledge  must  be  trans- 
formed into  positive  health  actions.  r S 


Trauma  Rounds  . . . 

( Continued  from  page  196) 

passing  the  duodenum  while  the  repair  heals.  The  lat- 
ter technique,  pyloric  exclusion,  is  used  in  severe  in- 
juries and  requires  sewing  the  pylorus  shut  with  a 
soluble  suture  and  doing  a gastrojejunostomy  to  drain 
the  stomach.6 

In  summary,  the  diagnosis  of  duodenal  injuries  in 
blunt  trauma  depends  upon  a high  index  of  suspicion. 
Physical  examination  may  be  helpful  if  the  patient  is 
awake.  When  appropriately  applied  CT  scan  can  be 
very  useful,  but  should  not  delay  surgery  in  the  un- 
stable patient.  O ^ 
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HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
3606  AUSTIN  PEAY,  SUITE  313 
MEMPHIS,  TN  38128 
CALL  COLLECT:  (901)  388-9876 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


prc/idcntV 
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HCFA , £/ie  PRO,  and  You 

The  history  of  peer  review  has  been  a bleak  one,  what  with  the  PSROs 
of  the  1970s  and  now  their  offspring,  the  PROs.  Though  always  charged 
with  monitoring  both  utilization  and  quality  of  care,  emphasis  has  until  re- 
cently been  on  utilization,  to  the  virtual  exclusion  of  quality.  Not  anymore. 
By  the  time  you  read  this,  a new  set  of  regulations  will  be  in  effect;  they  are 
entitled  “Denial  of  Payment  for  Substandard  Quality  Care  and  Review  of 
Beneficiary  Complaints,”  and  they  require  that  Medicare  payments  not  be 
made  when  care  was  inappropriate  or  of  poor  quality.  Furthermore,  if  pay- 
ment has  been  made,  it  is  to  be  refunded  in  a “timely  manner.”  Each  PRO 
is  required  to  set  up  standards  to  guide  its  reviewing  panel. 

The  Memphis-based  Mid-South  Foundation  for  Medical  Care,  Inc. 
(MSFMC)  as  the  designated  Peer  Review  Organization  for  Tennessee  is  the 
agency  charged  with  enforcing  these  new — as  well  as  the  old — DHHS-HCFA 
regulations.  The  MSFMC  is  a physician-owned  and  controlled — a Tennessee 
physician-owned  and  controlled  (insofar  as  any  HCFA  contractor  can  be 
controlled  by  anyone  else) — organization.  Regardless  of  your  perception  of 
it,  which  I recognize  is  generally  uncomplimentary,  it  is  more  user-friendly 
than  PROs  owned  and  operated  by  “others,”  the  Blues,  for  instance.  How 
would  you  like  to  have  your  regulatory  agency  an  arm  of  BC/BS?  I can  tell 
you,  they  would  love  it. 

You  are  therefore  fortunate,  whether  you  believe  it  or  not,  in  your  overseer.  As  a private  founda- 
tion, it  is  governed  by  a Board  of  Directors.  The  Board  of  Directors  hires  and  fires  the  personnel, 
including  the  medical  director  (though  not,  I believe,  HCFA's  spy  in  the  camp).  The  Board  is  elected 
by  the  foundation’s  members.  As  you  might  imagine.  Board  membershp  is  not  a perk-filled  plum;  its 
members  take  a lot  of  flack.  You  need  to  understand  that  the  PRO  as  a doctor-owned  entity  is  trapped 
squarely  between  the  rock  and  the  hard  place.  In  order  to  remain  HCFA’s  contractor,  it  must  consci- 
entiously enforce  HCFA's  regulations;  in  doing  so,  it  is  bound  to  earn  the  displeasure  of  its  members 
(and,  of  course,  others). 

It  is  those  “others”  to  whom  this  piece  is  addressed.  Tennessee’s  PRO  belongs  to  its  members. 
Membership  is  open  to  any  of  the  doctors  it  regulates.  Those  doctors  number  more  than  7,000.  Of 
those,  a meager  600  are  members.  Though  the  influence  exerted  by  the  membership  may  not  seem 
like  much,  it  is  a whole  lot  better  than  none  at  all.  Membership  can't  get  your  ticket  fixed,  it  can't 
control  the  rules  under  which  the  ticket  is  issued,  and  if  you  are  lucky  it  may  never  do  anything  at  all 
for  you  individually;  but  it  might  mitigate  the  administration  of  the  rules  and  sometimes  generate 
warnings  instead  of  tickets  for  deviants.  You  could  take  the  position,  and  I have  on  occasion,  of, 
“with  friends  like  that,  who  needs  enemies?”  That  attitude  is  just  not  real  smart.  You  certainly  have 
no  influence  as  a nonmember.  As  a member,  you  just  might. 

Christians  are  admonished  to  hate  sin  but  love  the  sinner;  separation  of  the  two  is  not  always  easy, 
and  sometimes  seems  downright  impossible,  but  the  Christian  is  to  try.  In  a similar  situation,  I guess 
I am  appearing  here  as  an  apologist  for  the  PRO;  I do  so,  I hope  you  understand,  without  champi- 
oning the  cause  of  HCFA  in  any  way.  HCFA  regulations  we  have,  and  they  will  be  administered  by 
somebody.  I just  thought  you  might  want  to  get  into  the  act,  since  you  are  fortunate  enough  to  be 
able  to — sort  of  like  exercising  your  right  to  vote. 

With  this  parting  shot,  I shall,  like  Gen.  MacArthur's  old  soldier,  just  fade  away.  I thank  you  for 
the  opportunity  to  do  both. 


John  B.  Thomison 


The  New  President 


WILLIAM  O.  MILLER,  M.D. 
KNOXVILLE 
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William  O.  Miller,  M.D. 


135th  President — Tennessee  Medical  Association 


William  O.  Miller,  M.D.,  of  Knoxville,  becomes  our  Association’s  135th 
president  in  the  Tennessee  Medical  Association’s  154  years  of  existence  . . . 
an  honor  he  has  looked  forward  to  for  quite  some  time. 

Dr.  Bill  Miller  has  served  TMA  in  the  past — last  year  as  president-elect, 
and  in  the  late  1970s  on  the  Board  of  Trustees — but  Dr.  Miller  claims  the 
proudest  moment  of  his  entire  medical  career  comes  with  his  installation  as 
TMA  president.  Miller  said,  “.  . . the  most  proud  moment  is  that  you  are 
recognized  by  your  peers  and  elected  to  a prestigious  position.” 

Dr.  Miller,  58,  is  a practicing  urologist  and  president  of  Urology  Consult- 
ants of  Knoxville.  He  has  served  as  a Tennessee  delegate  to  the  American 
Medical  Association  for  the  past  nine  years,  and  as  a Knoxville  Academy 
delegate  to  the  TMA  House  of  Delegates  since  1975.  He  was  also  a member 
of  the  TMA  Board  of  Trustees  from  1977-1980,  and  served  as  its  chairman 
in  1979-1980.  He  also  served  as  president  and  chairman  of  the  Judicial  Council 
and  Executive  Committee  of  the  Knoxville  Academy  of  Medicine  from  1975- 
1978. 

After  receiving  his  bachelor  of  science  degree  in  chemistry  from  Millsaps 
College  in  his  birthplace  of  Jackson,  Mississippi,  he  completed  his  medical 
school  training  at  Tulane  School  of  Medicine  in  New  Orleans.  He  then  com- 
pleted his  genitourinary  surgery  residency  at  Oschner  Medical  Foundation 
in  New  Orleans. 

In  1974,  Dr.  Miller  served  as  chief  of  staff  of  St.  Mary’s  Medical  Center 
in  Knoxville.  From  1980-1985,  he  was  a member  of  the  Board  of  Trustees 
and  Underwriting  Committee  of  the  physician-owned  and  operated  State 
Volunteer  Mutual  Insurance  Company.  He  is  currently  a member  of  the 
Board  of  Directors  of  the  Thompson  Cancer  Survival  Center  in  Knoxville. 

Dr.  Miller  also  finds  time  in  his  busy  practice  schedule  to  serve  the  Knox- 
ville community.  He  is  a member  of  the  Board  of  Directors  of  the  Knoxville 
United  Way  and  a lay  reader  at  St.  John’s  Cathedral  working  with  Bishop 
Sanders’  committee  to  establish  medical  care  for  the  indigent  and  homeless 
in  Knoxville. 

Other  accomplishments  and  positions  held  by  Dr.  Miller  include  cofound- 
er of  the  American  Laser  Foundation,  AMA  member  since  1961,  member 
of  the  American  Urologic  Association  since  1965,  and  a member  of  the 
American  College  of  Surgeons  since  1968. 

Dr.  Miller  currently  resides  in  Knoxville  with  his  wife,  Sharon,  and  has 
two  children,  William  O.  Miller,  Jr.,  age  29  and  Susan  Miller  Bush,  age  25. 

TMA  is  once  again  very  fortunate  to  have  such  a strong  and  dedicated 
physician  at  its  helm  . . . also,  fortunate  in  that  Dr.  Bill  Miller  has  found 
time  in  his  laborious  professional  and  personal  life  to  give  even  more  to 
organized  medical  at  all  levels,  but  especially  as  TMA’s  135th  president. 
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A Second  Chance 

There  is  an  old  rather  flip  observation  to  the 
effect  that  money  may  not  be  everything,  but  it 
is  way  ahead  of  whatever  is  in  second  place.  That 
statement  rather  adequately  defines  the  word 
“second.”  Everybody  knows  what  “seconds” 
are — things  that  didn’t  quite  turn  out  right,  and 
so  sell  cheaper.  Second  just  isn’t  as  good  as  first — 
or  wasn’t.  In  characteristic  fashion,  the  govern- 
ment has  in  a sense  redefined  the  word.  Think 
about  it.  In  requiring  a second  opinion,  the  feds 


imply  that  the  first  opinion  wasn’t  good  enough, 
and  so  a second  opinion  is  required.  If  it  differs 
from  the  first  one,  which  one  was  correct?  The 
implication — and  indeed  Medicare’s  frequent  in- 
ference— is  that  the  second  one  is  somehow  bet- 
ter, even  if  rendered  by  one  less  qualified.  Sec- 
ond-guessing is  usually  after  the  fact;  Medicare 
requires  it  before  the  fact,  and  accords  it  similar 
status. 

A second  chance  usually  implies  that  one  blew 
the  first  one.  Well,  I’m  going  to  adopt,  just  this 
once,  the  government  definition.  The  president 
of  the  TMA  has  12  chances  to  speak  his  piece. 
That’s  it — usually.  The  President’s  Page  is  the 
only  place  in  this  Journal  that  is  sacrosanct  from 
the  editor’s  influence.  The  president  is  like  the 
800-pound  gorilla — he  can  do  as  he  pleases.  Of 
course,  he  needs  to  be  careful,  since  as  president 
he  is  assumed  to  be  speaking  for  the  Associa- 
tion— ex  cathedra , as  it  were.  I hid  behind  that 
once  when  I was  criticized  for  exercising  poor 
editorial  judgment  in  soliciting  PAC  funds  in  the 
Journal.  I pointed  out  to  the  writer — a good 
friend  who  happens  to  disagree  with  me  on 
PACs — that  I was  writing  not  as  editor,  but  as 
president,  and  was  carrying  the  message  of  the 
Board  to  the  membership. 

When  I began  writing  the  President’s  Page  I 
had  several  things  I intended  to  write  about;  not 
all  of  them  matured.  Other  things  that  needed 
attention  kept  cropping  up,  and  so  the  exigencies 
of  the  moment  edged  out  long-range  planning. 
Unlike  other  presidents,  I have  a second  chance. 
This  issue  contains  my  last  President’s  Page,  and 
its  content  certainly  was  not  planned  earlier.  I 
had  something  else  in  mind.  I intend  to  deliver 
myself  the  planned  one — sooner  or  later. 

The  second  chance  is  better.  The  800-pound 
gorilla  really  operates  under  the  constraints  of 
office.  Such  is  the  arrangement  I have  with  the 
Board  that  the  editor  is  constrained  only  by  the 
bounds  of  good  taste  and  verity.  I confess  to  hav- 
ing had  both  questioned  on  occasion  during  my 
nearly  18  years  running  this  shop,  but  fortunately 
not  by  the  Board — at  least  not  as  a body. 

The  managing  editor  informed  me  that  the  new 
president  had  in  mind  a novel  approach  for  the 
President’s  Page,  and  was  it  all  right?  “Be  seri- 
ous,” quoth  I,  reminding  her  about  the  gorilla’s 
resting  place.  In  the  meantime,  the  Lord  and  the 
Board  willing,  I shall  go  on  peddling  my  papers 
and  making  use  of  that  second  chance  a la  fed- 
eralese. 

J.B.T. 
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Carolyn  Sandlin,  RIP 

In  any  professional  organization  such  as  the 
TMA,  elected  officials  have  their  brief  day  on- 
stage, and,  like  old  soldiers,  then  just  fade  away. 
Continuity  lies  with  the  paid  staff.  If  the  organi- 
zation is  fortunate,  the  staff  is  more  than  just  a 
bunch  of  hired  hands.  Though  TMA  has  had  its 
share  of  those,  they  too  come  and  go.  We  have 
been  blessed  in  having  a cadre  of  extremely  ded- 
icated, remarkably  effective  individuals  who  have 
formed  a core  of  long-term  stability  in  the  Asso- 
ciation, and  when  one  of  those  goes  it  leaves  a 
nearly  permanent  vacuum. 

Carolyn  Sandlin  joined  the  TMA  staff  as 
bookkeeper  in  1967,  and  except  for  a hiatus  of 
about  four  years — we  think  from  about  1975  to 
1979 — she  was  here  until  shortly — very  shortly — 
before  her  untimely  death  early  this  year.  The 
reason  I say  “we  think”  is  that  at  the  time  of  the 
hiatus  we  were  not  computerized,  and  Jean 
Wishnick,  who  assembled  the  data  for  this  piece, 
said  “that  information  is  hidden  away  in  the 
basement  somewhere,  and  only  Carolyn  would 
know  how  to  find  it.” 

When  the  wife  of  an  acquaintance  of  mine, 
who  had  12  children,  became  ill,  he  had  to  hire 
a cook,  a maid,  and  a chauffeur  to  assume  all  of 
her  duties.  The  TMA  staff  is  finding  that  wife 
had  nothing  on  Carolyn.  The  list  of  her  jobs  is 
legion:  office  manager,  comptroller,  and  person- 
nel manager;  the  staff  will  remember  her  for  the 
sympathetic  ear  and  helping  hand  as  friend  and 
confidante,  and  members  who  attended  any  an- 
nual meeting  during  the  last  22  or  so  years  will 
remember  the  warm  smile  of  the  one  who  han- 
dled all  the  details  of  the  registration  desk.  That 
was  Carolyn.  Her  office  was  the  “gathering 
place.”  No  one  seems  to  have  any  memories  of 
Carolyn  but  fond  ones. 

Carolyn  and  Walter  had  just  celebrated  their 
40th  wedding  anniversary  with  a trip  to  Italy  when 
she  fell  ill,  and  of  course  our  hearts  go  out  to 
him.  But  everyone  who  tries  to  do  anything  at  all 
at  TMA — managing  the  million  and  a half  dollar 
budget,  assembling  membership  records  (you  will 
find  her  handiwork  each  year  in  the  membership 
report  in  the  Journal ) and  keeping  individual 
profiles  on  each  member,  running  the  registra- 
tion desk  at  the  annual  meeting,  keeping  up  with 
vacations  and  sick  leave,  making  out  the  payroll, 
and  on  and  on — will  find  the  job  at  least  a little, 
and  often  a whole  lot,  harder.  It  is  therefore 
without  apology  that  Carolyn  Sandlin  is  singled 


out  for  memorialization  here  where  others 
doubtless  equally  deserving  are  not.  That  is  just 
the  way  it  is. 

I’m  glad  she  passed  my  way.  So  are  a lot  of 
others.  Carolyn,  rest  in  peace. 

J.B.T. 

Relativity  and  the 
Conservation  of  Matter 

Time  is  a relative  sort  of  thing,  relatively 
speaking.  Whether  something  has  been  around  a 
long  or  short  time  depends,  I guess,  on  whom 
you  ask  or  what  you  are.  On  the  other  hand,  so 
far  as  we  know  only  human  beings  care,  and  are 
the  only  ones  with  the  temerity,  not  to  say  abil- 
ity, to  poke  around  into  such  things  as  origins 
and  terminations. 

Scientists  tell  us  the  universe  began,  probably 
with  a bang,  though  some  would  still  dispute  it, 
about  four  and  a half  billion  years  ago.  Bishop 
Usher  allowed  as  how  it  all  began  one  week  in 
October  something  just  short  of  6,000  years  ago — 
quite  a discrepancy,  but  still  quite  a spell,  rela- 
tively speaking,  no  matter  how  you  look  at  it, 
particularly  when  some  critters  live  it  all  out  in 
only  a few  hours.  For  that  matter,  there  are 
charged  particles  with  a life  of  only  milliseconds. 
It  probably  is  technically  incorrect  to  refer  to  that 
as  life;  “duration”  would  probably  be  better,  but 
man  has  a tendency  not  to  worry  so  much  about 
being  technically  correct  when  he  is  addressing 
subjects  where  technical  rectitude  is  of  the  es- 
sence, but  elusive.  Even  scientists  refer  to  “life” 
and  “half-life”  of  nonliving  things. 

There  is  a natural  law,  devised  of  course  by 
man  and  not  Nature,  called  the  Law  of  Conser- 
vation of  Matter,  and  scientists  are  also  always 
talking  about  the  predictability  of  the  Universe — 
or  did  until  very  recently  when  they  began  to  dis- 
cover how  chaotic  it  all  really  is,  “chaos”  again 
being  a relative  term.  Looked  at  from  man’s  nar- 
row view — ordinary  folks,  not  scientists — the  sun 
is  going  to  come  up  at  the  same  time  and  in  the 
same  place  on  the  same  day  every  year.  More  or 
less.  That  lets  him  get  his  crops  in  and  out  on 
time.  The  more  or  less  is  why  we  have  leap  year. 
The  sun  does  not  know  it  is  supposed  to  be  that 
regular,  and  marches  to  its  own  drummer.  That 
is  an  anthropomorphic  statement,  since  again,  to 
be  technically  correct,  the  sun  (we  think)  doesn’t 
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know  anything — but  it  doesn’t  care  about  that, 
either. 

What  I was  about  to  say  was  that  any  fool  can 
tell  you  (even  if  scientists  can't)  that  if  there  are 
two  things  Nature  is  not,  it  is  predictable  and 
conservative.  Else  why  do  their  crops  burn  up 
one  year  and  flood  out  the  next,  their  houses  blow 
away  or  get  buried  in  snow  when  the  weather 
was  supposed  to  be  fair  and  warm,  or  their  tea- 
cups rattle  on  the  shelves,  provided  the  house 
doesn’t  fall  into  a new-formed  chasm?  And  why 
are  all  those  roses  born  to  blush  unseen,  and 
waste  their  fragrance  on  the  desert  air,  or  why 
do  all  those  starfish  wash  up  on  the  beach,  not 
even  to  become  food  for  anything?  That's  con- 
servation of  matter?  (I  do  understand  of  course 
that  the  primal  matter  is  ultimately  not  wasted. 
Only  all  that  life  is — apparently.) 

Just  look,  for  instance,  at  all  those  butterflies 
that  grace  our  landscapes  in  summertime;  they 
live  at  most  a few  weeks,  and  propagate  like  rab- 
bits— or  vice  versa.  They  toil  not;  neither  do  they 
spin.  Like  practically  every  other  being  than  the 
human  one,  they  spend  almost,  if  not  actually, 
all  of  their  time  and  energy  on  just  two  things: 
feeding  and  propagating  the  species — which  is 
likely  why  butterflies  don't  live  longer  than  they 
do,  else  we  would  be  up  to  our  knees  in  butter- 
flies. Or  higher.  As  a digression,  one  does  get 
the  impression  that  in  some  places  the  human 
population  is  more  like  the  butterflies  in  that  re- 
spect, if  not  in  others,  except  that  there  they  also 
neither  toil  nor  spin,  generally. 

Birds,  along  with  a lot  of  other  creatures,  both 
toil  and,  either  figuratively  or  literally,  spin.  They 
make  collections  of  twigs  and  such,  though  only 
for  utilitarian  purposes,  so  far  as  I know.  In  the 
same  way,  dogs  collect  bones.  Only  man,  again 
so  far  as  I know,  collects  things  just  to  be  col- 
lecting things.  A couple  of  reasons  for  this  come 
immediately  to  mind.  One  is  that  only  man  hangs 
around  for  a long  enough  time  to  accumulate  any 
sizeable  collection;  of  course,  not  all  of  them  do, 
either— hang  around  long,  I mean.  The  other  is 
that  all  the  other  species,  I think,  have  their  time 
pretty  well  occupied  by  the  functions  described 
above.  Only  man  has  leisure  time,  in  other  words. 
(When  other  species  have  it,  they  catch  a quick 
nap.  So  do  a lot  of  people.)  There  are  possibly 
other  more  arcane  reasons  for  collecting,  but  it 
all  likely  stems  from  a misdirected  nesting  in- 
stinct. 

Some  collectors  go  at  their  collecting  in  a log- 
ical, even  a compulsive,  manner,  aiming  toward 
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completeness — the  definitive  collection.  Others 
simply  see  something  they  like,  and  acquire  it.  A 
few  do  what  they  do  for  purposes  of  investment; 
most  of  those  have  few  limitations  on  funding. 
Some  collectors  know  or  learn  a lot  about  what 
they  collect;  others  just  retain  some  often  self- 
designated  expert  to  build  their  collection;  they 
hope  to  peddle  it  someday  (or  give  it  to  a mu- 
seum as  a tax  break). 

There  is  an  imposing  array  of  cognoscenti  or- 
ganized in  a variety  of  ways  to  part  the  unwary 
collector  from  his  money.  Sometimes  those  are 
individuals  who  began  foundering  on  their  acqui- 
sitions and  formed  a business  to  unload  some  of 
them — at  a profit,  if  possible — the  heat  of  the 
chase  frequently  being  the  inspiration  for  collect- 
ing; their  marketing  is  just  a way  of  cooling  off. 
By  that  I do  not  mean  their  wares  are  hot — or  at 
least  not  necessarily;  but  it  is  something  to  keep 
in  mind. 

Now,  back  to  butterflies.  Those  colorful  little 
critters  are,  according  to  a recent  article  in  the 
Wall  Street  Journal , one  of  the  latest  to  become 
a big  business-type  collectible.  Apparently  such 
collecting  can  get  quite  expensive.  Some  speci- 
mens go,  I am  told,  for  several  hundred  dollars. 
Like  most  children,  I collected  butterflies,  but  it 
wasn’t  very  big  business — nothing  a trip  into  the 
backyard  wouldn’t  satisfy.  It  wasn’t  very  expen- 
sive in  either  money  or  time — not  at  all  for  mon- 
ey, and  I had  more  time  than  anything  else. 

It  goes  to  show  you  can  make  a production  of 
anything.  Collecting  might  be  considered  by  some 
as  a sort  of  conservation  of  matter,  I guess.  As 
one  of  those  more  sloppy  sort  of  collectors,  I have 
a few  observations  to  make.  Lirst,  almost  all  col- 
lectors know,  but  few  heed,  the  advice  that  one 
had  better  decide  on  what  he  can  afford,  and  col- 
lect that.  The  trouble  with  that  advice  is  that  as 
soon  as  something  becomes  known  as  a collect- 
ible, its  value  (or  probably  better,  its  asking  price) 
goes  up  logarithmically — and  out  of  one’s  range. 
Stick  with  it,  and  pretty  soon  one  is  in  business, 
if  he  is  not  out  of  business. 

The  second  bit  of  advice  is,  collect  only  things 
you  like.  The  trouble  with  that  advice  is  that,  like 
the  birds,  collectors  tend  to  like  anything  that  will 
feather  their  nest.  So  much  for  that.  What  one 
really  needs  to  do  is  get  in  early,  and  assemble  a 
definitive  collection  before  anybody  else  finds  out. 
Ask  any  collector,  and  he  will  tell  you  a real  col- 
lector will  then  only  go  on  to  something  else,  and 
his  definitive  collection  will  be  gathering  dust 
somewhere.  Collectors  do  not  necessarily  like 
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their  collections;  they  more  often  just  like  to  col- 
lect— another  reason  for  sticking  with  things  one 
likes. 

I guess  the  final  observation,  then,  is  that  the 
collector  needs  to  enjoy  his  collections  and  his 
collecting  while  he  can.  It  is  clearly  more  fun  to 
chase  a few  butterflies  in  a meadow  than  in  some 
musty  shop.  One  may  not  wind  up  with  the 
world’s  greatest  butterfly  collection,  but  he  will 
have  an  opportunity  to  smell  the  roses  along  the 
way. 

None  of  that,  objectively  considered,  is  prop- 
erly conservation  of  matter,  despite  the  protes- 
tations of  collectors  to  the  contrary.  Go  into  a 
museum  and,  if  it  is  up  to  snuff,  it  will  have  care- 
fully controlled  lighting  and  artificial  atmos- 
phere, and  very  tight  security.  After  all,  moth 
and  rust  do  corrupt,  and  thieves  break  through 
and  steal;  they  even  do  that  despite  the  best  pre- 
cautions even  the  uppest  to  snuff  museums  can 
devise.  Floods  and  earthquakes,  as  I observed 
earlier,  along  with  time  and  change,  happeneth 
to  them  all. 

I will  offer  you  a second  chance,  another  al- 
ternative that  is  probably  the  best  of  all.  It  is  one 
likely  unavailable  to  most  collectors,  who  have  a 
fatal  addiction.  No  collector  worth  his  salt  would 
ever  consider  simply  sniffing  the  roses  and 
watching  the  butterflies  flit  from  flower  to  flow- 
er, and  then  sitting  quietly  on  a park  bench,  clos- 
ing his  eyes,  and  watching  them  do  it  again,  and 
again,  and  yet  again.  Collecting  memories?  Who 
can  show  off  his  memories? 

My  grandmother  was  far  into  her  tenth  decade 
when  her  body  left  us,  after  having  spent  most 
of  its  last  few  years  at  our  house.  She  had  been 
for  several  years  locked  into  the  inside  of  her 
skull.  Occasionally  she  peered  out,  recognizing 
my  mother  or  one  or  another  of  the  rest  of  us, 
but  mostly  she  appeared  content  to  just  remain 
inside  with  the  blinds  drawn.  And  she  did  seem 
content.  She  dressed  herself  and  ate  her  meals  in 
quiet  seclusion  until  very  near  the  end.  As  “they” 
said,  “her  mind  was  gone.”  Where  did  it  go?  Who 
knows?  Perhaps  to  a park  bench  somewhere,  en- 
joying the  things  that  moth  and  rust  could  not 
corrupt,  nor  thieves  break  through  and  steal. 

Time  being  a relative  sort  of  thing,  it  gets  away 
very  quickly;  one  does  not  appreciate  how  quick- 
ly until  most  of  it  has  gotten  away.  Conservation 
of  time  is  a whole  lot  more  important  than  con- 
servation of  matter.  It  is  a shame  it  has  no  at- 
traction as  a collectible. 

J.B.T. 


Harold  Clay  Dennison,  Jr.,  age  56.  Died  February  1, 
1989.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Nashville  Academy  of  Medi- 
cine. 

John  Lawrence  McGee,  Jr.,  age  63.  Died  February  6, 
1989.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Memphis-Shelby  County  Medi- 
cal Society. 

John  D.  Moore,  Sr.,  age  86.  Died  January  30,  1989. 
Graduate  of  University  of  Arkansas  School  of  Medi- 
cine. Member  of  Knoxville  Academy  of  Medicine. 

Paul  N.  Pettit,  Jr.,  age  46.  Died  February  4,  1989. 
Graduate  of  University  of  Arkansas  School  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical  So- 
ciety. 

Gilbert  M.  Roberts,  Jr.,  age  77.  Died  February  9,  1989. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Chattanooga-Hamilton  County 
Medical  Society. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Elizabeth  Jane  Borrone,  M.D.,  Camden 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Mari  Lynn  Lilly,  M.D.,  Chattanooga 
Robert  C.  McCoy,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Pravin  Patel,  M.D.,  Bolivar 

GREENE  COUNTY  MEDICAL  SOCIETY 

Harry  C.  Nelson,  M.D.,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

JohnJ.  Costanzi,  M.D.,  Knoxville 
David  A.  Cox,  M.D.,  Knoxville 
Brian  H.  Garber,  M.D.,  Knoxville 
Michael  E.  Jones,  M.D.,  Knoxville 
Patrick  O'Brien,  M.D.,  Knoxville 
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T.  Preston  Shepherd , M.D.,  Knoxville 
Steven  A.  Smith,  M.D.,  Knoxville 
Donald  A.  Urban,  M.D.,  Knoxville 


ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Thomas  P.  Lynch,  M.D.,  Oak  Ridge 


MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Leon  Leslie  Bolton,  II,  M.D.,  Memphis 

Alan  Dexter  Boom,  M.D.,  Memphis 

Douglas  Leden  Brown,  M.D.,  Memphis 

William  Wesson  Bucy,  M.D.,  Memphis 

Edward  Miles  Burton,  M.D.,  Memphis 

Francis  Curtis  Dohan,  Jr.,  M.D.,  Memphis 

Charles  William  Dorroh,  M.D.,  Memphis 

John  McCall  Downs,  M.D.,  Memphis 

Mark  Alan  Fox,  M.D.,  Memphis 

Richard  Charles  Harruff,  M.D.,  Memphis 

Royce  Etienne  Joyner,  M.D.,  Memphis 

Kenneth  Allan  Kudsk,  M.D.,  Memphis 

Robin  A.  Loe,  M.D.,  Memphis 

Barry  Brent  Phillips,  M.D.,  Germantown 

Jon  Phillip  Spiers,  M.D.,  Memphis 

Michael  Gavin  Threlkeld,  M.D.,  Birmingham,  AL 


TMA  Members  Receive 
AMA  Physician's  Recognition  Award 

Seventeen  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
January  1989. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  recipi- 
ents will  be  published  as  they  are  received  from 
AMA. 

Harvey  Asher,  M.D.,  Nashville 
William  D.  Black,  M.D.,  Knoxville 
Louis  L.  Carter,  M.D.,  Chattanooga 
Oscar  W.  Carter,  M.D.,  Nashville 
David  G.  Doane,  M.D.,  Johnson  City 
Dale  E.  Douglas,  M.D.,  Cookeville 
Neil  B.  Edwards,  M.D.,  Memphis 
Meredith  A.  Ezell,  M.D.,  Nashville 
Theodore  F.  Haase,  Jr.,  M.D.,  Knoxville 
James  C.  Hall,  M.D.,  Memphis 
John  R.  Hilsenbeck,  Jr.,  M.D.,  Memphis 
Roger  T.  Jackson,  M.D.,  Nashville 
Michael  C.  Mena,  M.D.,  Whitwell 
Evelyn  M.  B.  Ogle,  M.D.,  Memphis 
Robert  E.  Palmer,  IV,  M.D.,  Memphis 
Horace  E.  Watson,  M.D.,  Nashville 
Carl  W.  Zimmerman,  M.D.,  Nashville 


RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

S.  Kathleen  Clark,  M.D.,  Murfreesboro 
Robert  Perry  Ingle,  M.D.,  Murfreesboro 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Richard  W.  Foster,  M.D.,  Bristol 
Herbert  Deross  Ladley,  M.D.,  Kingsport 
Bradley  Willis  Miller,  M.D.,  Bristol 
John  Robert  Siner,  M.D.,  Kingsport 


announcement/ 


CALENDAR  OF  MEETINGS 


May  1-5 
May  1-5 
May  3-7 
May  3-7 
May  7-12 
May  8 
May  9-11 
May  10-12 

May  11-14 

May  11-14 

May  12-13 

May  13-17 

May  13-19 

May  14-17 
May  14-17 
May  14-19 

May  16-17 

May  17-19 

May  17-21 


NATIONAL 

Ambulatory  Pediatric  Association — Shera- 
ton, Washington,  D.C. 

Society  for  Pediatric  Research — Sheraton, 
Washington,  D.C. 

Christian  Medical  Society — Marriott  Down- 
town, Minneapolis 

Society  of  Biological  Psychiatry — Hilton,  San 
Francisco 

American  Roentgen  Ray  Society — Hilton, 
New  Orleans 

American  Association  for  Thoracic  Sur- 
gery— Sheraton/Hynes,  Boston 
Aerospace  Medical  Association — Hilton  and 
Towers,  Washington,  D.C. 

International  Congress  on  Peer  Review  in 
Biomedical  Publication  (AMA) — Congress 
Hotel,  Chicago 

American  Geriatrics  Society  and  American 
Federation  for  Aging  Research  Annual 
Meeting — Marriott  Copley  Place.  Boston 
American  College  of  Advancement  in  Med- 
icine (Helping  Patients  Feel  Better,  Live 
Longer — Emerging  Standards  of  Care  for  the 
1990s) — Hyatt  Regency  at  Reunion,  Dallas 
Virginia  Society  of  Ophthalmology — Home- 
stead Resort,  Hot  Springs,  Va. 

Association  for  the  Advancement  of  Medi- 
cal Instrumentation — Sheraton,  St.  Louis 
American  Society  for  Gastrointestinal  En- 
doscopy— Sheraton,  Washington,  D.C. 
American  Lung  Association — Cincinnati 
American  Thoracic  Society — Cincinnati 
American  Society  for  Microbiology — River- 
gate  Convention  Center.  New  Orleans 
Society  for  Surgery  of  the  Alimentary 
Tract — Washington,  D.C. 

American  Trauma  Society — Washington, 
D.C. 

American  Society  of  Head  and  Neck  Ra- 
diology— Hilton  International,  Toronto 
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May  21-23 

American  Society  of  Clinical  Oncology — 
Hilton,  San  Francisco 

June  13-17 

American  Rheumatism  Association — Con- 
vention Center,  Cincinnati 

May  21-26 

American  Industrial  Hygiene  Association — 
St.  Louis 

June  15-18 

American  Association  of  Neuropatholo- 
gists—Plaza  of  the  Americas,  Dallas 

May  23-25 

University  Association  for  Emergency  Med- 
icine— Marriott,  San  Diego 

June  16-18 

American  Association  for  the  Study  of 
Headache — Westin,  Boston 

May  26-29 
May  26-June  1 
May  28-31 
May  28-June  1 
May  31-June  3 

Eye  Bank  Association  of  America — Wash- 
ington, D.C. 

Medical  Library  Association — Marriott, 
Boston 

American  Pediatric  Surgical  Association — 
Hyatt,  Baltimore 

American  Association  on  Mental  Retarda- 
tion— Palmer  House,  Chicago 
American  College  of  Sports  Medicine — 
Stouffer  Harbor  Place,  Baltimore 

June  18-22 

June  21-24 
June  21-25 

International  Conference  on  Preventive 
Cardiology  (Amer  Heart  Assoc) — Washing- 
ton, D.C. 

Endocrine  Society — Convention  and  Trade 
Center,  Seattle,  Wash. 

American  Sleep  Disorders  Association — 
Omni  Shoreham,  Washington,  D.C. 

STATE 

June  1-3 

Society  for  Oral  Oncology — Sheraton, 
Hartford,  Conn. 

June  1-2 

American  Association  of  Clinical  Anato- 
mists— Vanderbilt  University,  Nashville 

June  3-6 

American  Diabetes  Association — Westin, 
Detroit 

June  14-16 

Upper  Cumberland  Medical  Society — Fall 
Creek  Falls  Resort  Inn,  Pikeville 

Tullahoma  Healthcare  Systems 


Mike  Rutherford,  D.D.S. 
615-455-5483 


P.O.  Box  396 
Tullahoma,  TN  37388 


Vickie  Wilson,  R.D.A. 
615-455-5483 


MediMac 


MediMac™  is  a complete  medical  office  management 
system  for  the  Apple  Macintosh  computer,  offering 
patient  record  keeping,  billing,  insurance  processing, 
treatment  planning,  patient  recall,  accounts  receivable 
management,  and  practice  analysis. 
MediMac™  lets  you  process  mountains 
of  information  quickly  and  effortlessly. 


• Prints  statements  in  a variety  of  formats 
Provides  multiple  reports  with  a single  command 

• Records  complete  information  on  all  patient  transactions 
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Developed  by  the  medical  community  as  a gift  to 
the  citizens  of  the  area,  the  Health  Hall  of  the  Cum- 
berland Science  Museum  in  Nashville  is  an  arena  of- 
fering children  and  adults  sound  information  about 
their  bodies.  From  Health  Hall’s  inception  in  1979,  ef- 
forts of  the  Nashville  Academy  of  Medicine  Auxiliary 
have  produced  an  outstanding  public  health  education 
facility.  Many  dedicated  and  industrious  auxiliary 
members  raised  over  $700,000,  developed  programs, 
created  exhibits,  and  recruited  and  trained  volunteer 
teachers. 

The  prime  teaching  area  of  Health  Hall  is  the 
Learning  Lab.  Here,  school  groups  have  an  opportu- 
nity to  attend  hour  long  classes  in  Nutrition  and  Phys- 
ical Fitness,  the  Five  Senses,  the  Heart  and  Circula- 
tion, the  Brain,  and  Alcohol  and  Drug  Awareness. 
These  classes  are  designed  for  hands-on  student  in- 
volvement facilitated  by  four  volunteer  teachers,  the 
majority  of  whom  are  medical  auxiliary  members. 

Adjacent  to  the  Learning  Lab  are  more  than  2,000 
square  feet  of  health  exhibits.  These  are  self-explana- 
tory, participatory,  visitor-involving  opportunities  for 
one  to  learn  about  the  kidney,  the  brain,  and  growth 
and  development.  These  exhibits  also  utilize  com- 
puters to  enhance  the  learning  experience  of  the  visi- 
tor. 

The  newest  area,  featuring  human  growth  and  de- 
velopment, opened  in  March  1987.  It  provides  basic 
knowledge  about  human  growth  from  conception 
through  adulthood,  as  well  as  an  opportunity  to  appre- 
ciate the  miracle  of  life  and  the  uniqueness  of  the  in- 
dividual. The  exhibit  is  a dynamic  visual  display  utiliz- 
ing computer  games,  auditory  tapes,  automated  lighting 
displays,  and  hands-on  activities.  The  area  serves  as 
both  a classroom  and  walk-through  exhibit. 

In  this  exhibit  there  are  five  concepts  to  be  ex- 
plored. “Genetic  Heritage”  stresses  the  way  in  which 


the  individual  is  unique  and  explains  the  process  of 
family  genetics.  The  “Physiology  of  Reproduction” 
provides  information  about  male  and  female  repro- 
ductive function.  “Prenatal  Growth”  depicts  fetal 
growth  and  development  through  childbirth,  with  spe- 
cial emphasis  on  the  effects  of  environmental  factors 
on  the  process.  “We  Grow  and  Become”  illustrates 
childhood  growth  stages,  both  physiological  and  psy- 
chological, from  infancy  through  puberty  and  sexual 
maturity.  The  exhibit  concludes  with  “Middle  and  Late 
Adulthood,”  illustrating  the  continuing  changes  and 
development  during  the  lifespan  of  the  individual. 

The  Health  Hall  at  the  Cumberland  Science  Mu- 
seum has  made  an  impact  on  the  Nashville  communi- 
ty, providing  the  public  with  an  interesting  and  in- 
formative display  not  otherwise  available  anywhere  else 
in  the  area.  The  reserved  school  programs  provide  a 
useful  adjunct  to  public  and  private  school  curricula. 
Attendance  has  steadily  increased  from  1,992  partici- 
pants in  the  school  year  of  1980-1981  to  5,718  students 
this  past  school  year,  yielding  a total  of  over  30,000 
school  students.  These  numbers  do  not  even  reflect 
the  attendance  at  day  camps,  science  camps,  automat- 
ed programs  and  other  special  events!  In  addition,  the 
Museum  health  educator  conducts  school  programs  and 
workshops  for  parents,  professionals,  and  community 
groups. 

The  Nashville  Academy  of  Medicine  Auxiliary  ea- 
gerly awaits  Health  Hall’s  expansion  as  the  Museum 
embarks  on  a current  building  program  which  will  pro- 
vide additional  space  for  exciting  new  health  benefits. 

EZZ? 

Mrs.  John  (Mary  Lawrence)  Breinig 
Mrs.  Thomas  (Betty)  Orcutt 
Health  Hall  Volunteers 
Nashville  Academy  of  Medicine  Auxiliary 
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The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 

Works 'Bit 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 

January  15,  1989 

The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  first  quarter  meeting  in  Nashville,  January  15,  1989. 


THE  BOARD: 


Executive  Committee 


Bylaw  Amendment 


Status  Report  Re:  Voluntary 
Assignment  Program 


Appointment  of  Standing  and 
Special  Committees 


TMA-SEF  Board  Appointments 


Tennessee  Medical 
Foundation  Appointments 


Impact  Board  of  Directors 
Appointments 


Nominating  Committee 
Appointments 


Annual  Meeting  Update 


Received  a report  that  the  Executive  Committee  submitted  the  following  names 
to  the  Governor  for  consideration  as  an  appointee  to  a position  on  the  Health 
Care  Facilities  Commission:  Drs.  Ronald  A.  Homra,  Jackson,  Fred  A.  Hurst, 
Knoxville,  and  H.  Victor  Braren,  Nashville.  The  Governor  has  appointed  Dr. 
Homra  to  fill  the  position. 

Voted  to  accept  a Bylaws  Committee  recommendation  to  propose  to  the  TMA 
House  of  Delegates  that  Chapter  VII,  Section  10  be  amended  to  include  the 
President  of  the  Auxiliary  and  the  Chairman  of  the  Auxiliary  Fegislation  Com- 
mittee as  ex-officio  members. 

Voted  to  endorse  a Medicare  Voluntary  Assignment  Program  and  to  present 
a resolution  to  the  TMA  House  of  Delegates  calling  for  TMA’s  support  of  the 
program. 

Rescinded  a previous  Board  policy  which  automatically  placed  the  President 
of  the  Tennessee  Chapter,  American  College  of  Surgeons  on  the  TMA  Emer- 
gency Medical  Services  Committee. 

Voted  to  renominate  Drs.  William  E.  Hickerson,  Memphis,  Nat  E.  Hyder, 
Jr.,  Johnson  City,  and  Ronald  L.  Pack,  Knoxville,  to  three-year  terms  on  the 
Board  of  Directors  of  the  TMA  Student  Education  Fund. 

Voted  to  appoint  Dr.  Robert  Edwards,  Nashville,  to  replace  Dr.  Luthur  A. 
Beazley,  Jr.,  Nashville;  Drs.  F.  Hammond  Cole,  Jr.,  Memphis,  John  R.  Nel- 
son, Jr.,  Knoxville,  and  Paul  R.  Stumb,  Nashville,  were  reappointed  to  three- 
year  terms  on  the  Tennessee  Medical  Foundation  Board  of  Directors. 

Reappointed  Drs.  Will  G.  Quarles,  Jr.,  Livingston,  and  Charles  W.  White, 
Lexington,  and  appointed  Dr.  David  Barnes,  Chattanooga,  to  six-year  terms 
on  the  IMPACT  Board  of  Directors. 

Appointed  Drs.  Duane  C.  Budd,  Johnson  City,  Robert  N.  Montgomery, 
Knoxville,  and  Pete  S.  Soteres,  Chattanooga,  to  the  1989  Nominating  Com- 
mittee to  represent  East  Tennessee. 

Appointed  Drs.  Bill  Harwell,  Nashville,  Gary  Samples,  Cookeville,  and  Wil- 
liam J.  Pedigo,  Jr.,  Clarksville,  to  the  1989  Nominating  Committee  to  repre- 
sent Middle  Tennessee. 

Appointed  Drs.  J.  Chris  Fleming,  Memphis,  Jim  Donnell,  Jackson,  and  War- 
ren Alexander,  Covington,  to  the  1989  Nominating  Committee  to  represent 
West  Tennessee. 

Reaffirmed  its  policy  that  no  registration  fees  be  charged  to  TMA  members 
attending  the  annual  meeting  and  if  specialty  societies  need  to  offset  any  in- 
curred expenses  that  they  do  so  via  dues  or  alternatives  other  than  registration 
fees. 
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Impaired  Physician  Peer 
Review  Committee 

State  Appointments 


AIDS  Presentation 


TMA-TBA  Medical-Legal 
Code  of  Cooperation 


Received  a report  that  SVMIC  has  agreed  to  double  its  funding  contribution 
for  the  Impaired  Physician  Program  in  1989. 

Agreed  to  submit  the  following  names:  Drs.  Dwight  Moore,  Memphis,  for 
reappointment,  and  added  Drs.  R.  Leslie  Hargrove,  Knoxville,  and  Howard 
L.  Salyer,  Nashville,  for  consideration  for  appointment  to  the  Panel  on  Health 
Care  Facility  Penalties  (Appeals  Board). 

By  consensus  of  opinion  the  Board  submitted  the  nomination  of  Dr.  William 
W.  Cloud,  Knoxville,  for  consideration  for  reappointment  to  the  Board  of 
Medical  Examiners. 

Voted  to  cosponsor  with  the  Tennessee  Department  of  Health  and  Environ- 
ment and  the  Vanderbilt  AIDS  Project  a series  of  seminars  designed  to  edu- 
cate physicians  in  the  management  of  HIV  infection  and  AIDS. 

Voted  to  contact  the  Tennessee  Bar  Association  in  an  effort  to  update  the 
TMA-TBA  Medical-Legal  Code  of  Cooperation. 


Implementation  of  Resolutions  Voted  to  submit  a resolution  to  the  TMA  House  of  Delegates  calling  for  the 

No.  13-88  and  No.  15-88  development  of  a public  relations  program  and  a $35  dues  increase  to  fund  it. 


, 
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A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist, 

the  Air  Force  may  have  a special  practice  for  you.  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Now  thafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 


TOLL  FREE 
1-800-423-USAF 
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The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician’s  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician's  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 

Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 


Special  Conferences/Seminars 


Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 

May  5-6  The  Co2  Laser  in  Gynecologic  Surgery 

May  11-13  Lasers  in  Otolaryngology — Head  and  Neck 
Surgery  Workshop 

May  24-28  Annual  Family  Medicine  Review 

May  26-27  Annual  Sonography  Symposium 

May  31-June  3 American  Society  of  Bariatric  Surgery 
May  31-June  4 American  Association  of  Clinical  Anato- 
mists 

June  8-10  Critical  Care  Medicine — Bermuda 

June  21-25  Contemporary  Medical  Imaging  VI — Pana- 
ma City,  Fla. 

July  17-21  Contemporary  Clinical  Neurology — Hilton 
Head,  S.C. 


Aug.  11-12 
Aug.  18-19 
Sept.  14-16 

Sept.  22-23 
Oct.  6-7 
Oct.  13-14 
Oct.  15-18 

Oct.  18-21 
Nov.  1-13 
Nov.  10-11 


5th  Annual  Breast  Imaging  Symposium 
Endoscopic  Sinus  Surgery  Workshop 
Lasers  in  Otolaryngology — Head  and  Neck 
Surgery  Workshop 

Department  of  Medicine  Alumni  Reunion 
The  Co2  Laser  in  Gynecologic  Surgery 
Pediatric  Advanced  Life  Support  Workshop 
Mathematical  Models  in  Experimental  Nu- 
trition— Gatlinburg 

Computers  in  Anesthesia  X — New  Orleans 
Diving  Medicine — South  Coral  Sea 
The  Co2  Laser  in  Gynecologic  Surgery 


Nov.  16-18  Lasers  in  Otolaryngology — Head  and  Neck 
Surgery  Workshop 

Dec.  1-2  Annual  High  Risk  Obstetric  Seminar  and 

Everett  M.  Clayton — John  Zelenik  Memo- 
rial Lecture 

Dec.  2-3  Annual  Update  in  Anesthesiology/Benjamin 

Howard  Robbins  Memorial  Lecture 

For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine,  CCC- 
5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  coritact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel. (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 
Continuing  Education  Schedule 

Memphis 


May  4-5 

Update  ’89 

May  26-27 

Injury:  Management  of  the  Modern 

Epidemic 

July  30-Aug.  6 

Contemporary  Issues  in  Obstetrics  and 
Gynecology — Destin,  Fla. 

Aug.  24-25 

Indigent  Health  Care  Delivery:  Current 
Challenges 

Sept.  8-9 

Regional  Pain  Seminar 

Sept.  28-29 

21st  Memphis  Conference  on  the  Mother, 
Fetus,  and  Newborn 

Oct.  13-14 

Alumni  Weekend 

Oct.  20 

Pediatric  Pharmacokenetics 

Knoxville 

May  4-6 

12th  Annual  Family  Practice  Update  and 
Review — Gatlinburg 

May  25-27 

4th  Annual  Smoky  Mountain  Infectious 
Disease  Conference — Gatlinburg 

June  14-16 

95th  Upper  Cumberland  Medical  Society 
Meeting — Fall  Creek  Falls  State  Park,  Pike- 
ville 
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Isolated  Eosinophilia  Associated 
With  a Squamous  Cell  Lung  Cancer 

ROBERT  J.  BERKOMPAS,  M.D. 


Introduction 

Leukemoid  reactions  with  peripheral  eosino- 
philia associated  with  bronchogenic  neoplasms 
have  been  previously  described.1 2 In  this  paper, 
I shall  present  a case  of  isolated  eosinophilia  as- 
sociated with  squamous  cell  lung  cancer. 

Case  Report 

A 75-year-old  black  woman  was  admitted  to  the  hospital 
for  evaluation  of  an  abnormal  chest  roentgenogram. 

She  had  been  followed  in  the  university  medicine  clinic 
since  1979  for  vascular  disease,  cigarette  abuse,  and  angina. 
In  October  of  1984,  she  was  evaluated  in  the  emergency  room 
for  a syncopal  episode.  Physical  examination  was  unreveal- 
ing, but  a CBC  revealed  a hematocrit  of  39.2%  and  a total 
WBC  count  of  5,500/cu  mm  with  51%  neutrophils,  36%  lym- 
phocytes, 6%  monocytes,  and  7%  eosinophils.  A chest  roent- 
genogram demonstrated  a 2.5-cm  nodule  in  the  left  upper 
lobe  which  was  new  since  the  previous  film  from  1979,  but 
no  report  of  the  abnormality  was  communicated  to  the  pa- 
tient’s clinic  physician.  Subsequent  blood  counts  demonstrat- 
ed a persistent  eosinophilia  (defined  as  >500  eosinophils/cu 
mm  blood)  with  normal  leukocyte  and  platelet  counts  (Table 
1);  no  record  of  previous  differential  counts  exists.  The  eosi- 
nophilia persisted  despite  discontinuation  of  all  medications. 
Stool  examination  was  negative  for  pathogens,  and  sputum 
was  negative  for  AFB.  She  was  followed  expectantly.  A re- 
peat chest  roentgenogram,  obtained  in  August  of  1987  for 
evaluation  of  weight  loss,  revealed  progressive  enlargement 
of  the  left  upper  lobe  nodule,  which  now  measured  5 cm  in 
diameter.  Sputum  cytology  was  positive  for  squamous  cell 


From  the  Department  of  Internal  Medicine,  Vanderbilt  University 
Medical  Center.  Nashville. 

Reprint  requests  to  2442A  Bellevue  Manor  Dr.,  Nashville,  TN 
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carcinoma,  and  CT  scan  showed  extension  into  the  left  hi- 
lum.  The  patient  has  remained  asymptomatic  and  has  de- 
clined treatment.  She  continues  to  be  active  16  months  after 
diagnosis. 

Discussion 

Abnormal  leukocyte  responses  in  association 
with  malignancy  have  been  described  for  many 
years,1  but  bronchogenic  carcinoma  is  relatively 
uncommonly  associated  with  leukemoid  reac- 
tions. Ascensao  and  colleagues2  describe  leuke- 
moid reactions  with  and  without  eosinophilia  in 
all  forms  of  large  cell  lung  cancer.  Knox  et  al3 
reviewed  five  cases  of  eosinophilia  associated  with 
thoracic  malignancy  and  described  leukocytosis 
(>26,000  WBC/cu  mm)  at  presentation  in  all 
cases  with  absolute  eosinophil  counts  greater  than 
8,500/cu  mm;  they  also  noted  that  the  malignant 
disease  was  usually  advanced  and  rapidly  pro- 
gressive. Several  investigators  have  noted  that  the 
hematologic  abnormalities  resolve  with  excision 
or  treatment  of  the  tumor  and  recur  when  metas- 
tases  develop.4  Wasserman  et  al5  isolated  a tu- 
mor-associated eosinophilotactic  factor  from  a 
large  cell  anaplastic  carcinoma  of  the  lung  that 
was  identical  to  a previously  described  eosinophil 
chemotactic  factor  of  anaphylaxis.  The  patient 
involved  had  both  peripheral  eosinophilia  and  in- 
filtration of  tumor  with  eosinophils,  but  without 
mast  cells.  Slungaard  et  al6  demonstrated  that  ex- 
tract from  a large  cell  anaplastic  lung  carcinoma 
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TABLE  1 


COMPARATIVE  LABORATORY  DATA 


5/13/86 

5/29/86 

6/24/86 

9/23/86 

8/11/87 

12/6/88 

White  blood  cells  (cu  mm) 

7,100 

6,600 

8,000 

Not  done 

6,000 

8,900 

Neutrophils  (%) 

56 

48 

45 

Not  done 

55 

80 

Eosinophils  (%) 

17 

24 

17 

Not  done 

11 

6 

Absolute  eosinophils  (cu  mm) 

1,207* 

1,584* 

1,360* 

1 ,1 20f 

592t 

534* 

‘calculated  value 
tmanual  count 


had  eosinophilopoietic  activity  in  in-vitro  hema- 
topoietic assays  using  human  bone  marrow  cells. 
A second  factor  preferentially  stimulated  neutro- 
phil/macrophage colonies. 

In  this  paper,  I have  presented  a case  of  iso- 
lated eosinophilia  apparently  associated  with  a 
slow-growing  squamous  cell  lung  cancer  without 
documented  leukocytosis  and  no  other  demon- 
strable etiology  of  the  eosinophilia.  One  is  left  to 
speculate  that  the  lack  of  leukocytosis  and  rela- 
tively mild  eosinophilia  may  have  been  due  to 
the  less  aggressive  nature  of  this  particular  tu- 


mor, and  might  represent  relatively  low  levels  of 
circulating  eosinophilopoietic  or  eosinophilotac- 
tic  factors.  r ^ 
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HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Staphylococcal  Pyomyositis 
With  Idiopathic  Dermatomyositis 


MICHAEL  S.  GELFAND,  M.D.;  RODNEY  HOLLADAY,  M.D.; 
TULIO  BERTORINI,  M.D.;  and  R.  FRANKLIN  ADAMS,  M.D. 


Case  Report 

A 16-year-old  previously  healthy  boy  was  hospitalized  in 
July  of  1984  for  generalized  myalgias  and  progressive  weak- 
ness for  one  month;  there  was  no  history  of  fever,  chills  or 
weight  loss.  Physical  examination  revealed  marked  proximal 
muscle  weakness,  bilateral  malar  rash,  and  a tender,  ery- 
thematous rash  over  the  proximal  and  distal  interphalangeal 
joints  of  both  hands.  Laboratory  evaluation  revealed  CPK  of 
14,000  IU/dl.  SGOT  1,380  IU/dl  and  LDH  1,580  IU/dl.  ANA 
was  positive  at  a titer  of  1:320  with  a speckled  pattern.  A test 
for  rheumatoid  factor  was  negative.  The  erythrocyte  sedi- 
mentation rate  (ESR)  was  34  mm/hr,  and  the  WBC  count 
was  13,000/cu  mm  with  a normal  differential.  A presumptive 
diagnosis  of  dermatomyositis  was  made,  for  which  he  was 
given  prednisone  60  mg/day  orally.  There  was  a rapid  im- 
provement in  muscle  strength,  the  rash  resolved,  and  the  ser- 
um CPK  decreased  to  300  IU/dl.  The  prednisone  was  tapered 
to  20  mg/day. 

In  August  of  1984,  the  patient  again  developed  proximal 
muscle  soreness  and  weakness,  and  in  addition  complained 
of  dysphagia  for  solid  foods  and  a nasal  quality  to  his  voice. 
He  was  admitted  to  Methodist  Hospital  for  further  evalua- 
tion. Examination  revealed  a slender  afebrile  youth  in  no  dis- 
tress, with  a maculopapular  rash  on  his  forehead  and  marked 
periorbital  edema  with  a ‘‘heliotrope”  rash  over  his  upper 
eyelids.  Cardiac,  pulmonary,  and  abdominal  examinations 
were  unremarkable,  but  neurologic  examination  revealed 
marked  proximal  muscle  weakness  of  the  arms  and  legs.  There 
were  no  fasciculations,  and  deep  tendon  reflexes  were  1 + 
bilaterally.  Cranial  nerves  were  intact.  Admission  laboratory 
studies  were  serum  sodium  138  mEq/L,  potassium  4.3  mEq/ 
L,  chloride  105  mEq/L,  glucose  143  mg/dl,  BUN  19  mg/dl, 
creatinine  0.6  mg/dl,  LDH  747  IU/dl,  SGOT  255  IU/dl,  and 
CPK  3,710  IU/dl.  WBC  count  was  18,900/cu  mm  with  1% 
bands,  85%  segmented  neutrophils,  7%  lymphocytes,  and  7% 
monocytes.  Hematocrit  was  35.6%,  platelets  were  379.000/cu 
mm,  and  ESR  was  22  mm/hr.  ANA  and  rheumatoid  factor 
tests  were  negative.  Urinalysis  was  unremarkable,  and  chest 
x-ray  was  negative.  Electromyography  and  nerve  conduction 
velocity  studies  were  compatible  with  inflammatory  myopa- 
thy, and  muscle  and  skin  biopsy  of  the  left  deltoid  was  con- 
sistent with  dermatomyositis,  showing  lymphocytic  perivas- 
cular infiltrates  and  muscle  fiber  necrosis.  Prednisone  was 
reinstituted  at  60  mg/day  orally,  following  which  muscle 
weakness  improved  over  the  next  few  days.  At  discharge, 
serum  CPK  was  1,015  IU/dl. 

In  February  of  1985,  while  receiving  40  mg  of  prednisone 
daily,  the  patient  developed  pain  and  stiffness  in  the  left 
shoulder.  Shoulder  x-rays  and  a bone  scan  were  unremarka- 
ble, and  he  had  no  fever,  chills,  or  discomfort  of  other  joints. 

From  the  Departments  of  Neurology  and  Medicine,  Methodist 
Central  Hospital.  Memphis. 
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When  the  symptoms  persisted,  he  was  admitted  to  Methodist 
Hospital.  He  denied  travel,  trauma,  IM  injections,  skin  abra- 
sions or  infections,  and  muscle  strain.  Physical  examination 
revealed  normal  vital  signs.  There  was  no  periorbital  edema 
or  rash,  and  muscle  strength  was  markedly  improved.  Car- 
diac, pulmonary,  and  abdominal  examinations  were  unre- 
markable. There  was  marked  tenderness  to  palpation  of  the 
left  pectoralis  major  muscle,  and  the  discomfort  was  repro- 
duced by  movements  of  the  left  shoulder  joint.  There  was  no 
erythema  over  the  tender  area,  and  no  mass  or  fluctuance 
was  felt. 

Laboratory  studies  on  admission  were  serum  sodium  141 
mEq/L,  potassium  5.0  mEq/L.  chloride  103  mEq/L,  glucose 
116  mg/dl,  BUN  17  mg/dl.  creatinine  0.5  mg/dl,  albumin  3.8 
gm/dl,  LDH  373  IU/dl.  SGOT  161  IU/dl.  and  CPK  33  IU/dl. 
WBC  count  was  13,200/cu  mm  with  5%  bands,  73%  seg- 
mented neutrophils,  and  18%  lymphocytes.  Hematocrit  was 
40.7%,  and  urinalysis  was  unremarkable;  ESR  was  87  mm/ 
hr.  Blood  cultures  were  negative.  Chest  and  left  shoulder 
x-rays  were  negative,  but  a gallium  scan  showed  a focus  of 
increased  uptake  in  the  left  upper  anterior  pectoral  region.  A 
chest  CT  scan  showed  a 7-cm  soft  tissue  mass  without  gas  or 
loculated  areas  underlying  the  left  pectoralis  major  muscle. 

The  patient  was  taken  to  the  operating  room,  where  200 
ml  of  purulent  material  was  drained  surgically  from  the  space 
between  the  left  pectoralis  major  and  minor  muscles.  Gram 
stain  of  the  pus  showed  many  white  blood  cells  but  no  micro- 
organisms. Culture  of  the  pus  grew  3+  Staphylococcus  au- 
reus, beta  lactamase-positive;  anaerobic  cultures  were  nega- 
tive, as  were  mycobacterial  and  fungal  smears  and  cultures. 
Postoperatively,  the  patient  was  given  nafcillin,  1.5  gm  IV 
every  four  hours  for  seven  days,  followed  by  oral  dicloxacil- 
lin,  500  mg  every  six  hours  to  complete  three  weeks  of  ther- 
apy. At  follow-up  one  year  later,  the  patient  was  doing  well 
on  prednisone,  20  mg/day. 

Discussion 

Pyomyositis,  a disease  extensively  reported  in 
tropical  countries,  is  now  well-recognized  in  tem- 
perate climates  as  well.110  The  vast  majority  of 
patients  with  pyomyositis  have  no  underlying  dis- 
ease, but  in  recent  years  several  cases  with  un- 
derlying immunocompromising  conditions  have 
been  reported  in  the  medical  literature.  Acute 
myelomonocytic  leukemia,  acute  lymphocytic 
leukemia,  preleukemia,  aplastic  anemia,  Felty’s 
syndrome,  and  progressive  systemic  sclerosis,  as 
well  as  the  use  of  chlorambucil  and  high-dose 
corticosteroids,  have  been  reported  in  patients 
with  pyomyositis.1116  Diabetes  mellitus  also  has 
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been  a relatively  frequent  underlying  condition 
in  patients  with  pyomyositis  in  nontropical  coun- 
tries.3-617’11'  The  use  of  the  pharmacologic  dose  of 
prednisone  in  our  patient  was  a possible  predis- 
posing factor. 

Skeletal  muscle  normally  is  quite  resistant  to 
bacterial  infection,  though  mechanical  and  elec- 
trical injury,  parasitic  invasion,  malnutrition  with 
vitamin  deficiency,  and  viral  infection  have  all 
been  postulated  as  predisposing  to  bacterial  in- 
vasion and  the  development  of  pyomyositis.2-8 
Our  patient  had  a primary  inflammatory  dis- 
ease of  the  skeletal  muscle  (dermatomyositis), 
which  we  believe  made  his  muscle  less  resistant 
to  bacterial  invasion  and  led  to  the  development 
of  pyomyositis.  Bacterial  entry  was  presumably 
by  the  hematogenous  route,  even  though  blood 
cultures  were  negative  and  no  source  of  infection 
was  evident,  as  in  the  majority  of  reported  cases. 

Involvement  of  the  pectoral  muscle  by  pyo- 
myositis is  also  unusual,  and  pain  in  this  location 
may  result  in  diagnostic  confusion  with  disease  of 
the  shoulder  joint  (as  in  our  patient),  angina  pec- 
toris, pericarditis,  or  herpes  zoster. 81719 

Another  relatively  unusual  feature  in  our  pa- 
tient is  the  mtcrmuscular  localization  of  the  in- 
fectious process.  Most  of  the  reported  cases  of 
pyomyositis  are  intramuscular , although  inter- 
muscular localization  also  has  been  reported.1-6 
Serum  CPK  is  usually  normal  in  patients  with 
pyomyositis,  as  it  was  in  our  patient  during  the 
last  admission.  The  introduction  of  such  modern 
diagnostic  modalities  as  gallium  scan,  ultra- 
sound, CT  scan,  and  magnetic  resonance  imag- 
ing (MRI)  has  improved  the  ability  to  diagnose 
and  manage  the  patient  with  pyomyosi- 

|-js  13.15,16,20,21 

Gallium  scan  and  CT  were  very  helpful  in  our 
case  in  establishing  the  diagnosis  and  planning  the 
surgical  approach.  Ultrasound,  CT  and  MRI- 
guided  needle  aspirations  of  infected  muscle  have 
been  employed  successfully  to  diagnose  pyo- 
myositis in  a number  of  reported  cases. 13-15-16-19 
Staphylococcus  aureus  continues  to  be  the  pre- 
dominant etiologic  agent  of  pyomyositis  in  both 
tropical  and  nontropical  areas.  Other  microorgan- 
isms reported  in  the  literature  include  streptococci 
(groups  A,  B and  G,  and  viridans),  Escherichia  coli, 
Klebsiella , gonococcus.  Yersinia  enterocolitica  and 
Aeromonas  hydrophila.41618  1922'24  In  the  absence  of 
presumptive  information  from  gram  stains  of  pu- 
rulent material,  broad-spectrum  agents  with  activi- 
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ty  against  both  staphylococcus  and  enteric  gram- 
negative rods  should  be  employed  pending  culture 
results. 

Surgical  drainage  of  infected  muscle  remains 
the  primary  and  critical  mode  of  treatment  of 
pyomyositis.  The  duration  of  antibiotic  therapy 
after  surgical  drainage  is  not  well-defined  in  the 
literature.  Because  pyomyositis  frequently  is  a 
multifocal  disease,  and  some  of  the  foci  may  be 
occult,  a minimum  of  two  weeks  of  antibiotic 
therapy  appear  to  be  indicated. 

Summary 

We  have  described  a patient  with  staphylococ- 
cal pyomyositis  of  the  left  pectoralis  major  mus- 
cle, complicating  idiopathic  dermatomyositis. 
Dermatomyositis  and  corticosteroids  are  possible 
predisposing  factors.  Patients  with  idiopathic 
muscle  inflammation  should  be  considered  at  risk 
for  bacterial  superinfection.  r A 
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Introduction 

Each  year  over  2 million  people  in  the  United 
States  are  estimated  to  be  victims  of  poisoning, 
approximately  12,000  of  whom  die.  Since  1983 
the  American  Association  of  Poison  Control 
Centers  (AAPCC)  has  collected  epidemiologic 
information  on  poison  exposures  reported  to  poi- 
son centers  participating  in  a nationwide  data 
collection  system.  This  program  documented 
1,098,894  and  1,166,940  poisonings  during  1986 
and  1987,  respectively.1-2  The  Southern  Poison 
Center  of  Memphis  has  participated  in  the 
AAPCC  Data  Collection  System  since  1984,  and 
was  the  only  participating  poison  control  center 
in  Tennessee  during  1984  to  1987.  This  article 
documents  the  experiences  of  the  Southern  Poi- 
son Center  during  1986  and  1987. 

Methods 

The  Southern  Poison  Center  provides  infor- 
mation on  and  assistance  with  the  treatment  of 
potential  poisonings  to  the  general  public  and 
health  care  professionals  in  the  midsouth  area. 
Specially  trained  pharmacists  respond  to  inquir- 
ies 24  hours  a day,  every  day  of  the  year.  For 
each  case,  information  such  as  demographic  data, 
substance  and  amount  ingested,  symptoms, 
treatment,  and  outcome  are  documented  accord- 
ing to  the  guidelines  of  the  AAPCC.1-2 

Each  record  is  reviewed  by  a senior  staff 
member  to  assure  its  completion  and  consistency 
with  data  collection  procedures.  One  measure  of 
quality  control  is  assessed  by  the  comparison  of 
local  data  to  maximum  acceptable  error  rates  set 
by  the  AAPCC.  In  1986  and  1987  the  Southern 
Poison  Center  achieved  a quality  control  factor 
of  0.987  and  0.998,  respectively,  of  a possible 
1.00. 


From  the  Southern  Poison  Center  and  the  Department  of  Clinical 
Pharmacy,  University  of  Tennessee,  Memphis. 

Reprint  requests  to  Southern  Poison  Center,  848  Adams  Ave., 
Memphis,  TN  38103  (Dr.  Chyka). 


For  this  report,  data  from  Jan.  1,  1986,  through 
Dec.  31,  1987,  were  selected;  they  are  represent- 
ative of  the  items  in  the  report  of  the  nationwide 
data  collection  program  of  the  AAPCC.1-2  The 
severity  of  toxicity  of  the  product  categories  was 


Age  of  Patients  (yr) 


Figure  1.  Age  distribution  of  21,674  patients  with  a poison  exposure. 


Time  of  Day  by  Two-hour  Blocks 

e- — Nonintentional  • — Intentional 

Figure  2.  Time  distribution  of  unintentional  and  intentional  poisonings. 
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TABLE  1 


SUBSTANCE  CATEGORIES  INVOLVED  IN  POISON  EXPOSURES  BY  AGE  GROUPS  AND  YEAR  OF  OCCURRENCE 


Aqe  of  Patient  (years) 

Year 

Category 

Category 

< 6 

6 to  17 

> 17 

Unknown 

1986 

1987 

Total 

Analgesics 

1,170 

283 

559 

8 

1,018 

1,002 

2,020 

Anesthetics 

42 

8 

10 

0 

32 

28 

60 

Anticholinergics 

50 

8 

31 

1 

47 

43 

90 

Anticoagulants 

1 

0 

1 

0 

0 

2 

2 

Anticonvulsants 

40 

20 

37 

0 

57 

40 

97 

Antidepressants 

57 

33 

206 

3 

165 

134 

299 

Antihistamines 

203 

47 

109 

5 

176 

188 

364 

Antimicrobials 

456 

67 

114 

1 

274 

364 

638 

Antineoplastics 

3 

1 

4 

0 

4 

4 

8 

Asthma  therapies 

57 

19 

24 

0 

44 

56 

100 

Cardiovascular  drugs 

250 

23 

88 

5 

169 

197 

366 

Cold  and  cough  drugs 

1,059 

129 

125 

1 

616 

698 

1,314 

Diagnostic  agents 

1 

1 

3 

0 

2 

3 

5 

Diuretics 

60 

12 

27 

0 

45 

54 

99 

Electrolytes,  minerals 

114 

18 

31 

0 

77 

86 

163 

Eye,  ear,  nose,  throat  drugs 

142 

5 

16 

1 

78 

86 

164 

Gastrointestinal  drugs 

375 

30 

47 

1 

221 

232 

453 

Hormones  and  antagonists 

295 

24 

30 

1 

183 

167 

350 

Miscellaneous  drugs 

80 

4 

34 

2 

53 

67 

120 

Muscle  relaxants 

15 

11 

46 

2 

29 

45 

74 

Sedatives  and  major  tranquilizers 

248 

82 

482 

12 

468 

356 

824 

Sera,  toxoids,  vaccines 

2 

1 

5 

0 

2 

6 

8 

Stimulants 

86 

51 

115 

5 

136 

121 

257 

Topical  drugs 

801 

38 

92 

3 

419 

515 

934 

Unknown  drug  category 

41 

13 

40 

2 

44 

52 

96 

Veterinary  drugs 

11 

1 

5 

0 

8 

9 

17 

Vitamins 

564 

58 

31 

4 

327 

330 

657 

SUBTOTAL:  Drugs 

5,013 

903 

2,194 

50 

4,051 

4,109 

8,160 

Adhesives 

182 

25 

53 

1 

108 

153 

261 

Alcohols 

330 

38 

242 

6 

326 

290 

616 

Art  and  crafts,  office  products 

273 

39 

20 

3 

167 

168 

335 

Auto,  boat,  plane  items 

51 

7 

45 

1 

46 

58 

104 

Batteries 

53 

17 

25 

0 

58 

37 

95 

Bites  and  envenomations 

150 

158 

376 

4 

331 

357 

688 

Chemicals 

191 

55 

238 

3 

253 

234 

487 

Cleaners — household 

1,628 

107 

609 

13 

1,116 

1,241 

2,357 

Cleaners — industrial 

9 

1 

11 

0 

9 

12 

21 

Construction  products 

45 

1 

11 

0 

29 

28 

57 

Cosmetics  and  personal  care 

1,546 

70 

127 

4 

853 

894 

1,747 

Deodorizers 

170 

5 

11 

0 

101 

85 

186 

Dyes 

47 

2 

6 

1 

26 

30 

56 

Essentials  oils 

26 

8 

3 

0 

16 

21 

37 

Fertilizers 

91 

6 

14 

0 

59 

52 

111 

Fire  extinguishers 

2 

2 

8 

0 

6 

6 

12 

Food  and  food  poisoning 

176 

81 

359 

6 

291 

331 

622 

Foreign  bodies 

584 

64 

38 

5 

318 

373 

691 

Fumes,  gases,  vapors 

39 

48 

167 

0 

121 

133 

254 

Fungicides 

9 

4 

21 

0 

9 

25 

34 

Heavy  metals 

53 

11 

29 

1 

47 

47 

94 

Herbicides 

14 

4 

54 

2 

35 

39 

74 

Hydrocarbons 

506 

89 

256 

3 

404 

450 

854 

Insecticides 

402 

63 

310 

8 

402 

381 

783 

Lacrimators 

23 

16 

13 

1 

24 

29 

53 

Matches,  explosives 

37 

1 

0 

1 

22 

17 

39 

Moth  repellents 

141 

4 

1 

0 

57 

89 

146 

Mushrooms 

67 

1 

4 

0 

38 

34 

72 

Paints,  varnishes 

141 

11 

46 

5 

93 

110 

203 

Photographic  products 

15 

1 

1 

0 

10 

7 

17 

Plants 

1,088 

59 

55 

5 

583 

624 

1,207 

Polishes  and  waxes 

44 

3 

4 

0 

19 

32 

51 

Pool  and  aquarium  products 

30 

5 

10 

0 

19 

26 

45 

Radioisotopes 

0 

0 

1 

0 

0 

1 

1 

Rodenticides 

380 

8 

19 

1 

206 

202 

408 

Sporting  equipment 

11 

2 

2 

0 

13 

2 

15 

Tobacco  products 

112 

2 

0 

1 

54 

61 

115 

Unknown  or  other  non-drugs 

84 

22 

48 

1 

88 

67 

155 

Unknown  category 

15 

2 

6 

0 

13 

10 

23 

TOTAL 

14,700 

2,008 

5,539 

131 

1 1 ,064 

11,641 

22,705 

TABLE  2 


MOST  COMMON  POISON  EXPOSURES  BY  AGE  GROUPS 


Rank 

< Age  6 Years 

Age  6 to  17  Years 

> Age  17  Years 

1 

Drugs 

Drugs 

Drugs 

Analgesics 

Analgesics 

Analgesics 

Cold  and  cough 

Cold  and  cough 

Sedatives 

Topical  drugs 

Sedatives 

Antidepressants 

Vitamins 

Antimicrobials 

Cold  and  cough 

Antimicrobials 

Vitamins 

Stimulants 

2 

Cleaners — household 

Bites  and  envenomations 

Cleaners — household 

3 

Cosmetics  and  personal  care 

Cleaners — household 

Bites  and  envenomations 

4 

Plants 

Hydrocarbons 

Food  and  food  poisoning 

5 

Foreign  bodies 

Food  and  food  poisoning 

Insecticides 

6 

Hydrocarbons 

Cosmetics  and  personal  care 

Hydrocarbons 

7 

Insecticides 

Foreign  bodies 

Alcohols 

8 

Rodenticides 

Insecticides 

Chemicals 

9 

Alcohols 

Plants 

Fumes,  gases,  and  vapors 

10 

Arts/craft,  office  products 

Chemicals 

Cosmetics  and  personal  care 

ranked  by  the  following  convention:  For  each 
category,  cases  that  resulted  in  moderately  toxic 
effects,  seriously  toxic  effects,  or  death  were  ex- 
pressed as  a percentage  of  the  total  for  the  cate- 
gory and  the  percentages  ranked  accordingly.  The 
total  for  each  category  needed  to  exceed  20  to 
maintain  reliability  and  to  be  considered  for  this 
ranking  of  severity  of  toxicity. 

Results 

During  1986  and  1987,  the  Southern  Poison 
Center  managed  21,674  human  poisoning  cases, 
626  exposures  involving  dogs,  cats  or  other  ani- 
mals, and  4,039  informational  calls,  for  a grand 
total  of  26,339  cases.  Of  the  human  poisonings, 
there  was  a similar  distribution  between  the  gen- 
ders. The  majority  of  the  cases  involved  children 
under  the  age  of  6 years  (68%);  23%  of  the  hu- 
man poison  exposures  involved  individuals  over 
17  years  of  age  (Fig.  1). 

The  distribution  of  the  circumstances  of  the 
human  poison  exposures  was  91.0%  accidental  or 
unintentional,  8.2%  intentional,  and  0.8%  ad- 
verse reaction  to  a drug  or  food.  Unintentional 
and  intentional  poisonings  in  humans  occurred 
throughout  the  day  (Fig.  2)  with  peak  activity 
from  4:00  pm  to  6:00  pm. 

Drugs  (42.2%)  and  household  cleaners 
(10.4%)  accounted  for  the  majority  of  the  expo- 
sures; a complete  listing  of  categories  is  given  in 
Table  1.  More  complete  details  of  the  substances 
represented  by  the  product  categories  may  be 
found  in  the  report  of  national  data.1-2  When  the 
categories  of  products  are  ranked  by  age  groups 


(Table  2),  drugs  remain  the  most  common  cate- 
gory of  products  involved  in  a poison  exposure. 
The  top  five  drug  categories  that  produced  mod- 
erate toxic  effects,  serious  toxic  effects,  or  death 
in  all  age  groups  were  (1)  antidepressants,  (2) 
anticonvulsants,  (3)  antiasthmatics,  (4)  sedatives 
and  major  tranquilizers,  and  (5)  anticholinergic 
drugs.  The  most  serious  non-drug  poisonings  were 
(1)  industrial  cleaning  agents,  e.g.  acid-based  or 
alkali-based  cleaners,  cationic  detergents,  (2) 
fumes,  gases,  and  vapors,  e.g.  carbon  monoxide, 
propane,  natural  gas,  (3)  auto,  boat,  and  air- 
plane products,  e.g.  engine  coolant,  windshield 
antifreeze,  hydraulic  fluid,  (4)  chemicals,  e.g. 
acids,  alkalis,  solvents,  and  (5)  bites  and  enven- 
omations. 

The  majority  of  poison  exposures  occurred  in 
residences  (93.7%)  (Table  3).  Furthermore,  the 
majority  of  patients  were  managed  at  non-health 
care  facilities,  thereby  minimizing  needless  visits 


TABLE  3 

SITE  OF  POISON  EXPOSURE 


Exposure  Site 

Number 

Percent 

Residence 

20,309 

93.7 

Workplace 

443 

2.1 

School 

139 

0.6 

Health  care  facility 

85 

0.4 

Other  site 

400 

1.8 

Unknown 

298 

1.4 

TOTAL 

21,674 
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TABLE  4 

SITE  OF  TREATMENT  FOR  POISON  EXPOSURES 


Treatment  Site 

Number 

Percent 

Non-health  care  facility 
Health  care  facility 

16,396 

75.7 

Already  in  facility 

3,033 

14.0 

Referred  to  facility 

2,096 

9.6 

Other  site 

77 

0.4 

Unknown 

72 

0.3 

TOTAL 

21,674 

to  emergency  departments  (Table  4).  Of  the 
21,674  patients  exposed  to  a poison,  474  (2.2%) 
required  no  therapy,  3,244  (14.9%)  were  only 
observed,  17,091  (78.9%)  received  topical  or 
gastrointestinal  decontamination  and/or  other 
drug  therapy,  445  (2.1%)  refused  assistance,  and 
420  (1.9%)  had  missing  data.  The  outcome  of 
poison  exposures  in  humans  is  summarized  in 
Table  5. 

During  this  two-year  period,  the  Southern 
Poison  Center  was  consulted  about  18  people  who 
were  managed  at  a health  care  facility  and  who 
subsequently  died  from  their  poison  exposure 
(Table  6).  The  majority  of  the  deaths  involved 
adults  whose  apparent  intent  was  suicide,  but  they 
do  not  represent  all  fatalities  from  poisoning  or 
overdose  that  occurred  in  Shelby  County. 

Of  the  4,039  drug  and  poison  information  calls, 
information  on  the  drug  product  indicated  by  the 
tablet  or  capsule  imprint  codes  was  the  most  fre- 
quent type  of  request;  others  are  listed  in  Table  7. 

The  users  of  the  Southern  Poison  Center  com- 
prised 19,750  (75%)  individuals  of  the  general 
public,  5,013  (19%)  health  care  professionals, 
1,458  (6%)  people  of  other  categories,  and  118 
(<  1%)  who  were  uncategorized.  The  primary 


TABLE  5 

OUTCOME  OF  POISON  EXPOSURES 


Outcome 

Number 

Percent 

No  effect 

12,871 

59.4 

Minor  effect 

6,175 

28.5 

Moderate  effect 

266 

1.2 

Major  effect 

11 

<0.1 

Death 

18 

<0.1 

Unknown,  non-toxic  exposure 

1,001 

4.6 

Unknown,  potentially  toxic 

849 

3.9 

Unrelated  effect 

450 

2.1 

Unknown 

33 

0.2 

TOTAL 

21,674 
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area  served  by  the  Southern  Poison  Center  is 
Shelby  County,  Tennessee  (18,531,  70%)  fol- 
lowed by  other  counties  in  Tennessee  (3,355, 
13%),  residents  of  Mississippi  (1,282,  5%),  indi- 
viduals from  Arkansas  (964,  4%),  people  from 
other  states  (96,  < 1%)  and  2,111  (8%)  of  un- 
known origin. 

Discussion 

Although  Tennessee  was  the  third  state  in  the 
nation  to  enact  a statute  enabling  a statewide 
poison  control  program  and  data  collection  sys- 
tem,3 no  such  statewide  program  exists.  There  are 
several  poison  control  centers  in  the  state,  but 
none  have  participated  in  the  AAPCC  data  col- 
lection program  up  to  1987.  We  believe  this  pa- 
per to  be  the  first  comprehensive  report  of  poi- 
soning in  the  state. 

This  article  includes  only  data  from  the  poi- 
sonings reported  to  the  Southern  Poison  Center, 
and  does  not  necessarily  represent  all  of  Tennes- 


TABLE  6 

HUMAN  DEATHS  FROM  POISONING 


Age  (years) 

Circumstance 

Substance(s)* 

0.08 

Unintentional 

Acetaminophen,  doxylamine, 
pseudoephedrine, 
dextromethorphan,  and 
ethanol  (Nyt  cap) 

0.5 

Unintentional 

Carbon  monoxide 

0.83 

Unintentional 

Pine  oil  cleaner  (Pinesol) 

15 

Abuse 

Fluorinated  hydrocarbons  (Freon) 

18 

Abuse 

Trichlorethylene  and 
trichloroethane  (Liquid  Paper 
Solvent) 

19 

Abuse 

Cocaine 

19 

Suicide 

Unknown  drugs 

25 

Suicide 

Carisoprodol  with  asprin  (Soma 
Compound) 

25 

Suicide 

Desipramine  (Norpramine) 
Lorazepam 

26 

Suicide 

Desipramine  (Norpramine) 

36 

Suicide 

Amoxapine  (Asendin) 

39 

Suicide 

Phenobarbital 

43 

Suicide 

Thiothixene  (Navane) 
Theophylline  (Theo-dur) 

59 

Suicide 

Acetaminophen  with 
propoxyphene  (Darvocet  N-100) 

65 

Misuse 

Acetaminophen,  doxylamine, 
pseudoephedrine, 
dextromethorphan,  and 
ethanol  (Nyquil) 

70 

Unknown 

Arsenic 

adult 

Suicide 

Ethchlorvynol  (Placidyl) 
Acetaminophen  with 
Codeine  (Tylenol  #3) 
Diazepam  (Valium) 

adult 

Unintentional 

Carbon  monoxide 

’Proprietary  names  in  parentheses. 
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TABLE  7 

DISTRIBUTION  OF  INFORMATIONAL  REQUESTS 


Category 

Number 

Percent 

Drug  imprint  codes 

1,444 

35.2 

General  toxicity  information 

1,190 

29.0 

General  drug  information 

574 

14.0 

Product  ingredients 

226 

5.5 

Product  contamination  or  recall 

162 

4.0 

Adverse  drug  reactions 

135 

3.3 

Poison  treatment  information 

118 

2.9 

Drug  interactions 

98 

2.4 

Laboratory  services  and  tests 

90 

2.2 

Miscellaneous 

61 

1.5 

TOTAL 

4,098’ 

'Based  on  4,039  requests. 


see  or  the  midsouth  area.  Many  poisonings  are 
either  ignored  and  untreated  or  treated  and  un- 
reported to  a poison  center.  This  phenomenon  is 
especially  true  if  a health  care  provider  is  famil- 
iar with  the  management  of  a particular  poison- 
ing, there  is  no  perceived  danger  from  the  expo- 
sure, and  the  victim  is  found  dead  or  unaware  of 
a poison  control  center's  services.  The  absence 
of  a home  telephone  or  the  general  public's  un- 
awareness of  a poison  control  center  may  also  be 
factors  for  not  contacting  a poison  center  for  as- 
sistance and  subsequent  documentation.  These 
problems  are  common  to  any  data  collected  by 
poison  control  centers.4  Despite  these  limita- 
tions, our  data  represent  the  largest  and  most 
comprehensive  collection  of  poisonings  in  this 
state  to  date. 

The  number  of  poisonings  documented  by  the 
Southern  Poison  Center  has  increased  over 
eightfold  during  the  past  ten  years,  primarily  due 
to  an  active  community  education  program.  Due 
to  limited  funding  derived  almost  exclusively  from 


sources  in  Shelby  County,  the  Southern  Poison 
Center  has  restricted  its  community  education  ef- 
forts to  a 150-mile  radius  of  Memphis.  Conse- 
quently many  residents  of  Tennessee  may  be  un- 
aware of  the  assistance  that  a poison  center  may 
provide.  An  active  community  education  pro- 
gram with  a strong  emphasis  on  prevention  and 
first-aid  methods,  high  risk  groups,  and  aware- 
ness of  poison  center  services  has  directly  con- 
tributed to  the  Southern  Poison  Center's  data- 
base on  poisonings  in  our  area. 

Contributing  to  a nationwide  data  collection 
system  affords  a standardized  reporting  system, 
contributions  to  a larger  body  of  knowledge,  and 
comparisons  to  national  data.  These  experiences 
should  serve  as  a stimulus  to  identify'  unmet  needs 
throughout  the  state  and  to  foster  the  implemen- 
tation of  a statewide  poison  control  system  in 
Tennessee.  r / 
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A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY: 

* Too  much  paperwork?  ★ The  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new  methods? 

* No  time  or  money  for  professional  development? 


JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care, 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 


USAF  Health  Professions 
(800)  423-USAF 
Toll-Free 


AXID® 


nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  lor  complete  intormation. 

Indications  and  Usage:  Axid  is  indicated  lor  up  to  eight  weeks  tor  the  treatment  ot 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks. 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  ot  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known. 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
H2-receptor  antagonists. 

Precautions:  General  - 1 . Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver.  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  in  normal  subjects 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Multstix®  may 
occur  during  therapy  with  nizatidine. 

Drug  Interacbons  - No  irrteractons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfann.  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system: 
therefore,  drug  interactons  mediated  by  inhibiton  of  hepatc  metabolism  are  not 
expected  to  occur.  In  patents  given  veiy  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatdine,  1 50  mg  b i d.,  was 
administered  concurrenty. 

Carcinogenesis,  Mutagenesis.  Impairment  ot  Fertility -h  two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  tmes  the 
recommended  daily  therapeutc  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enterochromaftn-like 
(ECL)  cells  in  the  gastric  oxyntc  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo.  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  tmes  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepatc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  stain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevatons).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  tmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  te  potental 
genetic  toxicity,  including  bacterial  mutaton  tests,  unscheduled  DNA  synthesis, 
sister  chromatd  exchange,  mouse  lymphoma  assay,  chromosome  aberraton 
tests,  and  a micronucleus  test. 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-  Oral  reproducton 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  tmes  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but,  at  a dose  equivalent  to  300  tmes  the  human  dose,  heated 
rabbits  had  aborbons,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administraton  to  pregnant  New  Zealand  White  rabbits, 
nizatdine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mgfkg  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus,  there  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  It  is  also  not  known  whether  nizatdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducton  capacity.  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potental  benefit  justifies  the  potental  risk  to  the 
fetus 

Nursing  Mothers  -Studies  conducted  in  lactabng  women  have  shown  that 
<0.1%  of  the  administered  oral  dose  of  nizatdine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Cauton  should  be  exercised  when  adminis- 
tering nizatdine  to  a nursing  mother. 

Pediatnc  Use  - Safety  and  effectveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patents  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalibes  are  also  similar  to  those  seen  in  other  age  groups.  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatdine.  Elderly  patients  may  have 
reduced  renal  tuncton. 

Adverse  Reactions:  Clinical  trials  of  nizatdine  included  almost  5.000  patients 
given  nizatdine  in  studies  of  varying  duratons.  Domestc  placebo-controlled  trials 
included  over  1 ,900  patients  given  nizatdine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domestc  placebo-controlled  trials,  sweatng  (1  % vs 
0-2%),  urticaria  (0.5%  vs  < 0 01%),  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantly more  common  In  the  nizatdine  group.  A variety  of  less  common  events  was 
also  reported;  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatdine. 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST).  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patents  and  was 
possibly  or  probably  related  to  nizatdine.  In  some  cases,  there  was  marked 
elevatonof  SGOT  SGPT  enzymes  (greater  than  500 IU/L)  and,  in  a single  instance, 
SGPT  was  greater  than  2,000  IU/L.  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevatons  to  three  tmes  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-treated 
patents.  All  abnormalibes  were  reversible  after  discontinuaton  of  Axid. 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatc  ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antandrogenic  activity  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  of  gynecomastia  occurred. 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patent  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist.  On  previous  occasions,  this 
patent  had  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported. 

Integumental  - Sweating  and  urticaria  were  reported  significantly  more  fre- 
quently in  nizatdine-  than  in  placebo-treated  patents.  Rash  and  exfoliative  dermat- 
ts  were  also  reported. 

Hypersensitivity  — As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administraton  of  nizatidine  have  been  reported.  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed,  H2-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensittvfty 
to  these  agents.  Rare  episodes  of  hypersensitvity  reactons  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other  - Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  administraton  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  —There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans.  Test  animals  that  received  large  doses  of  nizatdine  have  exhibited 
cholinergic-type  effects,  including  lacrimaton,  salivaton,  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1 ,200  mg/kg  in  monkeys 
were  not  lethal.  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectvely. 

Treatment  -To  obtain  up-to-date  informaton  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians  ’ Desk  Reference 
(PDR).  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses, interaction  among  drugs,  and  unusual  drug  kinetics  in  your  pabent. 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for 
fourto  six  hours  increased  plasma  clearance. 
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Atypical  Pneumonia 


Case  Report 

A 53-year-old  man  was  well  until  seven  days  prior  to  ad- 
mission when  he  noted  malaise  and  subjective  evidence  of 
fever.  Within  the  next  24  hours,  he  began  coughing  but  pro- 
duced no  sputum.  He  felt  worse  on  the  third  day  of  his  illness 
and  developed  a headache.  His  temperature  rose  to  103°F 
orally,  and  by  the  fifth  day  his  cough  had  become  severe  and 
paroxysmal  but  still  without  sputum  production.  He  began 
having  left  thoracic  pleuritic  chest  pain  and  therefore  went  to 
his  local  hospital  for  evaluation. 

He  had  always  been  healthy  and  was  taking  no  medicines. 
He  worked  as  a residential  exterminator,  but  denied  any  new 
or  unusual  exposure  to  pesticides  or  other  chemicals.  He  did 
not  smoke  cigarettes. 

His  vital  signs  were  normal  except  for  an  oral  temperature 
of  103°F  and  a resting  pulse  of  100/min;  he  appeared  acutely 
ill.  Physical  examination  was  negative  except  for  rales  heard 
at  the  left  base  of  the  lung  posteriorly.  Radiographs  of  the 
chest  (Fig.  1)  revealed  a rounded,  consolidated  alveolar  infil- 
trate in  the  left  lower  lobe  of  the  lung,  in  which  air  broncho- 
grams  were  visible.  The  leukocyte  count  was  normal  with  an 
increase  in  band  neutrophils.  Liver  transaminases  were  slightly 
increased.  The  remainder  of  the  laboratory  results  were  nor- 
mal. 

The  patient  was  admitted  to  his  community  hospital  with 
a diagnosis  of  atypical  pneumonia.  After  48  hours  of  an  in- 
travenous third  generation  cephalosporin  and  oral  erythro- 
mycin, his  condition  was  unchanged,  and  he  was  transferred 
to  Vanderbilt  Hospital  for  further  evaluation.  Upon  ques- 
tioning, the  patient  admitted  to  extensive  contact  with  pet 
birds.  In  fact,  he  was  quite  a bird  fancier  and  had  purchased 
several  new  cockatiels  during  the  week  prior  to  becoming  ill, 
one  of  which  died  within  two  days. 

A presumptive  diagnosis  of  psittacosis  was  made.  The  pa- 
tient defervesced  within  24  hours  after  the  first  dose  of  tetra- 
cycline and  he  felt  well  within  a few  days.  Radiographs  of  the 
chest  revealed  complete  resolution  of  his  infiltrate.  Chlamy- 
dia psittaci  antibodies  were  measured  in  acute  and  convales- 
cent sera  and  the  results  were  consistent  with  acute  infection. 
He  received  counseling  regarding  the  clinical  and  epidemio- 
logic characteristics  of  his  illness. 

Discussion 

Infection  of  birds  by  the  obligate  intracellular  bac- 
terium Chlamydia  psittaci  can  be  transmitted  to  hu- 
mans to  produce  psittacosis.  It  was  first  described  in 
association  with  parrots  and  parakeets,  but  almost  any 
species  of  bird  can  harbor  and  transmit  the  infection. 

C.  psittaci  is  present  in  the  blood,  tissues,  excreta, 
and  feathers  of  infected  birds.  Tetracycline  mixed  with 
feed  usually  renders  the  bird  asymptomatic  but  may 
not  eradicate  the  organism.  The  four  most  common 
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Figure  1.  PA  and  lateral  radiographs  of  the  chest  on  admission  to 
Vanderbilt  Hospital  (seventh  day  of  illness) 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


signs  that  infected  birds  may  manifest  are  anorexia, 
lethargy,  diarrhea,  and  ruffled  feathers.  Birds  that  are 
ill  often  bring  their  owner  into  closer  contact  with  them, 
thereby  providing  the  proper  setting  for  transmitting 
the  infection.  Humans  are  usually  infected  by  inhaling 
the  airborne  agent  in  dried  bird  excreta;  person-to- 
person  transmission  is  rare.  Twenty  percent  of  patients 
provide  no  history  of  bird  contact.1 

The  incubation  period  in  humans  ranges  from  7 to 
15  days.  The  illness  begins  suddenly  with  high  fever 
and  malaise,  and  headache  is  very  common.  Anorexia, 
myalgia,  and  arthralgia  are  other  symptoms.  The  cough 
is  prominent  and  generally  nonproductive  of  sputum. 
Gastrointestinal  symptoms  are  occasionally  present. 

The  physical  examination  usually  discloses  rales  in 
one  or  more  lower  lobes  of  the  lung.  Pulse-tempera- 
ture dissociation  is  said  to  be  common.  Splenomegaly 
is  present  in  up  to  70%  of  patients,  and  nontender 
hepatomegaly  is  common.  The  radiograph  of  the  chest 
usually  reveals  a localized,  rounded,  interstitial-alveo- 
lar infiltrate  in  a lower  segment  of  the  lung,  but  the 
radiographic  presentation  of  psittacosis  is  variable  and 
may  include  bilateral  patchy  symmetrical  interstitial 
infiltrates  as  well  as  total  infiltration  of  one  lung. 

No  routine  laboratory  tests  are  confirmatory  of  in- 
fection. Isolation  of  the  organism  is  hazardous  to  lab- 
oratory workers,  and  therefore  diagnostic  cultures  are 


not  performed.  Serologic  testing  is  therefore  the  only 
available  method  of  establishing  the  diagnosis.  A two- 
fold rise  in  complement-fixing  antibodies  in  convales- 
cent serum  samples  is  diagnostic  of  acute  infection.  A 
single  titer  of  1:32  in  the  proper  clinical  setting  is  pre- 
sumptive evidence  of  infection. 

The  differential  diagnosis  includes  mycoplasma 
pneumonia,  tularemia,  tuberculosis,  fungal  pneumon- 
ia, legionellosis,  and  bacterial  infection  associated  with 
bronchial  obstruction.  If  pulmonic  symptoms  are  less 
prominent,  psittacosis  can  be  confused  with  brucello- 
sis, infectious  mononucleosis,  hepatitis,  and  dissemi- 
nated tuberculosis.1 

Treatment  with  2 to  3 gm/day  of  tetracycline  pro- 
duces improvement  within  48  to  72  hours.  Since  re- 
lapse is  common,  the  antibiotic  course  should  last  two 
weeks.  All  cases  should  be  reported  to  the  local  health 
department. 

Young  and  Grayson2  have  recently  published  their 
experience  with  a large  number  of  patients  with  psit- 
tacosis; it  serves  as  an  excellent  review. 
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Distal  Digital  Necrosis 


Case  Report 

A 49-year-old  man  considered  himself  to  be  in  good  health 
until  four  weeks  prior  to  admission  when  he  began  to  note 
burning  pain  in  the  tips  of  all  fingers  on  both  hands.  Initially, 
his  fingertips  blanched,  but  within  the  first  24  hours  of  symp- 
toms they  became  dark  blue;  within  several  days,  they  were 
black  and  the  skin  began  to  slough  off.  The  pain  waxed  and 
waned  but  had  remained  since  the  onset  of  his  symptoms.  He 
denied  sensitivity  to  cold  or  similar  symptoms  in  the  feet  or 
toes. 

There  was  a history  of  minor  head  trauma  in  the  past 
without  sequelae.  He  was  taking  no  medicines.  He  had  worked 
on  the  loading  dock  of  a shoe  and  boot  factory  for  many 
years.  He  had  smoked  two  packs  of  cigarettes  per  day  for  36 
years,  but  denied  use  of  alcohol. 

On  physical  examination,  he  was  a thin,  somewhat  di- 
sheveled man  who  appeared  much  older  than  his  stated  age. 
Vital  signs  were  normal,  and  all  upper  and  lower  extremity 
pulses  were  present  and  symmetrical  bilaterally.  Several  nec- 
rotizing erosions  were  noted  on  all  fingertips  of  both  hands, 
but  the  thumbs  were  not  affected.  There  were  several  non- 
blanching, painless  erythematous  patches  on  the  palms,  wrists, 
elbows,  and  knees.  The  remainder  of  the  examination  and 
routine  laboratory  examination  were  normal.  Westergren 
erythrocyte  sedimentation  rate  was  20  mm/hr  (upper  limit  of 
normal).  Rheumatologic  serology  was  normal,  and  cryoglob- 
ulin was  absent.  Biopsy  of  the  skin  showed  nonspecific  necro- 
sis. A diagnosis  of  thromboangiitis  obliterans  (Buerger's  dis- 


ease) was  made.  With  cessation  of  smoking,  the  patient’s 
symptoms  resolved,  and  over  a period  of  several  weeks,  his 
fingertip  lesions  healed  completely.  He  has  been  instructed 
not  to  resume  tobacco  use  of  any  kind. 

Discussion 

Leo  Buerger  was  an  assistant  adjunct  in  surgery  and 
an  associate  in  surgical  pathology  at  Mount  Sinai  Hos- 
pital in  New  York  when  in  1908  he  reported  30  cases 
of  “presenile  gangrene,”  the  first  description  of 
thromboangiitis  obliterans.1  The  patients  were  usually 
young  adults,  25  to  30  years  old.  There  was  a charac- 
teristic progression  of  symptoms  and  signs:  recurrent 
pain  and  “numbness”  of  the  foot,  calf,  or  toes,  some- 
times “during  unfavorable  weather,”  and  overt  Rey- 
naud's  phenomenon,  with  subsequent  cyanotic  skin 
progressing  to  dry  gangrene  in  the  distal  portion  of  the 
involved  digit.  Buerger  described  the  characteristic  pa- 
thology, which  is  quite  different  from  arteriosclerosis. 
The  lumina  of  small-  and  medium-sized  arteries  were 
obliterated  by  thrombosis,  which  subsequently  orga- 
nized, vascularized,  and  recanalized.  The  vascular  in- 
tima  was  thickened  with  a perivascular  cellular  infil- 
trate, often  in  a “skip-lesion”  distribution. 
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In  the  late  1950s  and  early  1960s,  the  concept  that 
this  was  in  fact  a distinct  clinical  entity  separate  from 
arteriosclerosis  obliterans  was  alternately  challenged 
and  defended.  McPherson  et  al2  attempted  to  settle 
the  issue  when  they  determined  that  the  two  had  very 
different  natural  histories  and  prognoses,  and  that  they 
therefore  must  be  different  diseases.  He  summarized 
the  disorder  as  episodic  thrombosis  of  the  distal  arter- 
ies of  the  upper  or  lower  extremities  in  young  male 
smokers. 

In  a recent  review  of  tissue  ischemia  caused  by  small 
artery  disease,  Mills  et  al3  report  their  experience  with 
100  consecutive  patients  with  ulceration  of  ischemic 
fingers.  The  autoimmune  diseases  such  as  scleroder- 
ma, lupus,  rheumatoid  arthritis,  and  the  mixed  con- 
nective tissue  diseases  were  associated  with  about  half 
of  all  cases.  Hypersensitivity  angiitis  made  up  22%  of 
the  cases,  and  thromboangiitis  obliterans  and  athero- 
sclerosis obliterans  each  made  up  9%.  Various  malig- 
nancies were  associated  with  4%  of  these  cases  of  small 
artery  disease  and  tissue  ischemia.  If  one  of  these  dis- 
eases was  present  along  with  gangrene  of  the  fingers, 
no  further  evaluation  helped  guide  therapy;  if  no  as- 
sociated illness  was  recognized  or  if  the  lesions  were 
unilateral,  however,  the  authors  recommended  a rheu- 
matologic  evaluation  and  arteriography  from  the  aor- 


tic arch  to  the  fingers,  the  latter  in  an  attempt  to  iden- 
tify a surgically  correctable  vascular  lesion.  Specific 
treatment  of  the  underlying  disease  resulted  in  a fa- 
vorable outcome  in  88%  of  all  cases.  The  remainder 
required  some  degree  of  amputation  of  the  devitalized 
tissue.  It  is  interesting  that  Buerger’s  disease  can  be 
associated  with  smokeless  tobacco4  and  that  temporal 
arteritis  can  be  a manifestation  of  this  disease.5 

In  summary,  thromboangiitis  obliterans  (Buerger’s 
disease)  is  a disease  of  spontaneous,  often  relapsing 
thrombosis  and  occlusion  of  the  small  arteries  of  the 
distal  extremities  with  resultant  tissue  ischemia  and 
gangrene.  It  is  usually  seen  in  young  male  smokers. 
Although  its  etiology  remains  unclear,  all  forms  of  to- 
bacco appear  to  play  an  essential  role  in  its  pathogen- 
esis. The  prognosis  is  good  if  the  patient  ceases  using 
tobacco.  r % 
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Trauma  Rounds 


Blunt  Injury  of  the  Abdominal  Aorta 


EUGENE  C.  MANGIANTE,  M.D.;  GUY  R.  VOELLER,  M.D.; 
KENNETH  A.  KIDSK,  M.D.;  and  TIMOTHY  C.  FABIAN,  M.D. 


Although  more  than  95%  of  blunt  injuries  to  the 
aorta  are  located  in  the  thorax,  blunt  injury  of  the  ab- 
dominal aorta,  which  has  most  recently  been  attribut- 
ed to  the  use  of  lap-type  seat  belts,  does  rarely  occur. 
The  diagnosis  is  frequently  missed  or  delayed,  and 
devastating  ischemic  complications  may  occur.  Neu- 
rovascular changes  in  the  lower  extremities  in  con- 
junction with  an  abdominal  wall  contusion  should  alert 
clinicians  that  further  evaluation  may  be  required  to 
exclude  this  lesion. 

Case  Report 

A 46-year-old  white  woman  was  transported  by  air  from 
a referring  hospital  to  the  Level  I Trauma  Center  at  the  Re- 
gional Medical  Center  approximately  two  hours  after  being 
involved  in  a motor  vehicle  accident.  The  patient  was  a front 
seat  passenger  wearing  a lap  belt.  Upon  arrival,  she  was  alert 
and  oriented,  with  an  initial  blood  pressure  of  130/60  mm  Hg, 
pulse  rate  of  124/min,  and  a respiratory  rate  of  30/min.  Mul- 
tiple chest  and  abdominal  wall  contusions  and  tenderness  on 
abdominal  examination  were  noted.  Other  pertinent  findings 
included  multiple  facial  lacerations  with  associated  trimalar, 
nasal,  and  orbital  fractures,  open  fractures  of  the  left  radius, 
ulna,  and  ankle,  and  a closed  left  subtrochanteric  femur  frac- 
ture. There  were  no  palpable  pulses  in  either  lower  extremity 
below  the  knees,  intrinsic  muscle  function  of  the  left  foot  was 
markedly  compromised,  and  decreased  sensation  bilaterally 
at  the  mid-calf  level  was  noted.  Plain  films  of  the  chest  and 
spinal  column  were  normal  and  peritoneal  lavage  was  posi- 
tive. Abdominal  aortography  showed  an  infrarenal  aortic  in- 
jury with  dissection  into  both  common  iliac  arteries  and  oc- 
clusion on  the  left.  The  patient  was  taken  to  the  operating 
room,  where  a serosal  injury  of  the  colon,  a transected  right 
rectus  muscle,  and  a central  retroperitoneal  hematoma  were 
noted.  After  proximal  and  distal  vascular  control,  the  aorta 
was  found  to  have  been  injured  as  the  aortogram  had  de- 
scribed; an  aortobiiliac  Dacron  graft  was  inserted  with  return 
of  distal  pulses.  The  rectus  muscle,  serosal  colon  injuries,  and 
all  facial  injuries  were  repaired  and  open  orthopedic  injuries 
were  irrigated  and  externally  stabilized.  The  patient  was  re- 
turned to  the  operating  room  three  days  later  for  internal 
fixation  of  her  femur  fracture.  She  was  discharged  in  good 
condition  on  hospital  day  21,  and  at  14  months  after  injury 
has  completed  an  extensive  physical  therapy  and  rehabilita- 
tion program  and  returned  to  work. 


From  the  Department  of  Surgery,  University  of  Tennessee  Col- 
lege of  Medicine.  Memphis. 


Discussion 

There  is  little  question  that  seat  belt  usage  has  dra- 
matically reduced  the  severity  of  injury  and  the  num- 
ber of  fatalities  following  motor  vehicle  trauma.  Nu- 
merous reports  have  implicated  the  lap-type  belt  in 
injury  to  the  small  intestine,  colon,  mesentery,  and  the 
gravid  uterus.  This  case  is  a not  unusual  one  for  blunt 
or  “seat  belt”  injury  of  the  aorta  following  motor  ve- 
hicle trauma.  Although  the  patient  more  specifically 
sustained  an  acute  dissection,  the  case  serves  as  a focal 
point  for  the  discussion  of  the  entire  complex  of  acute, 
traumatic,  nonpenetrating  injuries  of  the  abdominal 
aorta,  also  referred  to  as  thrombosis,  aneurysm,  occlu- 
sion, and  “seat  belt  injury.”  This  entity  was  first  de- 
scribed in  1969,  but  was  not  immediately  recognized, 
and  the  patient  was  not  seen  until  several  months  after 
injury  with  a partial  aortic  occlusion  and  chronic 
symptomatology.'  In  1979,  Dajee  et  al2  reported  total 
occlusion  with  acute  ischemia  from  thrombosis. 

There  are  two  proposed  theories  for  the  mechanism 
of  injury  in  acute  blunt  aortic  trauma.3  First,  entrap- 
ment of  the  aorta  between  an  improperly  positioned 
lap  belt  and  the  vertebral  column,  or  secondly,  a dif- 
ferential rate  of  deceleration  between  the  aorta  and 
the  mesenteric  arteries  with  their  attached  viscera.  The 
infrarenal  aorta  is  the  most  frequent  site  for  the  dis- 
section to  begin,  and  it  is  not  unusual  for  the  injury’s 
most  cephalad  extent  to  be  at  the  insertion  of  the  in- 
ferior mesenteric  artery,  which  adds  some  degree  of 
support  to  the  second  theory.  Most  all  injuries  have 
been  associated  with  an  adjacent  atheromatous  plaque 
which  has  been  disrupted  with  secondary  subintimal 
dissection  and  luminal  compromise. 

Acute  blunt  injury  of  the  abdominal  aorta  is  more 
common  in  women  and  in  front  seat  vehicle  operators; 
rarely  does  it  cause  hemodynamic  instability  from  hy- 
povolemic shock  unless  other  intra-abdominal  organs 
are  injured.  Hypertension  is  occasionally  noted  with 
total  occlusion.  A lower  abdominal  wall  contusion  or 
ecchymosis  following  an  automobile  accident  and  a 
history  of  use  of  a lap-type  seat  belt  should  alert  the 
clinician  to  the  possibility  of  abdominal  aortic  injury. 
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In  addition  to  abnormalities  in  the  pulses  of  the  lower 
extremity,  pallor,  cyanosis,  paresthesias  and  paralysis 
of  the  lower  extremities  is  not  uncommon.  In  cases  in 
which  there  has  been  some  delay  in  treatment,  initial 
presentation  may  mimic  thoracolumbar  spinal  cord  in- 
jury, and  the  increased  incidence  of  injury  to  the  lum- 
bar vertebral  column  makes  the  differential  diagnosis 
nebulous.  Poorly  defined  peripheral  neuropathies  with 
little  neuroanatomic  correlation  may  suggest  periph- 
eral nerve  ischemia.4 

There  are  three  clinically  distinct  presentations  of 
blunt  abdominal  aortic  injury  having  varied  symptom- 
atology based  on  the  extent  of  the  dissection.5  The  most 
common  is  that  of  acute  lower  extremity  distal  ische- 
mia resulting  from  dissection  sufficient  to  cause  aortic 
or  bilateral  iliac  artery  lumen  occlusion.  Complete  oc- 
clusion may  also  follow  disruption  of  an  atheromatous 
plaque  causing  local  clot  formation  and  acute  ischemia 
from  either  thrombosis  or  distal  embolization.  Be- 
cause over  one-third  of  these  patients  have  concomi- 
tant abdominal  visceral  injury  necessitating  explora- 
tory laparotomy,  a central  retroperitoneal  hematoma 
often  suggests  the  diagnosis.  The  second  most  com- 
mon presentation  also  involves  initial  intimal  disrup- 
tion, but  there  is  only  minimal  to  moderate  lumen 
compromise,  and  therefore  neurovascular  symptoms 
may  not  manifest  themselves  until  months  or  years  la- 
ter as  either  rapid  onset  claudication  or  thrombosis. 
This  type  of  injury  is  rarely  diagnosed  early  unless 
computerized  tomography  or  exploratory  laparotomy 
suggests  injury.  Due  to  the  retroperitoneal  location  of 
the  aorta,  peritoneal  lavage  is  not  helpful  in  making 
the  diagnosis  unless  other  injury  to  viscera  mandates 
exploration.  In  retrospect,  in  terms  of  initial  physical 
findings  these  patients  may  have  little  more  than  an 
abdominal  contusion  to  suggest  this  injury.  Finally,  a 


full  thickness  laceration  can  result  in  false  aneurysm 
formation;  once  again,  this  is  not  usually  diagnosed 
early  without  CT  or  exploratory  laparotomy. 

When  the  clinical  situation  permits,  the  diagnosis  is 
confirmed  with  abdominal  angiography,  since  it  better 
defines  both  the  limit  of  the  injury  and  any  preexisting 
atherosclerotic  disease.  CT  scan  may  suggest  the  inju- 
ry, but  would  not  define  either  its  extent  or  preexisting 
atherosclerotic  disease. 

At  the  time  of  laparotomy,  bleeding  and  contami- 
nation from  coexisting  intra-abdominal  injuries  are  ad- 
dressed first.  Proximal  control  of  the  aorta  frequently 
can  be  obtained  below  the  renal  arteries.  Although  ar- 
teriotomy  and  local  repair  of  the  injury  has  been  re- 
ported, the  extent  of  the  injury  usually  necessitates  a 
prosthetic  tube  as  an  aortobiiliac  or  aortobifemoral 
graft.  When  significant  enteric  contamination  is  pres- 
ent, extra-anatomic  bypass  must  be  a strong  consider- 
ation when  graft  placement  is  needed. 

Excessive  morbidity  and  mortality  of  acute  blunt 
abdominal  aortic  injury  are  due  to  a failure  or  a delay 
in  diagnosis.  The  emergency  room  physician  who  sees 
vehicular  trauma  should  always  obtain  a history  of  seat 
belt  use  from  the  patient  or  prehospital  medical  tech- 
nicians or  paramedics.  The  presence  of  abdominal  wall 
contusions  and  the  importance  of  a good  neurovascu- 
lar examination  cannot  be  overemphasized.  r ^ 
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Tennessee  Consultation  Center 


Radiology  Case  of  the  Month 


Anterior  Bladder  Mass 


DAVID  J.  BECKER,  M.D.  and  STEPHEN  L.  GAMMILL,  M.D. 


Case  Report 

A 65-year-old  man  had  a one-month  history  of  painless 
gross  hematuria.  Past  medical  history  and  physical  examina- 
tion were  unremarkable.  Excretory  urography  revealed  a 
normal  upper  urinary  tract.  At  cystoscopy  a bleeding  mass 
was  identified  on  the  anterior  bladder  wall.  A pelvic  CT  is 
shown  in  Fig.  1.  Please  examine  it  and  choose  the  best  diag- 
nosis: 

(1)  Bladder  diverticulum 

(2)  Urachal  cyst 

(3)  Carcinoma  of  the  bladder 

(4)  Urachal  carcinoma 

Discussion 

The  CT  demonstrates  a round,  midline  mass  con- 
taining several  small  flecks  of  calcification  anterior  to 
the  contrast-filled  bladder,  with  invasion  of  the  dome 
of  the  bladder.  This  appearance  is  highly  characteristic 
of  a tumor  arising  from  the  urachus.  A transurethral 
biopsy  revealed  a poorly  differentiated  adenocarci- 
noma with  invasion  of  the  bladder  musculature. 

The  urachus  is  a vestigial  extraperitoneal  fibrous 
structure  derived  from  the  allantois.  It  lies  within  the 
space  of  Retzius  extending  in  the  midline  from  the 
umbilicus  to  the  bladder  apex.  The  lumen  may  not  be- 
come totally  obliterated,  resulting  in  several  rare 
anomalies,  including  vesicocutaneous  fistula,  umbili- 
cal-urachal sinus,  vesico-urachal  diverticulum,  and  ur- 
achal cyst.1 

Urachal  carcinoma  is  a rare  entity.  It  has  been  es- 
timated to  account  for  0.01%  of  all  adult  cancers  and 
up  to  0.34%  of  all  bladder  cancers.  Most  patients  are 
41  to  70  years  old  and  65%  to  75%  are  male.1-2  Ura- 
chal carcinoma  may  be  supravesical  or  may  be  intra- 
mucosal  or  intramuscular  depending  on  the  urachal  lo- 
cation from  which  it  originates.  The  supravesical 
location  was  demonstrated  in  8 of  10  cases  in  one  re- 
cent series.  However,  all  cases  in  the  series  demon- 
strated extension  of  tumor  into  the  bladder  wall.2 

Clinically,  most  patients  have  hematuria.  Other 
symptoms  include  dysuria,  abdominal  pain,  and  dis- 
charge of  blood  or  mucus  from  the  umbilicus.  Findings 
may  include  an  abdominal  mass  and  mucus  in  the 
urine.3 


From  the  Department  of  Radiology.  Baptist  Memorial  Hospital, 
Memphis. 
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Figure  1.  Note  2-cm  solid  mass  (arrow)  in  the  anterior  wall  of  the 
bladder  (B).  (C  = sigmoid  colon,  R = right  iliac  bone,  L = left  iliac 
bone) 


Plain  radiographic  findings  are  highly  variable. 
Rarely,  calcification  may  be  identified  within  a su- 
pravesical mass.  Depending  on  the  location  of  the  tu- 
mor bulk,  the  excretory  urogram  may  be  normal  or 
may  demonstrate  a deformity  of  the  bladder  outline. 
The  ureters  may  also  be  displaced.4 

CT  typically  demonstrates  a tumor  mass  adjacent 
to  the  anterior  abdominal  wall.  The  tumor  is  always  in 
the  midline  or  only  slightly  deviated  to  one  side.  This 
midline  position  may  easily  be  identified  on  CT  just 
posterior  to  the  linea  alba  within  the  space  of  Retzius. 
This  is  very  characteristic  of  urachal  carcinoma  and  is 
an  important  CT  observation.  The  differential  diag- 
nosis is  limited  to  an  infected  urachal  cyst  or  carci- 
noma in  a bladder  diverticulum.1  A nonmidline  tumor 
in  the  dome  of  the  bladder  suggests  transitional  cell  or 
adenocarcinoma  of  nonurachal  origin  rather  than  ura- 
chal carcinoma.2  Areas  of  low  attenuation  within  the 
mass  are  thought  to  represent  pools  of  mucin.  Calcifi- 
cation is  more  commonly  demonstrated  on  CT  than  on 
plain  films,  and  is  present  in  50%  to  70%  of  cases.24 

The  extent  of  invasion  of  perivesicular  tissue  planes 
is  well  demonstrated  by  CT.  Microscopic  invasion  of 
tumor  into  surrounding  adipose  tissue  may  be  difficult 
(Continued  on  page  260) 
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Health  and  Environment  Report 


Update  on  Efforts  To  Reduce 
Black  Premature  Mortality 

R.  STEVE  FRICKER 


In  1986,  Commissioner  James  E.  Word  created  the 
Black  Health  Care  Task  Force  to  advise  the  Depart- 
ment on  issues  relating  to  black  health  care  in  Tennes- 
see. This  task  force  comprises  20  representatives  from 
public  and  private  agencies  that  serve  blacks  in  Ten- 
nessee. The  Department  has  $1  million  in  its  contin- 
uation budget  to  fund  demonstration  projects  recom- 
mended by  the  task  force  designed  to  reduce  premature 
mortality  among  black  Tennesseans.  The  task  force 
meets  once  per  quarter  and  rotates  the  location  of  its 
meetings  to  the  areas  served  by  the  projects. 

Initially,  the  task  force  assisted  in  the  implementa- 
tion of  four  special  projects  designed  to  test  innovative 
approaches  in  reducing  black  infant  mortality.  The 
funding  for  these  projects  was  through  a state  appro- 
priation of  $500,000,  first  provided  in  FY  1986-87. 

Department  special  projects  devoted  to  the  reduc- 
tion of  black  infant  mortality  include: 

• The  Hamilton  County  Project,  a joint  effort  be- 
tween the  Chattanooga/Hamilton  County  Health 
Department  and  the  Alton  Park/Dodson  Avenue 
Community  Health  Centers.  Preventing  teen  preg- 
nancies, improving  pregnancy  outcomes  through 
early  prenatal  care  and  reducing  the  incidence  of  low 
and  very  low  birthweight  are  the  project's  goals.  Free 
pregnancy  testing  and  education  are  key  compo- 
nents in  the  project's  design.  Effective  July  1,  1988, 
this  project  became  the  sole  responsibility  of  the  Al- 
ton Park/Dodson  Avenue  Health  Center.  This 
change  was  made,  with  the  support  and  cooperation 
of  both  agencies,  in  order  to  allow  a more  concen- 
trated focus  of  resources.  The  project  is  funded  at 
$104,000. 

• The  Memphis/Shelbv  County  Health  Department 
Project  is  designed  to  reduce  poor  pregnancy  out- 
come through  an  intensive  outreach  and  patient  ed- 
ucation program.  Some  services  available  through 
the  program,  such  as  preventive  health  education, 
are  provided  to  women  in  their  homes.  This  project 
utilizes  lay  home  visitors  to  provide  door-to-door 


From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville. 


canvassing  of  the  target  area  in  order  to  identify  el- 
igible patients.  The  project  is  funded  at  $100,000. 

• The  Memphis  Health  Center  Project  established  a 
Center  for  Positive  Birth  Outcomes  to  identify  and 
track  women  at  risk  of  having  low  and  very  low 
birthweight  babies.  Special  outreach  efforts  have 
been  undertaken  to  assure  that  these  women  receive 
counseling,  referral  services,  and  health  education, 
including  family  planning  and  nutrition.  The  project 
is  funded  at  $239,400. 

• The  Meharry  Medical  College  Alcohol  and  Sub- 
stance Abuse  in  Pregnancy  (ASAP)  Project  is  an 
intervention  program  for  pregnant  women  suffering 
from  substance  abuse  and  alcohol  addiction.  The 
program  represents  a team  approach  in  the  treat- 
ment of  alcohol  and  drug  dependency  and  compris- 
es an  inpatient  detoxification  and  rehabilitation  pro- 
gram together  with  an  outpatient  follow-up  program. 
Fate  in  FY  1987-88,  the  Department  declined  fur- 
ther funding  of  this  project  due  to  its  extensive  re- 
search orientation.  The  project  '»;as  funded  from  the 
Department  at  $60,600  and  from  the  Department  of 
Mental  Health  and  Mental  Retardation  at  $105,000. 
Meharry  Medical  College  has  elected  to  continue  the 
project  on  their  own. 

In  October  1987,  the  task  force  was  informed  by 
the  Commissioner  they  were  to  broaden  their  scope 
beyond  black  infant  mortality  to  include  the  major 
causes  of  premature  mortality  among  all  black  Ten- 
nesseans. Consequently,  at  task  force  request,  the  De- 
partment issued  a document  entitled  The  Status  of 
Black  and  Minority  Health  in  Tennessee , modeled  af- 
ter former  U.S.  Department  of  Health  and  Human 
Services  Secretary  Margaret  Heckler's  1985  report.  The 
Tennessee  report  is  being  utilized  by  the  task  force  in 
developing  their  recommendations  to  the  Department 
for  future  intervention  efforts. 

In  May  1988,  at  the  recommendation  of  the  task 
force  and  with  concurrence  of  the  Commissioner,  the 
Department  distributed  invitations  to  contract  to  over 
80  agencies  in  the  state.  These  invitations  solicited 
proposals  for  two  types  of  projects:  (1)  Homicide  Pre- 
vention/Reduction, especially  among  black  youths,  in 
Davidson  and  Shelby  Counties;  and  (2)  Chronic  Dis- 
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ease  Prevention/Reduction  among  blacks  living  in  cer- 
tain rural  West  Tennessee  counties  that  have  high 
mortality  rates  due  to  chronic  disease  among  that  pop- 
ulation. Five  agencies  are  involved  with  the  develop- 
ment of  these  projects: 

• The  City  of  Humboldt  has  agreed  to  act  as  the  fis- 
cal/administrative agent  for  the  Humboldt  Straw- 
berry PATCH  Board,  which  will  implement  a 
chronic  disease  prevention  project  in  the  black  com- 
munity in  that  city.  “PATCH”  is  an  acronym  for 
Planned  Approach  to  Community  Health  designed 
by  the  federal  Centers  for  Disease  Control.  PATCH 
utilizes  an  organized  community  approach  to  prob- 
lem solving.  The  project  is  funded  at  $100,000. 

• The  Memphis  Area  Neighborhood  Watch  is  the  re- 
cipient of  a $100,000  contract  to  implement  a hom- 
icide reduction  project.  The  project  will  focus  on 
educating  children  aged  5 to  13  in  the  L.  M.  Graves 


Manor  housing  project  on  the  harmful  effects  of  vi- 
olent response  to  stressful  situations.  The  project  will 
address  the  problems  of  truancy,  low  self-esteem, 
poor  study  habits,  and  lack  of  knowledge  of  the  long- 
term results  of  poor  study  habits,  drug  abuse,  and 
crime.  In  addition,  the  project  will  develop  and 
maintain  a pool  of  individuals  to  act  as  proper  role 
models,  provide  tutoring  services  and  counseling. 
The  project  will  be  funded  at  $100,000. 

• Finally,  the  Department  is  working  towards  the  de- 
velopment of  similar  homicide  prevention  projects 
in  Davidson  County  with  the  Bethlehem  Center, 
Nashville  Urban  League,  and  the  Meharry  Medical 
College.  Upon  acceptance  of  contractual  arrange- 
ments, the  Bethlehem  Center  and  the  Nashville  Ur- 
ban League  will  be  funded  at  $100,000  each  and 
Meharry  Medical  College  will  provide  technical  sup- 
port and  evaluation  of  both  projects.  r ^ 


Radiology  Case  of  the  Month  . . . 

(Continued  from  page  258) 

to  diagnose  prior  to  surgery,  but  that  does  not  alter 
therapy.4  Abdominal  wall  invasion  and  metastatic 
spread  are  easily  identified  with  CT.  The  degree  of 
bladder  wall  invasion  cannot  be  accurately  determined 
by  noninvasive  studies.24 

The  MR  characteristics  of  a single  mucinous  ade- 
nocarcinoma of  the  urachus  have  recently  been  de- 
scribed. The  signal  intensity  was  equal  to  that  of  urine 
on  T,-weighted  (SE  600/20)  and  T;-weighted  (SE  2,500/ 
80)  images  and  slightly  greater  than  urine  on  proton 
density  (SE  2,500/20)  images  obtained  with  a 1.5  T 
system.  Multiple  areas  of  high  signal  intensity  on  T2- 
weighted  images  were  attributed  to  the  mucoid  com- 
ponents of  the  tumor.2 

Treatment  of  carcinoma  of  the  urachus  is  with  ex- 
tended partial  cystectomy.  The  prognosis  is  notorious- 
ly poor,  with  five-year  survival  ranging  from  6.5%  to 
15%. 4 Local  invasion  as  well  as  metastases  to  regional 
lymph  nodes,  liver,  lung,  skin,  and  brain  may  occur.3 
The  effect  on  prognosis,  if  any,  that  imaging  with  CT 
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and  MRI  have  on  these  patients  has  not  been  deter- 
mined because  of  the  tumor’s  rarity,  but  preoperative 
planning  and  the  ability  to  estimate  degree  of  invasion 
and  spread  are  facilitated  by  these  modalities. 

In  summary,  if  a rnidline  mass  lesion  at  the  dome 
of  the  urinary  bladder  in  the  space  of  Retzius  is  dem- 
onstrated in  a patient  with  blood  or  mucus  in  the  ur- 
ine, then  urachal  carcinoma  should  be  strongly  sus- 
pected. 

FINAL  DIAGNOSIS:  Poorly  differentiated  adenocar- 
cinoma of  the  urachus  with  invasion  through  the  entire 
bladder  wall  thickness.  r ^ 
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Medicolegal  Junction 


AIDS  Testing  as  a Prerequisite  to  Treatment 

DENNIS  LORD 
TMA  Staff  Attorney 


The  recent  death  of  a Tennessee  physician  from 
AIDS-related  complications  has  caused  a great  deal  of 
concern  in  the  state’s  medical  community.  A death 
caused  by  AIDS  is  no  longer  unusual,  of  course.  But 
this  one  was.  Apparently  the  physician  contracted  the 
HIV  from  some  patient  on  whom  he  had  operated. 
The  circumstances  that  surrounded  this  untimely  death 
have  left  a number  of  questions  unanswered  in  Ten- 
nessee. For  instance,  how  can  health  workers  maxi- 
mize their  protection  against  infection  in  the  work- 
place? Using  universal  precautions  is  one  method; 
gloves,  masks,  and  even  goggles  can  be  worn  when 
working  with  a patient.  But  how  about  testing?  Can  a 
physician  require  a patient  to  submit  to  HIV  testing 
prior  to  treatment?  And  perhaps  more  importantly,  can 
a physician  refuse  to  treat  someone  who  will  not  sub- 
mit to  testing?  The  answer  to  these  questions  often 
depends  on  the  particular  set  of  circumstances,  but  the 
answer  also  depends  on  individual  ethics  and  morals. 

General  Considerations 

At  present,  pretreatment  HIV  testing  remains  pri- 
marily an  ethical  issue  in  Tennessee.  There  is  not  much 
case  law,  and  Tennessee  statutes  do  not  currently  ad- 
dress whether  a physician  or  institutional  health  care 
provider  can  require  pretreatment  testing. 

Tennessee  law  does,  however,  statutorily  classify 
AIDS  as  a communicable  disease.  The  Physicians' 
Guide  to  Tennessee  Law 1 explains  what  duties  that 
classification  places  on  physicians: 

When  a physician  knows  or  suspects  that  a person  is  in- 
fected with  a communicable  disease  he  shall  immediately  no- 
tify the  local  health  authorities  of  the  town  or  county  where 
the  person  may  be  found. 

It  is  the  duty  of  the  attending  physician,  immediately  upon 
discovering  a case  or  suspected  case  of  communicable  dis- 
ease, to  inform  the  head  of  the  household  of  this  fact.  . . .' 

AIDS  is  also  classified  as  a venereal  disease  in  Ten- 
nessee and  is  subject  to  the  reporting  and  confiden- 
tiality statutes  in  that  regard,  as  follows: 

A physician  or  other  person  who  diagnoses,  treats  or  pre- 
scribes for  a case  of  venereal  disease  must  report  the  case 
immediately  to  the  county  health  officer.  The  report  must  be 
in  writing.  . . . 

All  information  and  reports  concerning  persons  infected 
with  sexually  transmitted  diseases  are  confidential  and  inac- 


cessible to  the  public. 

An  attending  physician  or  other  person  who  knows  or  has 
good  reason  to  suspect  that  a person  having  a venereal  dis- 
ease is  conducting  himself  in  a manner  exposing  other  per- 
sons to  infection,  or  is  about  to  do  so,  must  notify  the  munic- 
ipal or  county  health  officer  of  the  name  and  address  of  the 
diseased  person  and  the  essential  facts. 

Every  physician  treating  venereally  infected  persons  must 
give  printed  instructions  containing  information  deemed  ad- 
visable as  provided  by  the  department. 

A physician  may  examine,  diagnose  and  treat  minors 
without  the  knowledge  or  consent  of  the  parents  of  the  mi- 
nor. No  civil  or  criminal  liability  will  be  incurred  except  for 
negligence.1 

The  AMA  addresses  AIDS  generically  in  the  1988 
edition  of  the  Reference  Guide  to  Policy  & Official 
Statements.2  Although  the  statements  of  the  AMA  do 
not  directly  address  HIV  testing  as  a prerequisite  to 
treatment,  they  do  provide  some  ethical  guidance  which 
may  be  applicable. 

AIDS  (Acquired  Immunodeficiency  Syndrome) 

The  AMA  recognizes  AIDS  as  a crucial  public  health 
problem  requiring  a sensitive,  intelligent,  effective  response. 
Physicians  should  assume  a leadership  role  in  the  prevention 
and  control  of  this  disease  by  educating  themselves,  their  pa- 
tients, and  the  public. 

AIDS  is  an  infectious  disease,  but  it  is  not  transmitted 
through  casual  contact.  Persons  with  AIDS  and  those  infect- 
ed with  the  virus  should  not  be  treated  unfairly  or  suffer  from 
arbitrary  or  irrational  discrimination. 

Physician  Duty  to  Treat 

A physician  may  not  ethically  refuse  to  treat  a patient 
whose  condition  is  within  the  physician’s  current  realm  of 
competence  solely  because  the  patient  is  seropositive. 

Testing 

Testing  for  the  AIDS  virus  should  be  readily  available  to 
all  who  want  to  be  tested.  As  a matter  of  medical  judgment, 
physicians  should  encourage  voluntary  HIV  testing  for  indi- 
viduals whose  history  or  clinical  status  warrants  testing.  Be- 
fore testing,  the  patient  should  be  counseled  on  effective  be- 
havior to  avoid  risk  of  AIDS  for  themselves  and  others. 
Patients  found  to  be  seropositive  should  be  counseled  on  re- 
sponsible behavior  to  prevent  the  spread  of  the  disease,  strat- 
egies for  health  protection  with  a compromised  immune  sys- 
tem, and  the  necessity  of  alerting  sexual  contacts  within  the 
last  5-10  years  regarding  their  possible  infection  by  the  AIDS 
virus.  Certain  high  risk  groups  should  be  regularly  tested,  with 
a right  to  informed  consent  and  to  refuse  the  test.  . . 2 (Em- 
phasis added) 

Consider  this  as  well.  Persons  with  AIDS  are  enti- 
tled to  privacy,  the  right  to  make  their  own  decisions, 
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and  to  be  free  from  discrimination  against  them.  How- 
ever, their  individual  rights  must  be  balanced  against 
public  policy  considerations — such  as  protecting  the 
general  public  against  spread  of  the  disease. 

With  AIDS,  the  balancing  of  these  issues  is  com- 
plicated because,  although  the  disease  is  extremely 
dangerous  to  human  life,  it  may  be  contracted  only 
under  limited  conditions. 

AIDS  Testing  as  a Prerequisite  to  Treatment 

Whether  or  not  HIV  testing  may  be  a prerequisite 
to  treatment  can  be  separated  under  two  headings — 
the  physician’s  office  and  institutions. 

The  balancing  of  individual  freedom  and  public 
policy,  as  discussed  above,  applies  to  the  physician  as 
well  as  HIV-infected  patients.  That  means  that  in  his 
office  a physician  is  free  to  treat  or  not  to  treat  whom- 
ever he  wishes.  This  may  be  governed  by  the  physi- 
cian’s own  interpretation  of  the  ethical  considerations 
involved,  such  as  the  duty  to  treat  (see  above  AMA 
statement)  and  the  availability  of  other  qualified  phy- 
sicians. An  additional  consideration  may  be  the  type 
of  medical  procedures  involved  (are  they  invasive?). 
As  well,  the  availability  of  adequate  pretesting  and 
posttesting  counseling  in  an  office  must  be  factored  in. 

The  availability  of  counseling  is  a serious  matter 
simply  because  the  current  state  of  the  art  of  HIV  test- 
ing involves  a significant  percentage  of  false-positive 
results,  and  in  some  cases  the  virus  may  be  present  but 
dormant,  resulting  in  a misleading  negative  test  result. 
In  either  case,  the  prospective  patient  is  subject  to  se- 
vere emotional  distress.  If  the  physician  has  not  ade- 
quately informed  and  counseled  the  person,  a civil  ac- 
tion based  on  a tort  claim  may  result.  Therefore,  any 
physician  requiring  pretreatment  HIV  testing  of  pa- 
tients may  wish  to  consider  the  addition  of  a qualified 
counselor  to  his  office  staff. 

Ultimately,  each  physician  must  make  the  choice  as 
to  whether  or  not  to  require  pretreatment  testing.  If 
the  decision  is  in  favor  of  testing,  here  are  some  pro- 
cedures that  should  be  considered. 

(1)  Develop  a specific  written  testing  policy.  It 
would  help  to  include  any  additional  office  visits  and 
charges  which  are  directly  linked  to  the  policy. 

(2)  Post  a conspicuous  sign  stating  that  you  require 
an  HIV  test  as  a prerequisite  to  treatment. 

(3)  Prepare  an  “informed  consent’’  form  requiring 
the  patient’s  signature.  The  April  1987  Centers  for 
Disease  Control  Report  on  AIDS  suggests,  “Ideally,  a 
person  who  requests  testing  or  for  whom  testing  is  rec- 
ommended should  have  a reasonable  understanding  of 
the  medical  and  social  aspects  of  HIV  infection  and 
the  process  of  posttest  counseling  before  giving  his/her 
verbal  or  written  consent  to  be  tested.  The  person  also 
should  understand  his/her  right  to  choose  not  to  be 
tested.”3  The  form  should  also  refer  to  the  applicable 
Tennessee  statutes  requiring  confidentiality  and  re- 
porting to  state  authorities. 

(4)  Have  someone  in  the  office  available  to  answer 
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questions  and  explain  the  policy. 

Be  careful  about  selective  testing.  Although  there 
are  some  geographic  areas  and  demographic  cate- 
gories that  are  regarded  as  “high  risk,”  any  arbitrary 
basis  for  selecting  persons  to  be  tested  could  be  la- 
beled discriminatory.  Before  proceeding  in  any  fash- 
ion, contact  an  attorney  who  can  properly  advise  you 
on  all  of  the  above  suggestions. 

Institutional  Settings 

The  Centers  for  Disease  Control  articulated  its  rec- 
ommendations for  institutional  settings  in  its  Aug.  21, 
1987  report  entitled  “Recommendations  for  Preven- 
tion of  HIV  Transmission  in  Health-Care  Settings”  as 
follows: 

Previous  CDC  recommendations  have  emphasized  the 
value  of  HIV  serologic  testing  of  patients  for:  1)  management 
of  parenteral  or  mucous-membrane  exposures  of  health-care 
workers,  2)  patient  diagnosis  and  management,  and  3)  coun- 
seling and  serologic  testing  to  prevent  and  control  HIV  trans- 
mission in  the  community.  In  addition,  more  recent  recom- 
mendations have  stated  that  hospitals,  in  conjunction  with 
state  and  local  health  departments,  should  periodically  deter- 
mine the  prevalence  of  HIV  infection  among  patients  from 
age  groups  at  highest  risk  of  infection. 

Adherence  to  universal  blood  and  body-fluid  precautions 
recommended  for  the  care  of  all  patients  will  minimize  the 
risk  of  transmission  of  HIV  and  other  blood-borne  pathogens 
from  patients  to  health-care  workers.  The  utility  of  routine 
HIV  serologic  testing  of  patients  as  an  adjunct  to  universal 
precautions  is  unknown.  Results  of  such  testing  may  not  be 
available  in  emergency  or  outpatient  settings.  In  addition,  some 
recently  infected  patients  will  not  have  detectable  antibody  to 
HIV  . '.  . 

Testing  programs,  if  developed,  should  include  the  fol- 
lowing principles: 

• Obtaining  consent  for  testing. 

• Informing  patients  of  test  results,  and  providing  counseling 
for  seropositive  patients  by  properly  trained  persons. 

• Assuring  that  confidentiality  safeguards  are  in  place  to  lim- 
it knowledge  of  test  results  to  those  directly  involved  in  the 
care  of  infected  patients  or  as  required  by  law. 

• Assuring  that  identification  of  infected  patients  will  not  re- 
sult in  denial  of  needed  care  or  provision  of  suboptimal 
care. 

• Evaluating  prospectively  (1)  the  efficacy  of  the  program  in 
reducing  the  incidence  of  parenteral,  mucous-membrane, 
or  significant  cutaneous  exposures  of  health-care  workers 
to  the  blood  or  other  body  fluids  of  HIV-infected  patients 
and  (2)  the  effect  of  modified  procedures  on  patients.4 
(Emphasis  added) 

In  short,  it  may  be  possible  for  a hospital  to  insti- 
tute an  HIV  testing  policy  for  nonemergency  or  pre- 
planned hospital  stays. 

A testing  policy  for  the  emergency  room  (ER)  may 
be  more  difficult.  Even  in  the  ER  a number  of  pa- 
tients could  take  time  to  sign  the  requisite  forms  and 
receive  counseling.  But  how  about  a trauma  patient  in 
a life  threatening  situation?  One  Nashville  physician 
answered  the  question  succinctly,  “You’ve  got  to  treat 
them  and  you  have  to  assume  they  are  HIV  positive.” 
That  is  probably  as  good  an  answer  as  there  is,  al- 
though, there  is  an  infinite  variety  of  conditions  and 
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situations  that  could  occur  and  pose  potential  liability 
to  the  institution  and  its  medical  staff. 

Whether  or  not  a health  care  institution  requires 
HIV  testing  as  a prerequisite  to  treatment,  some  sort 
of  AIDS  policy  should  be  in  place.  Health  attorney 
Barbara  R.  Pankau  suggests  these  considerations  for 
institutional  settings  in  her  article  on  AIDS,  which  ap- 
peared in  the  fall  1987  issue  of  The  Health  Lawyer: 

In  the  developing  and  uncertain  environment  caused  by 
the  advent  of  AIDS,  the  principal  responsibility  of  institu- 
tional providers  is  to  develop  protocol  which  addresses  the 
difficult  treatment  and  ethical  issues  that  are  emerging.  The 
term  “protocol”  may  mean  educational  programs,  personal 
directives,  written  policies,  bylaws,  amendments  or  other 
measures  that  a particular  provider  deems  appropriate. 

Perhaps  the  only  benefit  of  the  lack  of  precedent  is  the 
resulting  discretion  each  provider  has  to  implement  institu- 
tion-specific responses  to  the  issues.  The  most  substantial  ex- 
posure to  liability  should  result  from  failure  to  study  and  take 
action,  rather  than  from  action  in  one  format  or  another  that 
may  ultimately  prove  ineffective  but  that  was  based  on  a rea- 
sonable interpretation  of  current  knowledge  at  the  time  it  was 
implemented.  Once  appropriate  action  is  decided  upon,  how- 
ever, the  provider  must  continue  to  review  and  evaluate  its 
effectiveness  and  make  changes  as  indicated.5 


Conclusion 

It  should  be  noted  that  most  data  on  the  matter  of 
HIV  testing  address  it  on  a “voluntary”  or  “recom- 
mended” basis.  Mandatory  testing,  or  testing  without 
permission  of  the  patient,  could  be  accomplished  only 
on  an  extremely  limited  basis,  at  best.  Clearly,  the 
problems  of  implementing  any  HIV  testing  policy  re- 
quire in-depth  discussions  and  debate  before  imple- 
mentation. Consult  your  attorney,  your  peers,  and  your 
associates.  Think  about  ethics,  morals,  patient  rights, 
staff  rights,  discrimination,  counseling,  health,  geog- 
raphy, costs,  test  results,  and  make  your  decision  an 
informed  one.  r — T7 
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ARE  YOU  READY  FOR  ACLS? 


/f  you  are  a physician, 
nurse  or  paramedic,  you 
probably  do  not  have 
16-20  hours  to  spend  on 
classroom  preparation  for  cer- 
tification or  recertification 
in  Advanced  Cardiac  Life  Sup- 
port. No  longer  is  it  necessary 
for  you  to  adjust  your  schedule  to  a classroom  time. 

Available  for  the  first  time  is  a comprehensive 
ACLS  preparatory  course  designed  for  home  study. 


To  find  out  more 

1-800-3590840. 


This  videotape  series  in- 
cludes discussions  by  experts 
regarding  EKC,  pharmacology, 
acid-base,  and  more.  Dem- 
onstrations on  airway  and 
basic  life  support  techniques 
are  thoroughly  covered.  The 
series  will  also  prepare 
you  for  a Mega  Code  situation, 
about  this  program  call 
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Loss  Prevention  Case  of  the  Month 


Any  Old  Hired  Gun  Will  Do! 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 46-year-old  male  with  insulin-dependent  diabetes  since 
age  17  entered  the  emergency  room  with  a six-year  history  of 
severe  headache,  vomiting,  and  drowsiness.  His  attending 
physician  was  notified  and  came  to  the  emergency  room  about 
9 pm  and  conducted  a physical  examination. 

The  patient  had  a history  of  poorly  controlled  hyperten- 
sion for  the  past  three  years.  For  several  months  he  had  shown 
some  proteinuria,  occasional  red  blood  cells  in  the  urine,  and 
a slightly  elevated  serum  creatinine.  He  had  also  experienced 
some  visual  disturbances  as  a result  of  diabetic  retinopathy. 
He  presented  the  picture  of  multisystem  disease  based  on  the 
diabetes. 

On  examination,  the  patient  was  afebrile,  his  blood  pres- 
sure was  190/110  mm  Hg,  pulse  94/min  and  regular,  and  res- 
pirations rapid  and  deep.  The  neurologic  examination  showed 
no  localized  deficit.  Admission  laboratory  studies  showed  an 
elevated  blood  sugar  at  536  mg/dl,  normal  hemogram,  and  a 
creatinine  of  2.4  mg/dl.  The  urine  was  2+  for  protein  and 
4+  for  sugar.  An  occasional  red  blood  cell  was  present  in 
the  urine.  The  EKG  showed  ST-T  abnormalities,  which  were 
considered  to  be  nonspecific. 

Because  of  the  severe  unrelenting  headache,  an  impend- 
ing stroke  was  feared  and  a stat  neurological  consultation  was 
requested.  The  neurologist  consulted  was  not  familiar  with 
the  details  of  this  case,  and  the  available  progress  notes  and 
the  admission  note  were  of  little  help  in  this  regard.  He  con- 
firmed the  nonspecific  character  of  the  presenting  picture  and 
ordered  a four-vessel  cerebral  arteriogram.  The  test  was  car- 
ried out  as  an  emergency  procedure  but  no  abnormalities  were 
reported.  The  neurologist  ordered  a glucose  tolerance  test 
(GTT)  in  the  morning. 

The  nurses  questioned  the  order  among  themselves  but 
did  not  notify  the  attending  physician  or  the  neurologist  of 
their  concerns.  The  attending  physician  had  ordered  a pre- 
meal urine  test  for  glucose  and  a routine  regular  insulin  slid- 
ing scale  three  times  a day. 

The  next  morning,  the  attending  physician  cancelled  the 
order  for  the  GTT,  not  recognizing  that  the  test  had  already 
been  started  and  the  one-hour  post-meal  blood  sugar  had  al- 
ready been  drawn.  By  2 pm  that  first  day  after  admission,  the 
patient  was  found  to  be  more  lethargic  and  flushed,  with  very 
deep  and  rapid  respirations.  The  attending  physician  was  called 
and  immediately  recognized  diabetic  ketoacidosis.  The  pre- 
viously drawn  blood  sugar  was  reported  at  1,264  mg/dl.  Dur- 
ing the  successful  management  of  the  ketoacidosis,  the  pa- 
tient complained  of  midsternal  pain  with  some  radiation  into 
the  neck.  The  EKG  showed  definite  changes  in  the  ST-T  seg- 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 
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ments,  prompting  the  cardiologist  who  was  consulted  to  spec- 
ulate that  the  patient  had  had  a subendocardial  myocardial 
infarction. 

The  remaining  days  of  his  hospitalization  were  unevent- 
ful, and  the  patient  was  discharged  with  a diagnosis  of  dia- 
betes mellitus,  ketoacidosis,  diabetic  retinopathy,  diabetic 
nephropathy,  coronary  artery  disease,  acute  myocardial  in- 
farction, and  hypertension. 

Two  weeks  after  discharge  a lawsuit  was  filed  charging  the 
attending  physician  and  the  consulting  neurologist  with  neg- 
ligence. In  the  lawsuit,  the  plaintiff  patient  charged  that  as  a 
result  of  the  GTT,  inappropriately  ordered,  he  experienced 
an  acute  MI,  rendering  him  totally  and  permanently  disabled. 

During  the  discovery  stage  of  the  litigation,  a typical  “hired 
gun”  medical  expert  testified  against  everybody  involved  in 
the  case  except  the  cardiologist.  He  testified  that  within  a 
reasonable  degree  of  medical  certainty,  the  GTT  caused  the 
ketoacidosis,  which,  in  turn,  produced  severe  hyperosmolar- 
ity  which  led  to  the  MI. 

Although  several  experts  testified  that  the  GTT  probably 
had  little  or  nothing  to  do  with  the  outcome  in  this  case,  none 
would  defend  the  ordering  of  the  GTT  was  within  any  ac- 
ceptable standard  of  care  in  this  case,  and  none  could  defend 
the  less  than  aggressive  management  of  the  severe  ketoaci- 
dosis. 

This  case  was  settled  before  trial  with  a large  contribution 
on  the  part  of  the  attending  physician  and  the  neurologist. 
The  hospital  had  previously  settled. 

Loss  Prevention  Comments 

There  are  many  questions  of  quality  in  the  manage- 
ment of  this  case.  The  record  would  suggest  that  the 
attending  physician  did  not  appreciate  the  early  signs 
of  ketoacidosis  that  were  present  on  admission  and  re- 
corded in  the  emergency  room  record.  Having  admit- 
ted this  brittle  diabetic  with  evidence  of  both  retinal 
and  renal  complications,  the  approach  was  at  best 
sluggish.  Instead  of  ordering  frequent  blood  examina- 
tions for  glucose,  the  physician  ordered  only  that  the 
urine  be  tested.  Having  asked  for  a consultation  by  the 
neurologist,  the  attending  physician  did  not  adequate- 
ly inform  him  of  the  existing  extent  of  this  patient’s 
disease.  There  was  poor  documentation  in  this  regard. 

The  consulting  neurologist  did  not  adequately  as- 
sess this  patient  either  by  history  or  physical  exami- 
nation, or  he  would  at  least  have  waited  for  the  report 
of  the  admission  blood  sugar  before  ordering  the  GTT. 

The  hired  gun  was  a poor  one  as  hired  guns  go. 
But,  when  management  is  marginal,  and  documenta- 
tion is  poor,  any  old  hired  gun  will  do!  r T 
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A Time  for  Reflection 

As  I begin  this  year  as  president  of  Tennessee  Medical  Association,  var- 
ious emotions  surface  and  I would  like  to  share  them  with  you.  I am  sure 
they  are  not  peculiar  to  me  but  to  all  of  us. 

On  the  one  hand  I am  intensely  proud  of  this  profession  because  it  has 
earned  the  respect  and  honor  of  our  society.  This  was  done  by  hard  work, 
sacrifice,  and  selfless  devotion  to  patients  by  those  who  went  before  us  in 
academia,  research,  and  bedside  care.  However.  I am  deeply  distressed  by 
the  constant  attacks  on  this  profession  by  outside  forces.  We  are  all  aware 
of  the  ever-present  pressures  of  government  to  decrease  medical  care  cost, 
all  done  in  a most  accusatory  and  defaming  manner,  of  attacks  by  private 
third  party  payors  with  demands  for  excessive  documentations  of  services 
rendered  or  even  before  services  can  be  given,  of  increasing  malpractice 
litigation  pressures  for  bad  results,  poor  outcomes,  or  occurrences  that  we 
may  have  had  no  part  in,  and  of  constant  newspaper  diatribes  accusing  the 
medical  profession  of  fraud  and  deceit. 

This  distressing  dichotomy  of  emotions  in  my  own  mind  has  caused  me 
to  try  to  evaluate,  try  to  discern  the  problem  and  attempt  to  come  to  some 
answers. 

We  have  been  given  the  place  of  honor  and  eminence  in  our  society  not 
by  the  latest  laser  techniques,  by  coronary  artery  bypass  surgery,  or  by  the 
newest  diabetes  mellitus  treatment  or  oncologic  advances.  None  of  those 
was  in  place  when  our  heritage  and  place  of  honor  in  our  society  was  being 
formed.  It  was  given  to  us  by  our  predecessors  in  medicine  because  of  an 
intimate  one-on-one  service  to  our  patients — the  very  unscientific  but  essen- 
tial act  of  personal  service  on  a close,  caring,  listening,  touching  treatment 
basis.  This,  you  will  pause  for  a moment  and  reflect,  is  exactly  what  all  of 
us  want  when  we  have  need  of  someone — be  it  medical  need,  emotional 
need,  or  help  for  repairing  an  auto  or  fixing  a problem  in  our  home. 

It  is  the  basis  for  our  respect  that  has  come  from  personal  integrity  in  our 
relationship  to  our  patients.  I firmly  believe  that  in  order  to  restore  this  trust 
in  our  physician-patient  relationship  it  is  going  to  be  at  a very  personal  basic 
one-on-one  relationship.  Your  patient  has  to  believe  that  you  are  his  advo- 
cate. He  must  believe  that  our  combating  the  federal  government  because 
of  its  odious  rules  is  to  protect  him  and  not  our  wallet.  He  has  to  believe 
that  tort  reform  legislation  is  being  sought  in  his  interest  and  not  for  our 
own  self-esteem.  Your  patient  has  to  become  your  advocate  in  the  political 
arena  and  believe  that  is  in  his  best  interest  also. 

We  have  to  return  to  a profession  of  service  to  the  sick  and  needy  in  a 
credible  manner,  making  certain  that  all  our  requests  and  needs  are  not  self- 
serving.  Then  we  can  make  some  headway  in  protecting  our  physician-pa- 
tient relationship  from  outside  forces. 

Please  take  the  time  to  become  friends  with  your  patients  and  generate 
the  trust  you  both  need.  It  will  be  time  well  spent. 
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editorial/ 


Somethin’  Gon’  Gitcha 

As  the  hunter  bent  over  his  fallen  prey,  he 
failed  to  see  the  cougar  crouched  on  the  limb 
above.  “Look  out,”  screamed  Mona.  The  hunter 
turned  and  fired  instinctively;  the  cougar  fell  dead 
at  his  feet.  Or — 

Frozen  in  horror,  Mona  watched,  paralyzed, 
as  the  cougar,  in  what  seemed  to  her  slow  mo- 
tion, sprang  onto  the  bent  figure  and  gobbled  him 
up.  Or — 
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Frozen  in  horror,  Mona  watched  as  the  cougar 
sprang  at  the  bent  figure.  Hearing  the  rustle  in 
the  leaves  as  the  cougar  sprang,  the  hunter 
dodged,  and  the  cougar  missed.  As  the  hunter 
dodged,  he  kicked  his  rifle,  which  went  off  and 
shot  him  through  the  head.  The  cougar  fled. 
Mona  fainted.  Or — 

Hearing  the  rustle  in  the  leaves  as  the  cougar 
sprang,  the  hunter  turned  to  stare  into  the  cou- 
gar’s open  jaws.  He  screamed  in  terror,  only  to 
feel  Mona  shake  him  and  hear  her  say,  “Wake 
up!  Wake  up.”  Or — 

As  the  hunter  bent  over  his  fallen  prey,  he 
failed  to  see  the  cougar  crouched  on  the  limb 
above.  Frozen  in  horror,  Mona  watched  as  the 
cougar,  in  slow  motion,  sprang  at  the  bent  fig- 
ure. While  the  cougar  was  in  midair  the  TV 
screen  went  black.  Mona  never  found  out  what 
happened  to  the  hunter — or  the  cougar. 

Boring,  what?  It’s  a parable,  sort  of — or  a se- 
ries of  them. 

We  are  surrounded  by  an  assortment  of  cou- 
gars, some  of  them  real  and  some  not:  natural 
disasters,  over  which  we  have  no  control;  man- 
made disasters  and  disease,  over  which  we  may 
or  may  not  have.  Even  if  we  cannot  control  them, 
we  can  sometimes  take  steps  to  mitigate  or  even 
negate  their  effects,  such  as  lying  in  a ditch  when 
a tornado  is  about,  or  wearing  seat  belts  in  antic- 
ipation of  an  auto  accident.  We  have  tamed  a lot 
of,  and  even  eradicated  some,  diseases,  and  are 
on  our  way  towards  doing  the  same  to  others. 
We  even  appear  to  be  making  headway  against 
AIDS,  though  that  may  be  only  wishful  thinking; 
hope  springs  eternal. 

A lot  of  his  disasters,  of  course,  man  brings 
on  himself — shoots  himself  in  the  foot,  so  to 
speak,  or  even  in  the  head.  AIDS,  for  example, 
is  in  most  instances  the  result  of  personal  dere- 
liction. Only  yesterday  an  automobile  failed  to 
yield  right-of-way  and  broadsided  an  ambulance. 
The  occupants  of  the  car  were  seriously  injured. 
None  of  them  was  wearing  a seat  belt.  And  then 
there’s  smoking.  Despite  all  the  evidence  of  all 
the  bad  things  both  tobacco  and  its  smoke  do  to 
folks,  they  persist  in  its  use.  I think  I would  not 
bother  bothering  myself  about  all  of  those  things 
if  it  were  only  the  derelictor  who  was  being 
harmed.  Unfortunately,  there  are  derelictees  who 
are  either  directly  or  indirectly  involved.  Indi- 
rectly we  all  are,  since  a large  part  of  the  dwin- 
dling stock  of  health  care  dollars  and  energy  goes 
for  trying  to  undo  or  mitigate  the  derelictors’ 
derelictions  toward  us  derelictees. 
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Dr.  Barney  Brooks,  in  my  day  the  role  model 
of  some  and  anathema  to  a whole  lot  more  med- 
ical students  at  Vanderbilt  in  his  position  as  head 
of  the  department  of  surgery,  was  never  one  to 
grope  for  words.  Once  on  ward  rounds  he  inter- 
rupted one  of  my  classmates  in  his  oration  about 
a case  with,  “Oh  my  God,  young  man!  You’re 
having  fever  dreams!”  It  is  such  dreams  that  this 
editorial  is  about.  It  is  about  my  last  two  illustra- 
tions above,  which  actually  are  almost  identical, 
having  to  do  with  feverish  imaginings,  in  the  one 
case  one's  own  and  in  the  other  somebody  else’s. 

Some  things  are  clearly  carcinogenic,  and  some 
other  things  are  just  plain  dangerous,  but  things 
are  not  always  as  they  seem,  and  sometimes  one’s 
credulity  is  strained  by  the  accusations  against 
them.  In  fact,  one  tends  to  adopt  the  attitude  of 
the  townspeople  toward  the  little  boy  who  kept 
telling  them  the  wolf  was  coming;  when  one  fi- 
nally did  show  up,  they  were  caught  napping.  I may 
be  one  of  the  ones  caught  napping  someday,  but  I 
won’t  be  running  scared  all  the  time,  as  some  folks 
seem  to  be.  I require  some  convincing. 

Martin  Katahn’s  famous  diet  must  be  in  a 
pickle  right  now,  thanks  to  what  I think  is  largely 
a media-generated  ploy  to  retain  our  sometimes 
understandably  flagging  attention.  His  diet  de- 
pends heavily  on  apples — not  just  one  a day,  but 
one  whenever  hunger  strikes.  Well,  thanks  to  the 
tube  and  one  of  its  programs  that  I won't  deign 
to  mention,  cancer  is  in  and  apples  are  out.  Inci- 
dentally, you  did  know,  didn't  you,  that  there  is 
cyanide  in  apple  seeds?  There  is.  In  almonds,  too. 

Speaking  of  which,  the  Chilean  economy  is  a 
shambles  because  somebody  found  cyanide  in  a 
couple  of  their  grapes.  Now,  unlike  some  other 
things,  there  is  an  immediacy  about  cyanide.  As 
it  turns  out,  though,  the  acid  in  the  grape  quickly 
converts  the  sodium  cyanide  to  hydrogen  cya- 
nide, which,  being  a gas,  quickly  dissipates.  This 
is  just  an  observation,  and  not  a recommenda- 
tion. Back  to  apples. 

Some  time  back  it  was  found  that  saccharin 
produced  cancer  in  rats — or  maybe  it  was  mice. 
In  any  case,  saccharin  was  banned,  throwing  the 
food  industry  into  a tizzy.  Of  course,  to  get  can- 
cer— or  to  maybe  get  cancer — one  would  have  to 
ingest  several  times  his  body  weight  of  the  stuff, 
and  even  then  the  chances  are  he  wouldn't — get 
cancer,  I mean  (bladder,  I think  it  was).  The 
pesticide  Alar  has  been  properly  demonstrated 
to  be  a bad  actor,  but  fruit  growers  say  they  have 
quit  using  the  stuff.  The  media — again  of 
course — dispute  it.  They  say  the  growers  lie. 


A wag  once  observed  that  more  people  are 
living  off  cancer  than  are  dying  of  it.  You  need 
to  be  circumspect  about  who  it  is  that  is  giving 
you  advice.  Remember,  jobs  are  at  stake,  and 
when  you  stir  in  consumer  advocates,  who  would 
have  no  job  if  they  didn’t  keep  scaring  people, 
and  the  media  monsters,  who  would  have  no  job 
if  they  didn’t  keep  titillating  people  (and  scaring 
them,  to  boot),  you  have  an  explosive  mixture. 
When  a story  is  to  be  had,  no  one  waits  to  see  if 
it  has  any  substance.  It  is  the  day  of  the  quick 
fix. 

This  is  not  to  say  there  aren’t  cougars  out 
there.  There  are.  Just  be  careful  that  somebody 
(you  know  who)  hasn’t  dressed  a pussy-cat  up  to 
look  like  one.  It  happens  all  the  time.  Consumer 
advocates  have  as  their  stated  raison  d’etre  pro- 
tection of  the  public  from  entrepreneurs  who  prey 
on  them.  They  might  try  protecting  us  from  the 
media.  And  who  is  to  protect  us  from  them? 

J.B.T. 


Relativity  Revisited 

One  of  the  problems  with  the  publishing  busi- 
ness is  deadlines.  In  addition  to  having  to  meet 
them,  which  can  be  an  annoyance,  they  have  the 
additional  problem  of  summarily  terminating  de- 
bate. A reporter’s  story  may  oe  gone  if  he  waits 
until  the  next  issue  to  get  all  his  ducks  in  a row, 
and  so  he  rushes  out  to  father  what  may  turn  out 
to  be  an  illegitimate  offspring.  I am  suffering  from 
the  deadline  syndrome  right  now;  my  facts  are 
not  all  in,  but  for  purposes  of  this  editorial  I be- 
lieve the  missing  pieces  aren’t  necessary,  since  it 
is  more  generic  than  specific. 

One  sometimes  has  to  wonder  who  it  is  that  is 
running  things  in  this  country,  and  for  what  pur- 
pose. At  other  times  one  is  afraid  he  knows,  and 
the  revelation  is  at  best  disquieting;  “frighten- 
ing” might  be  more  appropriate.  One  has  only  to 
look  at  incomes  to  find  that  out.  No  one  bats  an 
eye  when  professional  athletes  and  entertainers 
pull  down  a seven  figure  salary,  with  a number 
in  front  greater  than  one — often  several  times 
greater.  Dontcha  wannum  ta  make  a livin’,  fa 
Pete’s  sake? 

I am  not  one  who  thinks  the  Congress  is  nec- 
essarily overpaid,  though  some  of  its  members 
clearly  are.  I thought  the  raise  they  were  to  have 
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gotten  was  a little  much,  but  it  was  not  even  that 
that  got  them  in  trouble.  It  was  the  devious  man- 
ner in  which  they,  characteristically,  went  about 
getting  it,  and  their  tying  of  federal  judges'  raises 
to  their  own,  that  raised  hackles.  (For  once  the 
great  American  public  cried,  “Enough!")  Those 
same  folks  are  the  ones  who  lead  the  howl  when 
a doctor’s  income  gets  into  just  six  figures,  and 
at  the  low  end,  at  that.  (I’m  talking  about  a one 
as  the  front  figure.) 

The  Japanese  are  threatening  to  take  leader- 
ship in  just  about  any  area  of  endeavor  you  can 
name.  We  worry  about  it  nationally — or  at  least 
there  has  been  a lot  of  public  handwringing  over 
it.  But  do  we  really  care?  I doubt  it.  I will  tell 
you  why  I doubt  it. 

Japan  has  virtually — maybe  actually — 100% 
literacy;  it  is  not  just  token  literacy,  either.  Their 
children  spend  nearly  twice  the  time  in  their 
classroom  that  ours  do.  When  they  finish  high 
school,  they  can  read;  not  all  of  ours  can.  They 
can  also  get  four  every  time  they  add  two  and 
two;  not  all  of  ours  can  do  that,  either.  They  val- 
ue education.  Do  we?  Of  course  we  do,  say  you. 

There  may  be  a lower  paid  profession  than  the 
teaching  profession,  but  if  there  is  I don’t  know 
which  one,  unless  it  may  be  nurses  (which  should 
also  tell  us  something).  Airline  baggage  handlers 
make  more — a whole  lot  more  than  some,  and 
just  look  how  good  a job  they  do;  of  course,  many 
of  them  likely  can’t  read.  But  what  I thought  was 
the  clincher  was  a bill  introduced  into  the  Ten- 
nessee Legislature  by  the  tourist  industry.  Tour- 
ism, they  said,  is  Tennessee’s  number  one  indus- 
try. (It  may  or  may  not  be,  but  that  is  beside  the 
point.)  Starting  school  (get  this)  before  Labor 
Day,  when  the  tourist  season  ends,  they  said,  is 
damaging  the  tourist  industry  by  taking  needed 
workers  from  the  vineyards.  (That  is  a figure  of 
speech,  of  course,  but  it  doesn’t  miss  the  target 
by  much.) 

So  let’s,  they  said,  pass  a law  that  school  can’t 
start  before  Labor  Day,  so  that  our  beloved 
Tourism  doesn’t  suffer,  they  said.  (What  they 
mean,  of  course,  is,  so  that  our  back  pockets 
don’t  lose  weight.)  As  of  my  deadline,  that  bill 
had  not  come  to  a vote.  It  doesn’t  matter.  What 
matters  is  that  such  a bill  was  seriously  consid- 
ered. One  would  think  it  would  have  been 
laughed  out  of  existence — or  even  laughed  out 
before  its  existence.  It  wasn’t. 

Are  we  in  the  United  States  interested — really 
interested — in  education?  Be  serious. 

J.B.T. 
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Candida  Allergy 

To  the  Editor: 

The  Health  and  Environment  Report,  “ Trends  in 
Suicide  Among  Tennessee  Youths  Age  10  to  24  Years,” 
(J  Term  Med  Assoc  82:28,  1989)  prompts  me  to  write 
and  briefly  report  on  my  experiences  with  a 19-year- 
old  college  girl,  Sue  (not  her  name),  who  committed 
suicide  in  1985. 

During  her  pre-school  years,  she  was  bothered  by 
repeated  ear  infections  and  allergies.  While  in  gram- 
mar school  she  was  troubled  by  recurrent  abdominal 
pain,  throat  infections  and  severe  athlete’s  foot.  She 
also  continued  to  have  frequent  sore  throats  and  ear 
infections,  and  took  repeated  courses  of  antibiotics.  She 
was  also  troubled  with  fatigue,  recurrent  vaginal  infec- 
tions, diarrhea,  constipation,  persistent  headaches, 
sugar  craving,  and  sensitivity  to  industrial  and  chemi- 
cal odors.  Controlling  her  weight  became  a major 
problem. 

At  the  age  of  18,  Sue  developed  severe  fatigue  and 
recurrent  episodes  of  depression.  In  a letter  to  me  she 
said,  “Doctors  have  always  dismissed  my  symptoms 
because  the  usual  tests  find  nothing  wrong.  Some  say 
that  my  problems  are  all  mental,  others  say  they’re 
because  I’m  overweight.” 

Sue  came  to  see  me  in  the  fall  of  1984.  Because  of 
her  recurrent  vaginitis  and  digestive  problems,  and  be- 
cause she  had  received  prolonged  courses  of  antibiotic 
drugs,  I believed  that  her  health  problems  were  Can- 
dida related.  I prescribed  a special  diet  and  oral  anti- 
fungal medications,  including  both  nystatin  and  Nizor- 
al. She  showed  a substantial  improvement. 

Subsequently,  her  antifungal  therapy  was  discontin- 
ued by  her  college  physician  and  she  was  hospitalized 
for  several  months  in  the  spring  of  1985.  The  day  she 
was  released  from  the  hospital,  she  killed  herself. 

Obviously,  psychological  stresses  at  home,  at  school, 
on  the  job,  and  in  the  world  play  a part  in  teenage 
suicide.  Other  factors  may  also  be  important,  includ- 
ing genetic,  nutritional,  allergic,  toxic,  metabolic  and 
environmental.  In  addition,  there  may  be  the  “copy 
cat”  factor. 

Although  the  relationship  of  Candida  albicans  to 
fatigue,  depression,  and  other  systemic  and  nervous 
system  symptoms  has  been  referred  to  as  “speculative 
and  unproven,”  there  is  scientific  support  for  this  hy- 
pothesis, which  was  first  suggested  by  C.  Orian  Truss, 
an  Alabama  internist. 

At  the  recent  Candida  Update  Conference  in 
Memphis,  John  Crayton,  chairman  of  the  Department 
of  Psychiatry,  Loyola  Medical  School,  Chicago,  de- 
scribed his  clinical  and  laboratory  studies  on  the  Can- 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


didal human  interaction.  In  the  abstract  of  his  presen- 
tation, Dr.  Crayton  stated,  “Reports  have  emerged  that 
associate  adverse  reactions  to  foods  with  the  presence 
of  an  overgrowth  of  Candida  albicans.  The  diagnosis 
is  usually  made  on  the  basis  of  a clinical  picture  char- 
acterized by  fatigue,  weakness,  depression  and  a vari- 
ety of  somatic  problems  with  may  involve  every  organ 
system  . . . [Our]  data  suggest  that  food-intolerant-po- 
lysymptomatic  subjects  have  higher  antibody  levels  to 
Candida  antigens  than  asymptomatic  controls.” 

Based  on  my  experiences  with  a number  of  de- 
pressed patients,  and  the  observations  of  Truss,  Cray- 
ton, and  others,  it  would  seem  appropriate  for  the  re- 
lationship of  food  sensitivities  and  Candida  albicans 
infections  to  be  given  serious  consideration.  Such  a re- 
lationship should  be  suspected  especially  in  the  poly- 
symptomatic  individual  who  has  received  multiple 
courses  of  broad  spectrum  antibiotic  drugs  and  more 
especially  in  female  patients  who  give  a history  of  re- 
current vaginal  yeast  infections. 

William  G.  Crook,  M.D. 

681  Skyline  Dr. 

Jackson,  TN  38301 


SSA  Disability  Determinations 

To  the  Editor: 

I rarely  read  an  article  which  prompts  me  to  write 
to  the  editor  concerning  commenting  or  criticizing  an 
article  that  I have  just  read.  I could  not  help  but  reply 
to  the  article  written  by  Mr.  William  M.  Stephens  which 
I considered  a snide,  sarcastic  article  addressed  to 
physicians  (7  Tenn  Med  Assoc  82:26-27 , 1989).  I won- 
der if  Mr.  Stephens  knows  how  many  times  that  we  as 
physicians  receive  blanket  requests  for  information 
from  the  Social  Security  Administration  on  patients  that 
we  may  have  seen  on  only  one  occasion,  on  patients 
that  we  have  not  seen  for  four  or  five  years,  on  pa- 
tients whose  illness  that  we  have  treated  has  no  rela- 
tionship to  any  disability  they  might  be  claiming  at  the 
present  time. 

As  an  otolaryngologist,  I certainly  do  see  individu- 
als with  severe  deafness  or  with  vertiginous  problems 
that  would  require  their  being  placed  on  disability; 
however,  this  occurs  approximately  once  for  20  patient 
requests  that  I receive  in  this  office.  Item  #3,  which 
Mr.  Stephens  has  outlined  for  us  as  reasons  for  having 
a patient  turned  down  for  disability,  is  about  the  func- 
tional capacity  of  a patient.  I wonder  just  how  practi- 
cal it  is  for  me,  an  otolaryngologist,  to  describe  the 
functional  ability  of  a patient  in  relationship  to  his 
deafness  and  the  number  of  hours  of  workday  he  might 
do,  the  amount  of  stooping  or  bending,  or  the  length 
of  time  he  should  be  on  his  feet.  In  my  opinion,  the 
Social  Security  Administration  should  straighten  out 
their  act  in  relationship  to  requests  to  the  individual 
physicians  concerning  the  individual  patient.  There  is 
no  reason  for  them  to  send  out  blanket  requests  to 
each  and  every  physician  seen  by  that  particular  pa- 
tient over  a number  of  years,  particularly  with  illnesses 


that  have  no  relationship  to  the  disability  that  they  are 
claiming.  I know  that  I am  not  alone  in  complaining 
about  the  many  requests  to  physicians'  offices  for  dis- 
ability evaluations  of  patients  for  complaints  that  are 
completely  out  of  their  specialty  or  expertise  or  dis- 
ease and  illness  processes  for  which  they  have  not  been 
treated  for  years.  In  my  opinion,  I can  see  why  Mr. 
Stephens  sends  us  six  ways  to  keep  patients  off  the 
disability  rolls,  when  most  of  those  six  complaints  that 
he  describes  in  his  article  do  not  apply  to  that  partic- 
ular physician  or  the  patient.  Mr.  Stephens  may  even- 
tually obtain  some  remuneration  from  the  patient  once 
he  is  placed  on  the  disability  rolls  by  the  Social  Secu- 
rity Administration,  but  I have  yet,  for  the  first  time 
in  30  years  of  practice,  received  one  dime  over  and 
above  the  $10  that  they  have  sent  me  for  the  time  and 
effort  that  I have  spent  in  trying  to  place  a patient  on 
disability. 

Gordon  R.  Freeman,  M.D. 

431  Parkview  St. 

Dyersburg,  TN  38024 


BC/BS  Tennessee  Provider  Network 

To  the  Editor: 

Today  I received  a letter  from  Teledyne  Lewisburg 
that  they  are  the  first  private  company  to  join  the  Blue 
Cross-Blue  Shield  Tennessee  Provider  Network. 

When  this  network  was  first  marketed  to  physicians 
in  1988,  Blue  Cross-Blue  Shield  of  Tennessee  stated 
that  it  would  only  be  for  state  employees.  We  were 
asked  to  give  a 10%  discount  in  order  to  continue 
seeing  these  patients.  Many  physicians  signed  these 
contracts  in  recognition  of  the  low  salaries  paid  to  state 
employees  and  to  maintain  their  Lust. 

It  is  my  personal  opinion  that  Blue  Cross-Blue 
Shield  of  Tennessee  misrepresented  the  Tennessee 
Provider  Network  to  physicians.  Their  admission  of 
private  interests  into  this  program  shows  that  they  used 
the  state  government  to  launch  new  plans  in  order  to 
further  squeeze  Tennessee  physicians  of  their  reim- 
bursements. 

In  my  personal  opinion.  Blue  Cross-Blue  Shield  has 
been  unethical  in  their  representations  of  the  Tennes- 
see Provider  Network. 

I have  enclosed  a copy  of  the  letter  I received  from 
Teledyne  Lewisburg  for  your  information. 

James  S.  Kennedy,  M.D. 

1407  W.  Main  St. 

Franklin,  TN  37064 


February  7,  1989 
Dear  Physician: 

Effective  January  1,  1989,  Teledyne  Lewisburg  im- 
plemented a change  in  medical  insurance  coverage  from 
Blue  Cross  and  Blue  Shield  Preferred  Care  to  Blue 
Cross  and  Blue  Shield  Tennessee  Preferred. 

Teledyne  Lewisburg  is  self-insured  and  Blue  Cross 
and  Blue  Shield  of  Tennessee  administers  our  plan  for 
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our  nearly  700  employees  and  their  families.  We  are 
ever  sensitive  to  the  need  to  provide  our  employees 
and  their  dependents  with  the  best  possible  quality 
medical  care  at  the  most  cost  effective  price.  Since  we 
are  self-insured,  we  are  keenly  aware  of  the  ever  rising 
cost  of  providing  this  benefit.  At  the  same  time,  we 
recognize  the  necessity  to  remain  competitive  in  seek- 
ing new  business  in  our  marketplace. 

Prior  to  January  1,  1989,  only  employees  of  the 
State  of  Tennessee  were  covered  under  the  new  Ten- 
nessee Preferred  Network.  Teledyne  Lewisburg  and 
Schneider  Services  International  of  Arnold  Air  Force 
Base  were  the  first  two  private  interests  to  join  the 
new  network.  We  anticipate  that  other  groups  will 
participate  in  Tennessee  Preferred  as  their  current 
contracts  expire. 

We  would  like  to  take  this  opportunity,  on  behalf 
of  our  employees,  to  ask  that  you  give  consideration 
to  participating  in  this  new  concept.  If  you  have  al- 
ready joined  the  Tennessee  Preferred  Network,  we 
extend  our  gratitude  and  thanks.  If  you  have  any 
questions,  or  need  additional  information,  you  may 
contact  Blue  Cross  and  Blue  Shield  by  telephone,  (615) 
755-5772. 

We  hope  you  will  join  with  us  in  striving  for  our 
goal  of  cost  effective  quality  medical  care. 

Sincerely, 

J.R.  Wright,  President 

Teledyne  Lewisburg 


Robert  T.  Brashear,  age  84.  Died  February  20,  1989. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 

Richard  Van  Fletcher , age  81.  Died  March  9,  1989. 
Graduate  of  Johns  Hopkins  University  School  of  Med- 
icine. Member  of  Chattanooga-Hamilton  County 
Medical  Society. 


new  membef/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

William  Cecil  Stanbery , II,  M.D.,  Cleveland 

CARTER  COUNTY  MEDICAL  SOCIETY 

Michael  R.  Rakestraw,  M.D.,  Elizabethton 
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TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
February  1989.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PR  A certificate, 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Samuel  L.  Banks,  M.D.,  Chattanooga 
Harvey  H.  Barham,  M.D.,  Bolivar 
Thomas  M.  Beahm,  M.D.,  Chattanooga 
Glenn  S.  Buckspan,  M.D.,  Nashville 
James  E.  Eyssen,  M.D.,  Chattanooga 
William  T.  Farrar,  M.D,  Nashville 
Jack  Fisher,  M.D.,  Nashville 
William  E.  Foree,  M.D.,  Athens 
Roberts.  Francis,  M.D.,  Nashville 
Thaddeus  B.  Gaillard,  M.D.,  Memphis 
Norman  J.  Hamburger,  M.D.,  Nashville 
Cauley  W.  Hayes,  M.D.,  Chattanooga 
Warren  G.  Hayes,  M.D.,  Springfield 
Thomas  W.  Higginbotham,  M.D.,  Memphis 
Prabha  A.  Kunda,  M.D.,  Hixson 
Richard  G.  Lane,  M.D.,  Franklin 
Clarence  B.  Marsh,  M.D.,  Chattanooga 
William  T.  Patten,  M.D.,  Madison 
Jones  F.  Rutledge,  M.D.,  Lewisburg 
A.  J.  Von  Werssowetz,  M.D.,  Chattanooga 
Ann  O.  Wehr,  M.D.,  Nashville 
Charles  E.  White,  M.D.,  Memphis 
George  H.  Wood,  M.D.,  Knoxville 


CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Charles  C.  Adams,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Ronald  Armand  Jenkins,  M.D.,  Jackson 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Linas  J.  Adams,  M.D.,  Knoxville 
Hiram  E.  Crutchfield,  M.D.,  Knoxville 
Joseph  B.  Delozier,  M.D.,  Knoxville 
William  T.  Dobbins,  M.D.,  Loudon 
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Susan  Price  Dodd , M.D. , Knoxville 
Thomas  A.  Lincoln,  M.D.,  Oak  Ridge 
Thomas  D.  Miale,  M.D.,  Knoxville 
Edward  A.  Workman,  M.D.,  Knoxville 

MARSHALL  COUNTY  MEDICAL  SOCIETY 

Timothy  A.  Nash,  M.D.,  Lewisburg 

McMINN  COUNTY  MEDICAL  SOCIETY 

Steven  A.  Templeton,  M.D.,  Decatur 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Boyer  Brady,  M.D. , Memphis 
Pallavi  Rawtani,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

William  Joseph  Anderson,  M.D.,  Nashville 
Samuel  Houston  Dement,  M.D.,  Nashville 
Mark  S.  Goldfarb,  M.D.,  Nashville 
Marion  Cal  Harper,  M.D.,  Nashville 
Caroline  Campbell  McGee,  M.D.,  Franklin 
Howard  T.  Walpole,  Jr.,  M.D.,  Nashville 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Scott  William  Anderson,  M.D.,  Kingsport 
Joan  C.  Coogan,  M.D.,  Bristol 
Herbert  Deross  Ladley,  M.D.,  Kingsport 

WARREN  COUNTY  MEDICAL  SOCIETY 

Brian  Craig  Beatty,  M.D.,  McMinnville 


pcf/onal  neui/ 


Robert  H.  Dunnebacke,  M.D.,  Jackson,  has  been  cer- 
tified as  a Diplomate  in  Geriatric  Medicine  by  the 
American  Board  of  Internal  Medicine. 


Karl  C.  Jonas,  Jr.,  M.D.,  Covington,  has  been  elected 
a Fellow  of  the  American  College  of  Surgeons. 

Ronald  F.  Taylor,  M.D. , Jackson,  has  been  certified 
as  Diplomate  in  Pulmonary  Diseases  by  the  American 
Board  of  Internal  Medicine. 


announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 


June  1-3 
June  3-6 
June  13-17 
June  15-18 
June  16-18 
June  18-22 

June  21-24 
June  21-25 
June  30-July  2 

July  25-29 


Society  for  Oral  Oncology — Sheraton, 
Hartford.  Conn. 

American  Diabetes  Association — Westin, 
Detroit 

American  Rheumatism  Association — Con- 
vention Center.  Cincinnati 
American  Association  of  Neuropatholo- 
gists— Plaza  of  the  Americas,  Dallas 
American  Association  for  the  Study  of 
Headache — Westin,  Boston 
International  Conference  on  Preventive 
Cardiology  (Amer  Heart  Assoc) — Washing- 
ton. D.C. 

Endocrine  Society — Convention  and  Trade 
Center.  Seattle.  Wash. 

American  Sleep  Disorders  Association — 
Omni  Shoreham.  Washington.  D.C. 

Sports  Medicine  Symposium  (sponsored  by 
North  Carolina  Med  Soc) — Shell  Island  Ho- 
tel. Wrightsville  Beach.  NC 
Association  of  Philippine  Physicians  in 
America — Hyatt  Regency,  St.  Louis 


STATE 

June  1-2  American  Association  of  Clinical  Anato- 

mists— Vanderbilt  University,  Nashville 
June  14-16  Upper  Cumberland  Medical  Society — Fall 
Creek  Falls  Resort  Inn.  Pikeville 


SUPPORT 

YOUR  ADVERTISERS 

Many  of  the  advertisers  in  this  Journal 
are  long-standing  patrons  of  our  monthly 
publication.  Their  products  and  services 
are  of  the  highest  quality  available. 
Don’t  take  them  for  granted.  Read  their 
advertisements  ! 
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An  A+  rating 
from  A.M.  Best  Company 
and  twelve  years  in  business 
is  SVMIC  today. 


SVMIC  - exclusively 
approved  by  the  Tennessee 
Medical  Association  - has 
a twelve  year  history  of 
providing  the  best  medical 
liability  insurance  to 
Tennessee  physicians  at 
affordable  premiums. 
Our  success  is  proven 


by  an  A+  rating  - a 
rating  which  speaks  for 
competent  underwriting, 
cost  control,  efficient 
management,  adequate 
reserves  for  undischarged 
liabilities,  net  resources 
and  soundness  of 
investments. 


Physician  Insurers  Association  of  America 


By  Doctors  for  Doctors 


State  Volunteer  Mutual 
Insurance  Company 

101  Westpark  Drive  o Suite  300 
P.O.Box  1065  o Brentwood,  Tennessee  37027 
615-377-1999  o 1-800-342-2239 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 

Of  the  Tennessee  Medical  Association 
Nashville,  Tennessee — April  12-15,  1989 


Cali  to  Order 

The  154th  annual  meeting  of  the  Tennessee  Medical  As- 
sociation was  conducted  in  Nashville.  Tennessee.  April  12- 
15,  1989,  with  headquarters  in  the  Opryland  Hotel.  The  House 
of  Delegates  met  initially  at  3:00  pm,  April  12,  1989,  with  F. 
Hammond  Cole,  Jr.,  M.D.,  Memphis,  presiding  as  speaker 
of  the  House  and  George  H.  Wood.  M.D.,  Knoxville,  as  vice- 
speaker. 

Invocation 

At  the  opening  session,  John  H.  Burkhart,  M.D.,  Knox- 
ville, gave  the  invocation:  “Let  us  pray.  Almighty  God,  our 
Father,  we  are  again,  for  the  154th  time,  meeting  as  the  Ten- 
nessee Medical  Association,  to  learn  together,  to  fellowship 
together,  to  work  together  for  the  furtherance  and  the  im- 
provement of  what  we  sincerely  believe  to  be  a high  and  no- 
ble profession  performing  a meritorious  service  to  mankind. 
We  seek  your  approval  and  your  blessing.  In  this  particular 
part  of  our  meeting  in  which  the  selected  representatives  of 
the  physicians  of  the  state  are  delegated  by  them  to  truly 
represent  their  interests  and  the  interests  of  their  patients,  we 
are  in  special  need  of  your  direction  and  your  wisdom.  None 
of  us  can  claim  154  years  of  participation  in  the  affairs  of 
medicine  in  Tennessee,  for  this  is  far  beyond  the  time  you 
have  allotted  to  us  on  this  Earth.  Some  have  participated 
longer  than  others  but  whether  we  have  been  privileged  to 
serve  in  this  House  of  Delegates  for  many  of  its  sessions  or 
are  serving  today  for  the  first  time,  give  us  each,  we  pray, 
the  humility  to  acknowledge  our  fallibilities,  the  courage  to 
stand  by  our  principles,  the  realization  that  we  speak  and  act 
not  for  ourselves  alone,  and  the  determination  to  do  what- 
ever we  do  for  the  greater  benefit  of  those  whom  we  seek  to 
serve,  and  for  the  greater  glory  of  God.  Amen.” 

Report  of  the  Committee  on  Credentials 

Dana  L.  Latour,  M.D.,  Franklin,  chairman  of  the  Com- 
mittee on  Credentials,  reported  there  was  a quorum  present. 
The  speaker  declared  the  House  was  in  session. 

1988  Minutes  Approved 

The  speaker  announced  that  an  abstract  of  the  minutes  of 
the  last  regular  session  of  the  House  of  Delegates  was  repro- 
duced in  the  June  1988  issue  of  the  Journal  of  the  Tennessee 


Medical  Association.  It  was  moved  and  seconded  that  the  ab- 
stracted minutes  of  the  1988  session  of  the  House  of  Dele- 
gates be  approved  as  published  in  the  June  1988  issue  of  the 
Journal.  The  motion  was  adopted. 

Reference  Committees 

The  speaker  announced  the  members  of  the  reference 
committees  to  consider  reports,  resolutions,  amendments,  and 
all  matters  requiring  action  by  the  House  of  Delegates. 

REFERENCE  COMMITTEE  ON  CREDENTIALS 
Dana  L.  Latour,  M.D.,  Franklin,  Chairman 
Clifford  C.  Kirk.  M.D.,  Knoxville 
William  L.  Moffatt.  III.  M.D.,  Memphis 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BYLAWS 
John  H.  Burkhart.  M.D..  Knoxville.  Chairman 
William  B.  Harwell.  Jr.,  M.D.,  Nashville 
C.  Eugene  Jabbour,  M.D.,  Memphis 

REFERENCE  COMMITTEE  A 

James  C.  Bradshaw,  Jr.,  M.D.,  Lebanon,  Chairman 

John  W.  Chambers,  M.D..  Cleveland 

James  G.  Johnson.  M.D.,  Memphis 

REFERENCE  COMMITTEE  B 
R.  Leslie  Hargrove,  M.D..  Knoxville,  Chairman 
Jesse  C.  Woodall,  Jr.,  M.D.,  Memphis 
Jerry  L.  Kennedy.  M.D..  Tullahoma 

REFERENCE  COMMITTEE  C 
Michael  A.  McAdoo,  M.D..  Milan,  Chairman 
John  J.  Ingram.  Ill,  M.D..  Maryville 
Charles  T.  Womack.  Ill,  M.D.,  Cookeville 

REFERENCE  COMMITTEE  D 
John  C.  Brothers,  M.D.,  Nashville,  Chairman 
Charles  B.  Gurney.  M.D.,  Oak  Ridge 
Albert  J.  Grobmyer,  III.  M.D..  Memphis 

COMMITTEE  TO  ELECT  OUTSTANDING 

PHYSICIAN  OF  THE  YEAR 

Clarence  R.  Sanders.  M.D.,  Gallatin,  Chairman 

James  R.  Royal.  M.D.,  Chattanooga 

James  T.  Galyon,  M.D.,  Memphis 
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Nominating  Committees 

As  required  in  the  Bylaws,  the  Board  of  Trustees  ap- 
pointed a Nominating  Committee  with  representatives  from 
each  of  the  three  grand  divisions  of  the  state.  The  speaker 
announced  the  committee  members. 

EAST  TENNESSEE 
Duane  C.  Budd,  M.D.,  Johnson  City 
Robert  N.  Montgomery,  M.D.,  Knoxville 
Pete  S.  Soteres,  M.D.,  Chattanooga 

MIDDLE  TENNESSEE 
William  B.  Harwell,  Jr.,  M.D.,  Nashville 
R.  Gary  Samples,  M.D.,  Cookeville 
William  J.  Pedigo,  Jr.,  M.D.,  Clarksville 

WEST  TENNESSEE 
James  H.  Donnell,  M.D.,  Jackson 
J.  Chris  Fleming,  M.D.,  Memphis 
Warren  A.  Alexander,  M.D.,  Covington 


ELECTION  BY 
HOUSE  OF  DELEGATES 
APRIL  15,  1989 


The  preliminary  report  of  the  Nominating  Committee  was 
presented  in  the  first  session  of  the  House  of  Delegates  on 
Wednesday,  April  12,  1989.  The  final  report  of  the  Nominat- 
ing Committee  was  presented  on  Saturday,  April  15,  1989  at 
the  closing  session  of  the  House.  Nominees  submitted  by  the 
committee  were  voted  upon  individually,  and  in  each  in- 
stance the  speaker  called  for  additional  nominations  from  the 
floor.  The  following  were  elected. 


Newly  elected  President-Elect 
Hamel  B.  Eason,  M.D.,  Memphis 

President-Elect — Hamel  B.  Eason,  M.D.,  Memphis 
Speaker — F.  Hammond  Cole,  Jr.,  M.D.,  Memphis 
Vice-Speaker — George  H.  Wood,  M.D.,  Knoxville 
Vice-President  (West  Tennessee) 

Montie  E.  Smith,  Jr.,  M.D.,  Selmer 


Vice-President  (Middle  Tennessee) 

Thurman  L.  Pedigo,  Sr.,  M.D.,  McMinnville 
Vice-President  (East  Tennessee) 

Jacob  T.  Bradsher,  M.D.,  Knoxville 
AM  A Delegate  (Middle  Tennessee) 

John  B.  Thomison,  M.D.,  Nashville 
(January  1,  1990-December  31,  1991) 

AM  A Alternate  Delegate  (Middle  Tennessee) 

Clarence  R.  Sanders,  M.D.,  Gallatin 
January  1,  1990-December  31,  1991 
AM  A Delegate  (Middle  Tennessee) 

John  S.  Derryberry,  M.D.,  Shelbyville 
(January  1,  1990-December  31,  1991) 

AMA  Alternate  Delegate  (Middle  Tennessee) 

Thurman  L.  Pedigo,  Sr.,  M.D.,  McMinnville 
(January  1,  1990-December  31,  1991) 

AMA  Delegate  (West  Tennessee) 

Allen  S.  Edmonson,  M.D.,  Memphis 
(January  1,  1990-December  31,  1991) 

AMA  Alternate  Delegate  (West  Tennessee) 

Hugh  Francis,  Jr.,  M.D.,  Memphis 
(January  1,  1990-December  31,  1991) 

AMA  Young  Physician  Section  Delegate 
Ann  H.  Price,  M.D.,  Nashville  (1989) 

AMA  Young  Physician  Section  Alternate  Delegate 
Paul  D.  Parsons,  M.D.,  Franklin  (1989) 

TRUSTEES 
East  Tennessee: 

Robert  E.  Bowers,  M.D.,  Chattanooga 
John  R.  Nelson,  Jr.,  M.D.,  Knoxville 

Middle  Tennessee: 

Robert  B.  Adkins,  Jr.,  M.D.,  Nashville 
West  Tennessee: 

Rex  A.  Amonette,  M.D.,  Memphis 
COUNCILORS 

Second  District — Robert  M.  Overholt,  M.D.,  Knoxville  (1991) 
Fourth  District — R.  Gary  Samples,  M.D.,  Cookeville  (1991) 
Sixth  District — Thomas  C.  Krueger,  M.D.,  Springfield  (1991) 
Eighth  District — Michael  A.  McAdoo,  M.D.,  Milan  (1991) 
Tenth  District — Hugh  Francis,  Jr.,  M.D.,  Memphis  (1991) 


AMENDMENTS  TO  THE 
CONSTITUTION  AND  BYLAWS 


The  speaker  reported  that  there  were  four  amendments 
to  the  Constitution  lying  on  the  table  and  one  new  amend- 
ment to  the  Bylaws  to  be  considered  at  this  session  by  the 
House. 


The  proposed  amendments  to  the  Constitution  and 
Bylaws  are  shown  below,  with  proposed  new  language 
shown  in  boldface  type  and  material  to  be  deleted 
shown  in  italics  and  enclosed  in  brackets. 
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AMENDMENTS  TO  THE  CONSTITUTION 
LYING  ON  THE  TABLE 


CONSTITUTIONAL  AMENDMENT  NO.  1-88 
Governing  Principles  of  Sections 

Whereas,  New  section  groups  are  being  added  to  the  or- 
ganizational structure  of  the  Association;  and 

Whereas,  These  sections  must  develop  their  respective 
governing  principles  of  operation;  and 

Whereas,  There  is  no  provision  in  the  Constitution  for 
oversight  and  approval  of  such  principles;  and 

Whereas,  The  Board  of  Trustees  is  the  appropriate  body  to 
oversee  the  activities  of  these  sections.  Now,  therefore  be  it 
RESOLVED,  That  Section  1 of  Article  VI  of  the  Consti- 
tution be  amended  as  follows; 

Sec.  1.  The  House  of  Delegates  may  provide  in  the  By- 
laws for  a division  of  the  [scientific]  work  of  the  Association 
into  appropriate  sections  as  the  need  may  arise  and  the  Board 
of  Trustees  shall  oversee  the  work  and  approve  all  governing 
principles  of  each  section. 

ACTION:  ADOPTED 


CONSTITUTIONAL  AMENDMENT  NO.  2-88 
Section  Delegates 

Whereas,  The  Tennessee  Medical  Association  is  in  the 
process  of  adding  various  new  section  groups  to  the  organi- 
zation, such  as  a Medical  Student  Section  and  a Young  Phy- 
sician Section;  and 

Whereas,  The  delegates  from  these  sections  must  be  pro- 
vided for  in  the  Constitution.  Now,  therefore  be  it 

RESOLVED,  That  Article  V of  the  Constitution  be 
amended  as  follows; 

The  House  of  Delegates  shall  be  the  legislative  and  busi- 
ness body  of  the  Association,  and  shall  be  composed  of  (1) 
delegates  elected  by  the  component  societies  and  [the  Hos- 
pital Medical  Staff  Section ] all  sections  of  the  Association;  (2) 
ex-officio  the  officers;  (3)  . . . . 

ACTION:  ADOPTED 


CONSTITUTIONAL  AMENDMENT  NO.  3-88 
TMA  Young  Physician  Section 

Whereas,  The  American  Medical  Association  has  formed 
a section  to  address  the  needs  of  young  physicians  in  orga- 
nized medicine;  and 

Whereas,  The  AMA  has  encouraged  state  associations  to  do 
the  same  and  has  aided  each  by  providing  guidance  material  and 
training  for  state  delegates  over  the  past  two  years;  and 

Whereas,  A Young  Physician  Ad  Hoc  Committee  of  the 
Tennessee  Medical  Association  has  conducted  extensive  re- 
search, including  a statewide  survey,  and  found  genuine  in- 
terest and  the  need  for  the  formation  of  such  a section  within 
TMA;  and 

Whereas,  Such  a section  can  aid  in  the  recruitment  of  this 
specific  physician  population.  Now,  therefore  be  it 

RESOLVED,  That  Article  VI  of  the  Constitution  be 
amended,  by  adding  an  appropriately  numbered  section,  as 


follows: 

There  shall  be  a Young  Physician  Section  to  provide  for 
the  representation  of  the  interests  of  young  physicians  within 
the  Association.  Young  physicians  are  defined  as  practicing 
physicians  under  age  40  or  in  their  first  five  years  of  practice. 
Each  component  society  shall  be  entitled  to  representation  in 
the  section.  All  representatives  shall  be  members  of  the  Asso- 
ciation. The  Young  Physician  Section  shall  be  organized  under 
a governing  body  and  shall  elect  one  delegate  from  each  grand 
division  to  represent  it  in  the  House  of  Delegates  to  the  Asso- 
ciation. 

ACTION:  ADOPTED 


CONSTITUTIONAL  AMENDMENT  NO.  4-88 
Board  of  Trustees 

Whereas,  Article  V of  the  TMA  Constitution  establishes 
that  the  House  of  Delegates  is  the  legislative  and  business 
body  of  the  Association;  and 

Whereas,  The  Board  of  Trustees,  as  outlined  in  Article 
IX,  Section  5,  is  responsible  for  implementing  the  House  of 
Delegates’  policy  and  determining  Association  policy  be- 
tween sessions  of  the  House  of  Delegates;  and 

Whereas,  The  Constitution  implies,  but  does  not  specifi- 
cally state,  that  the  Board  of  Trustees  is  responsible  for  car- 
rying out  directives  of  the  House  of  Delegates;  and 

Whereas,  There  is  no  stated  requirement  that  the  Board 
of  Trustees  report  to  the  House  of  Delegates  its  progress  to- 
ward fulfilling  responsibilities  and  directives.  Now,  therefore 
be  it 

RESOLVED,  That  Article  IX  of  the  Constitution  be 
amended  by  adding  Section  8 which  will  read  as  follows: 

Sec.  8.  The  Board  of  Trustees  shall  seek  in  good  faith  to 
fulfill  the  responsibilities  and  directives  given  by  the  House  of 
Delegates.  The  Board  of  Trustees  shall  report  annually  to  the 
House  of  Delegates  on  the  status  of  the  responsibilities  and 
directives  given  it  by  the  House  of  Delegates  the  preceding 
year. 

ACTION:  ADOPTED 

AMENDMENT  TO  THE  BYLAWS 

BYLAW  AMENDMENT  NO.  1-89 
TMA  Committee  on  Legislation  Membership  Change 

Whereas,  The  Tennessee  Medical  Association  Auxiliary 
intends  to  play  an  active  role  in  promoting  the  legislative  af- 
fairs of  the  Tennessee  Medical  Association;  and 

Whereas,  The  Tennessee  Medical  Association  Auxiliary 
wishes  to  work  in  conjunction  with  the  TMA  Committee  on 
Legislation.  Now,  therefore  be  it 

RESOLVED,  That  Chapter  VII,  Section  10,  of  the  TMA 
Bylaws  be  amended  as  follows: 

. . . chairman  of  the  committee.  The  editor  of  the  Journal 
of  the  Tennessee  Medical  Association,  the  President  of  the 
Auxiliary,  and  the  Chairman  of  the  Auxiliary  Legislation 
Committee  will  be  [an]  ex-officio  members  of  the  committee. 
If  it  is  found  .... 

ACTION:  ADOPTED 
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RESOLUTIONS 


The  reference  committees  have  the  option  of  recommend- 
ing a resolution  for  adoption  or  rejection,  for  adoption  as 
amended  or  substituted,  for  referral,  or  for  no  action.  The 
resolutions  that  follow  are  in  the  form  in  which  they  were 
adopted,  not  adopted,  or  referred  by  the  House  of  Delegates. 

RESOLUTION  NO.  1-89 
Reaffirmation  of  Resolution  No.  5-82 

By:  Charles  E.  Allen,  M.D.,  Chairman 
TMA-Student  Education  Fund 

Whereas,  The  adoption  of  Resolution  No.  5-82  estab- 
lished a dues  increase  in  the  amount  of  $10  annually  ear- 
marked for  the  Tennessee  Medical  Association-Student  Ed- 
ucation Fund; and 

Whereas,  The  aforementioned  resolution  will  sunset  at  this 
annual  meeting  unless  reaffirmed  by  this  House  of  Delegates; 
and 

Whereas,  The  revenue  generated  by  said  dues  increase  is 
substantial  and  critical  to  the  continuance  of  the  student  loan 
program  as  presently  structured.  Now,  therefore  be  it 

RESOLVED , That  this  House  of  Delegates  reaffirm  its 
support  and  continuation  of  the  dues  increase  created  with 
the  adoption  of  Resolution  No.  5-82;  and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE — recommended  adoption  of 
Resolution  No.  1-89. 

ACTION:  ADOPTED 


RESOLUTION  NO.  2-89 
Out-of-State  Pharmacies 

By:  Duane  C.  Budd,  M.D. 

Washington-Unicoi-Johnson  County 
Medical  Association 

Whereas,  Under  Tennessee  law,  pharmacies  filling  pre- 
scriptions by  mail  order  for  residents  of  Tennessee  are  re- 
quired to  register  with  the  Board  of  Pharmacy;  and 

Whereas,  None  of  the  pharmacies  doing  business  by  mail 
order  from  out-of-state  have  complied  with  this  law.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
publicize  to  its  members  the  requirement  for  out-of-state 
pharmacies  doing  mail-order  business  in  Tennessee  to  regis- 
ter with  the  Board  of  Pharmacy;  and  be  it  further 

RESOLVED,  That  the  Tennessee  physicians  be  encour- 
aged to  educate  any  business  for  which  they  serve  as  compa- 
ny physician  as  to  the  existence  of  the  law  requiring  registra- 
tion of  out-of-state  pharmacies  doing  mail-order  business  in 
this  state;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association, 
through  its  Interprofessional  Liaison  Committee,  meet  with 
the  Interprofessional  Relations  Committee  of  the  Tennessee 
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Pharmacists  Association  and  draft  appropriate  legislation  or 
regulations  to  address  this  issue;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  2-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  3-89 
Prescription  Time  Limit 

By:  Duane  C.  Budd,  M.D. 

Washington-Unicoi-Johnson  County 
Medical  Association 

Whereas,  Many  prescriptions  are  written  to  be  refilled 
“prn”  by  physicians  for  the  convenience  of  their  patients  and 
themselves;  and 

Whereas,  Under  Tennessee  law,  with  the  exception  of 
narcotics,  “refill  prn”  allows  the  prescription  to  be  refilled 
until  either  the  patient  or  the  physician  dies;  and 

Whereas,  Good  medical  practice  would  require  the  peri- 
odic review  of  the  need  for  and  dosage  of  medications;  and 

Whereas,  In  some  instances,  prescription  refills  are  being 
made  even  after  the  death  of  the  prescribing  physician.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
seek  legislation  or  regulations  to  establish  a time  limit  of  one 
year  for  the  initial  filling  or  refilling  of  a prescription;  and  be 
it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
seek  the  support  of  the  Tennessee  Pharmacists  Association, 
the  Tennessee  Osteopathic  Medical  Association,  and  the 
Tennessee  Dental  Association  for  such  legislation;  and  be  it 
further 

RESOLVED,  That  the  Tennessee  Medical  Association 
urge  legislation  banning  the  use  of  “prn”  for  refill  on  all 
scheduled  drugs;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  3-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED  AND  REFERRED  TO 
INTERPROFESSIONAL  LIAISON  COMMITTEE 


RESOLUTION  NO.  4-89 

Establishment  of  Local  Emergency 
Medical  Services  Councils 

By:  James  W.  Pate,  M.D.,  Delegate 

Whereas,  The  Committee  on  Emergency  Medical  Services 
is  of  the  opinion  that  Emergency  Medical  Services  Councils 
should  be  formed  at  local  levels  to  coordinate  efforts  in  the 
establishment  of  the  State  of  Tennessee  Trauma  Systems;  and 

Whereas,  The  Committee  on  Emergency  Medical  Ser- 
vices has  adopted  recommendations  which  suggest  criteria  that 
local  medical  societies  might  consider  in  the  formation  of  an 
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area  Emergency  Medical  Services  Council;  and 

Whereas,  The  TMA  Board  of  Trustees  has  directed  that 
these  recommendations  be  submitted  to  this  House  of  Dele- 
gates for  consideration.  Now,  therefore  be  it 

RESOLVED,  That  this  House  of  Delegates  recommend 
that  all  local  medical  societies  establish  an  Emergency  Medi- 
cal Services  Council,  to  be  an  integral  part  of  society  activi- 
ties, later  to  become  regional  in  scope;  and  be  it  further 
RESOLVED,  That  the  Council  be  composed  primarily  of 
physicians  but  with  appropriate  representation  by  nurses, 
paramedics,  and  city  and  county  government  officials;  and  be 
it  further 

RESOLVED,  That  each  Council  function  to  promote, 
maintain  and  monitor  the  effectiveness  of  emergency  care  in 
the  area;  and  be  it  further 

RESOLVED,  That  some  of  the  issues  or  topics  which  need 
to  be  addressed  by  the  Councils  include,  but  are  not  limited 
to:  (1)  The  establishment  of  pre-hospital  medical  control,  (2) 
Development  of  recommendations  for  the  management  of 
overflow  trauma  patients  to  other  Trauma  Centers  in  the  re- 
gion, (3)  The  establishment  of  Quality  Assurance  Programs 
for  emergency  medical  services;  such  programs  should  consist 
of  physicians,  paramedics  and  nurses  who  can  assess  the 
overall  program  and/or  problems  within  their  specific  disci- 
plines, and  (4)  Level  III  Trauma  Centers  should  be  selected 
on  a more  geographical  basis,  following  the  concepts  and 
guidelines  of  the  American  College  of  Surgeons,  in  towns  of 
need  rather  than  in  areas  where  Level  I or  Level  II  Trauma 
Centers  are  located;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  4-89. 

ACTION:  ADOPTED 


RESOLUTION  NO.  5-89 
Outlawing  Anorectic  Drugs  in  Tennessee 

By:  Duane  C.  Budd,  M.D..  President 
Tennessee  Board  of  Medical  Examiners 

Whereas,  The  use  of  anorectic  drugs  has  potential  for  ad- 
dicting the  users  of  such  drugs;  and 

Whereas,  Anorectic  drugs  have  not  been  shown  to  add 
significantly  to  any  program  of  weight  control;  and 

Whereas,  There  are  no  indications  for  the  use  of  the  am- 
phetamine-like  anorectic  drugs  other  than  weight  control;  and 
Whereas.  The  Governor  of  Tennessee  is  promoting  a drug- 
free  concept  for  the  state;  and 

Whereas,  The  Tennessee  Medical  Association  supports  our 
governor's  drive  to  eliminate  drug  abuse  in  this  state.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
seek  legislation  to  make  unlawful  the  prescribing  or  use  of 
anorectic  drugs  within  the  state  of  Tennessee;  and  be  it  fur- 
ther 

RESOLVED,  That  nothing  in  this  resolution  shall  be 
construed  so  as  to  interfere  with  the  legitimate  prescribing  or 
use  of  amphetamine  drugs  for  indications  other  than  weight 
control;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 


seek  support  for  this  legislation  from  the  Tennessee  Osteo- 
pathic Medical  Association,  Tennessee  Pharmacists  Associa- 
tion and  the  Tennessee  Dental  Association;  and  be  it  further 
RESOLVED,  That  copies  of  this  resolution  be  made 
available  to  all  members  of  the  Tennessee  General  Assembly 
and  the  Governor  of  Tennessee;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association, 
through  its  Interprofessional  Liaison  Committee,  meet  with 
the  Interprofessional  Relations  Committee  of  the  Tennessee 
Pharmacists  Association  and  draft  appropriate  legislation  or 
regulations  to  address  this  issue;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  5-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  6-89 
Health  Screening  in  Tennessee 

By:  Duane  C.  Budd,  M.D.,  President 
Tennessee  Board  of  Medical  Examiners 

Whereas,  The  proliferation  of  so-called  health-screening 
procedures  in  shopping  malls,  pharmacies,  and  elsewhere  is 
occurring  with  increasing  rapidity;  and 

Whereas.  These  procedures  are  being  done  on  citizens 
without  an  order  from  a physician,  without  supervision  by  a 
physician,  and,  in  some  cases,  without  adequately  trained  and/ 
or  certified  technicians;  and 

Whereas.  The  results  of  such  testing  are  given  directly  to 
the  person  on  whom  the  test  is  performed;  and 

Whereas,  These  health-screening  activities  are  being  con- 
ducted in  a manner  contrary  to  the  Tennessee  Medical  Lab- 
oratory Act;  and 

Whereas.  The  Tennessee  Medical  Laboratory  Act  allows 
certain  exemptions  for  charitable  nonprofit  organizations;  and 
Whereas,  The  statute  is  for  the  protection  of  the  citizens 
of  Tennessee;  and 

Whereas,  The  Tennessee  Medical  Association  is  of  the 
opinion  that  such  mechanisms  of  screening  are  contrary  to 
the  best  interests  of  our  patients.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  is 
of  the  opinion  that  screening  laboratory  procedures  without 
adequate  quality  control  as  prescribed  by  Tennessee  law  have 
the  potential  for  injury  of  the  citizens  of  the  state;  and  be  it 
further 

RESOLVED,  That  the  Tennessee  Medical  Association 
urge  the  Department  of  Health  and  Environment  to  enforce 
the  Tennessee  Medical  Laboratory  Act  as  it  pertains  to  facil- 
ities and  procedures  for  health  screenings;  and  be  it  further 
RESOLVED,  That  copies  of  this  resolution  be  sent  to  the 
Commissioner  of  Health  and  Environment  and  the  Governor 
of  Tennessee;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  6-89. 

ACTION:  ADOPTED 


JUNE,  1989 
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RESOLUTION  NO.  7-89 
TMA  Public  Relations  Program 

By:  Hays  Mitchell,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  House  of 
Delegates  has  adopted  resolutions  in  past  years  directing  the 
Association  to  develop  a comprehensive  public  relations/pub- 
lic information  program  to  “tell  medicine’s  story”  and  posi- 
tion TMA  physicians  as  the  ultimate  patient  advocate;  and 
Whereas,  The  TMA  Board  of  Trustees  directed  the  Com- 
munications and  Public  Service  Committee  to  research  and 
develop  such  a program;  and 

Whereas,  The  committee  completed  this  assignment  and 
made  a formal  presentation  and  recommendation  to  the  Board 
in  January  1989  of  the  CARE  (Community  Awareness,  Re- 
source, and  Education)  Program;  and 

Whereas,  The  Board  of  Trustees  determined  that  the 
presentation  of  the  CARE  Program  should  be  made  to  the 
membership  and  the  House  of  Delegates  as  the  program  de- 
veloped to  address  the  communication  needs  of  TMA  as  called 
for  in  previous  resolutions.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
implement  and  fully  support  the  proposed  Communications 
and  Public  Service  Committee’s  plans  as  the  public  relations 
program  to  include  the  following  objectives:  1)  To  increase 
the  public’s  confidence  in  their  personal  physicians  both  clin- 
ically and  as  patient  advocates  for  health  care  needs,  2)  To 
establish  the  TMA  as  a significant  resource  for  providing  ac- 
curate, in-depth  medical  information  to  patients,  the  public, 
lawmakers,  the  media,  and  physicians  alike,  3)  To  persuade 
and  motivate  physicians  to  take  personal  interests  in  specific 
issues  in  the  concerns  of  their  patients,  4)  By  no  means  are 
these  the  only  objectives  for  the  program  as  it  gains  momen- 
tum, support,  and  credibility;  and  be  it  further 

RESOLVED , That  in  order  to  finance  the  communica- 
tions program,  dues  for  active  members  of  the  Tennessee 
Medical  Association  shall  be  increased  by  $35  per  year  begin- 
ning in  1990,  for  the  specific  purpose  of  implementing  said 
program;  and  be  it  further 

RESOLVED,  That  the  appropriate  committee  directing 
this  program  report  to  the  House  of  Delegates  annually  on 
the  program’s  status;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  7-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  8-89 

Diversion  of  Prescription  Drugs 

By:  Hays  Mitchell,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  9-82  called  for  the  state  Board 
of  Medical  Examiners  to  increase  their  efforts  to  investigate 
and  stringently  discipline  physicians  who  are  involved  in 
unethical  prescribing  or  dispensing  of  controlled  substances; 
and 
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Whereas,  The  Tennessee  Medical  Association  since  1984 
has  been  actively  involved  in  and  promoted  the  PADS  (Pre- 
scription Abuse  Data  Synthesis)  Program  that  provides  as- 
sistance in  identifying  physicians  involved  in  prescription  drug 
diversion;  and 

Whereas,  The  Tennessee  Medical  Association  assisted  the 
Tennessee  State  Planning  Office  in  a survey  of  prescribers 
and  dispensers  of  prescription  drugs  in  1988;  and 

Whereas,  The  survey  indicated  that  physicians  continue  to 
contribute  to  the  prescription  drug  diversion  problem  in  Ten- 
nessee. Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
reaffirm  its  policy  urging  that  the  state  Board  of  Medical  Ex- 
aminers continue  its  efforts  to  investigate  and  discipline  those 
physicians  who  are  involved  in  illegal  prescribing  or  dispen- 
sing of  prescription  drugs;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  8-89. 

ACTION:  ADOPTED 


RESOLUTION  NO.  9-89 
Community  Support  of  Indigent  Health  Care 

By:  Hays  Mitchell,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  indigent  populations  in  the  state  of  Ten- 
nessee are  in  great  numbers  in  both  metropolitan  and  rural 
areas;  and 

Whereas,  The  medical  care  of  these  indigent  populations 
has  been  shouldered  by  a minority  of  health  care  providers; 
and 

Whereas,  The  cost  of  delivering  needed  health  care  to  this 
segment  of  the  population  has  continued  to  increase;  and 

Whereas,  The  growth  of  managed  health  care  systems  has 
lessened  the  ability  of  health  care  institutions  to  shift  the  cost 
of  uncompensated  care;  and 

Whereas,  The  availability  of  federal  matching  funds 
through  the  Medicaid  program  may  enhance  the  total  amount 
of  indigent  care  dollars;  and 

Whereas,  The  general  community  as  a whole  has  a re- 
sponsibility to  support  reasonable  medical  needs  of  area  in- 
digent populations.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
support  the  position  that  indigent  health  care  for  any  area  be 
supported  and  planned  for;  and  be  it  further 

RESOLVED,  That  a system  should  be  devised  whereby 
each  community  through  some  funding  mechanism  should  care 
for  its  medically  indigent  through  a fair  and  reasonable  ap- 
proach; and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  9-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  10-89 
Ban  on  Smoking  in  Public  Places 

By:  Hays  Mitchell,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  House  of 
Delegates  adopted  Resolution  No.  15-87  recommending  a ban 
on  the  sale  and  use  of  tobacco  in  hospitals  in  Tennessee;  and 

Whereas,  The  Tennessee  Medical  Association  House  of 
Delegates  adopted  Resolution  No.  27-88  continuing  a no 
smoking  policy  for  meetings  of  the  House  of  Delegates  and 
scientific  sessions  and  in  support  of  the  efforts  of  the  Ameri- 
can Medical  Association  to  achieve  a ban  on  all  advertising 
and  promotion  of  tobacco  products;  and 

Whereas,  It  is  incumbent  upon  the  physicians  of  Tennes- 
see to  take  a leadership  role  in  encouraging  individuals  to 
refrain  from  using  tobacco  and  tobacco  products.  Now. 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  be 
persistent  and  unrelenting  in  its  efforts  to  encourage  the  Ten- 
nessee General  Assembly  and  the  executive  branch  of  Ten- 
nessee state  government  to  prohibit  smoking  in  all  state-op- 
erated buildings  and  facilities  and  in  all  public  gathering  places, 
such  as  theaters,  schools,  hospitals,  outpatient  clinics,  public 
health  department  clinics,  and  public  transportation  vehicles; 
and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  10-89. 

ACTION:  ADOPTED 


SUBSTITUTE  RESOLUTION  NO.  11-89 

Tennessee  Medical  Association- 
Tennessee  Medicare  Access  Program 

By:  William  O.  Miller,  M.D.,  President-Elect 

Whereas,  The  Tennessee  Medical  Association  has  long 
been  committed  to  providing  quality  medical  care  to  all  Ten- 
nesseans, regardless  of  ability  to  pay;  and 

Whereas,  Approximately  17%  of  Tennessee’s  population 
is  over  65  years  of  age  and  enrolled  in  the  federal  Medicare 
Program;  and 

Whereas,  Approximately  85,000  of  this  elderly  group  have 
family  incomes  more  than  100%  of  the  poverty  level  but  less 
than  150%  of  that  level,  therefore  making  them  ineligible  for 
the  state  Medicaid  Program  but  still  unable  to  contribute  ad- 
equately to  their  own  health  care  needs;  and 

Whereas,  The  Medicare  reimbursement  rates  paid  to  phy- 
sicians for  the  care  rendered  to  these  patients  are  lower  in 
most  cases  than  the  rates  paid  by  private  pay  patients;  and 
Whereas,  Most  Tennessee  physicians  have  long  agreed,  in 
cases  of  need,  to  accept  Medicare  assignment  for  services  to 
Medicare  patients  on  an  individual  and  voluntary  basis,  even 
though  such  reimbursement  is  often  much  less  than  the  phy- 
sician’s usual  and  customary  charge  for  providing  such  serv- 
ices; and 

Whereas,  Other  states  have  unwisely  chosen  to  mandate 


acceptance  of  Medicare  assignment  as  a prerequisite  for  med- 
ical licensure,  an  act  which  is  totally  contrary  to  the  best  in- 
terests of  the  physician  community  and  to  the  interests  of 
patients  in  such  states;  and 

Whereas,  The  Tennessee  Medical  Association  should 
continue  its  leadership  role  in  devising  private  voluntary  so- 
lutions to  shortcomings  in  the  delivery  of  health  care  to  Ten- 
nessee citizens.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
establish  a formal  program  whereby  physicians  voluntarily 
provide  quality  care  to  qualified  Medicare  patients  and  ac- 
cept Medicare's  assignment,  all  in  keeping  with  the  Tennes- 
see physicians’  tradition  of  service  to  fellow  Tennesseans;  and 
be  it  further 

RESOLVED,  That  such  a program  be  entitled  the  Ten- 
nessee Medical  Association-Tennessee  Medicare  Access  Pro- 
gram; and  be  it  further 

RESOLVED,  That  senior  citizen  groups  and  county  health 
departments  will  be  requested  to  conduct  the  issuance  of  en- 
rollment cards  to  senior  citizens  who  qualify  for  the  program 
on  the  basis  of  income;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
Board  of  Trustees  shall  appoint  a special  committee  for  the 
purpose  of  overseeing  the  implementation  and  activities  of 
the  Tennessee  Medical  Association-Tennessee  Medicare  Ac- 
cess Program,  including  setting  and  adjusting  the  appropriate 
income  levels  necessary  to  qualify  for  senior  citizen  partici- 
pation in  the  program,  and  reporting  on  the  activities  and 
status  of  the  program  to  the  Tennessee  Medical  Association 
Board  of  Trustees  as  appropriate;  and  be  it  further 

RESOLVED,  That  physicians  desiring  to  participate  in 
the  Tennessee  Medical  Association-Tennessee  Medicare  Ac- 
cess Program  submit  their  names  for  placement  on  a roster 
to  be  maintained  by  the  local  medical  societies,  county  health 
departments,  and  local  senior  citizen  service  organizations; 
and  be  it  further 

RESOLVED,  That  participation  in  the  Tennessee  Medi- 
cal Association-Tennessee  Medicare  Access  Program  obli- 
gates a physician  to  accept  Medicare  assignment  for  services 
provided  to  those  Medicare  patients  providing  proof  of  en- 
rollment in  the  Tennessee  Medical  Association-Tennessee 
Medicare  Access  Program  prior  to  treatment,  but  does  not 
obligate  him  to  render  service  for  Tennessee  Medical  Asso- 
ciation-Tennessee Medicare  Access  Program  patients  in  ex- 
cess of  the  number  deemed  reasonable  and  necessary  by  the 
physician,  as  participation  is  voluntary  and  at  the  discretion 
of  the  participating  physician;  and  be  it  further 

RESOLVED,  That  the  Board  of  Trustees  of  the  Tennes- 
see Medical  Association  be  directed  to  actively  pursue  timely 
creation  of  the  Tennessee  Medical  Association-Tennessee 
Medicare  Access  Program  and  in  so  doing  is  directed  and 
authorized  to  execute  all  necessary  steps  to  implement  this 
resolution;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
encourage  all  physicians  to  enter  into  voluntary'  efforts  to  care 
for  the  elderly  indigent;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  A — offered  Substitute  Resolu- 
tion No.  11-89  to  replace  original  Resolutions  No.  11-89  and 
No.  12-89;  recommended  adoption  of  Substitute  Resolution  No. 
11-89. 

ACTION:  ADOPTED  AS  AMENDED 


JUNE,  1989 
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RESOLUTION  NO.  12-89 

Elderly  Indigent 

By:  Charles  W.  White,  M.D. 

Tennessee  Academy  of  Family  Physicians 

Whereas,  There  are  elderly  people  in  the  state  of  Tennes- 
see whose  only  insurance  coverage  is  Medicare;  and 

Whereas,  Many  of  these  patients  cannot  qualify  for  Med- 
icaid; and 

Whereas,  The  members  of  the  Tennessee  Academy  of 
Family  Physicians  have  traditionally  cared  for  those  patients 
in  need.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
encourage  all  physicians  to  enter  into  voluntary  efforts  to  care 
for  the  elderly  indigent;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  A —offered  Substitute  Resolu- 
tion No.  11-89  to  replace  original  Resolutions  No.  11-89  and 
No.  12-89;  recommended  adoption  of  Substitute  Resolution  No. 
11-89. 

ACTION:  NOT  ADOPTED  (Was  replaced  with  Substitute 
Resolution  No.  11-89,  which  was  adopted.) 


RESOLUTION  NO.  13-89 

Resource-Based  Relative  Value  Scale 

By:  Thurman  L.  Pedigo,  M.D. 

Tennessee  Academy  of  Family  Physicians 

Whereas,  Since  the  implementation  of  the  1972  Medical 
Price  Index,  family  physicians  and  other  primary  care  spe- 
cialists have  been  progressively  penalized  in  reimbursement. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
support  the  concept  of  equitable  physician  payment  similar 
to  a Resource-Based  Relative  Value  Scale;  and  be  it  further 
RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  13-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  14-89 

TMA’s  Role  in  Mandatory  AIDS  Policies 

By:  Don  L.  Gaines,  M.D.,  Delegate 
TMA  Hospital  Medical  Staff  Section 

Whereas,  AIDS  is  a growing  national  health  problem  and 
creates  certain  issues  and  concerns  related  to  the  admission 
and  treatment  of  HIV-positive  and  AIDS  patients;  and 
Whereas,  Specific  issues  such  as  mandatory  preoperative 
HIV  testing,  patient  confidentiality,  and  the  protection  of 
physicians,  hospital  personnel  and  patients  are  arising  daily. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
Board  of  Trustees,  through  the  Committee  on  HIV  Infection 
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and  AIDS,  assist  in  the  establishment  of  appropriate  policy 
and  guidelines  for  hospital  medical  staffs  to  follow  concerning 
AIDS  and  HIV-positive  cases  in  hospitals  across  the  state, 
and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  14-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  15-89 

TMA  Representation  in  the 
AMA-Young  Physicians  Section 

By:  Ann  H.  Price,  M.D.,  Delegate 

Whereas,  The  Tennessee  Medical  Association  has  ap- 
proved an  addition  to  the  Constitution  and  Bylaws  of  the  As- 
sociation establishing  a Young  Physician  Section  of  the  House 
of  Delegates;  and 

Whereas,  An  ad  hoc  committee  of  qualified  young  physi- 
cians has  worked  for  nearly  two  years  to  establish  this  sec- 
tion; and 

Whereas,  Every  TMA  physician  who  is  under  age  40  or 
in  his  first  five  years  of  practice  is  considered  a member  of 
this  section;  and 

Whereas,  Each  component  society  has  the  opportunity  for 
representation  in  the  Young  Physician  Section;  and 

Whereas,  Each  state  medical  association  is  allowed  to  send 
a delegate  and  alternate  to  the  American  Medical  Associa- 
tion Young  Physicians  Section.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
delegate  and  alternate  delegate  to  the  American  Medical  As- 
sociation-Young Physicians  Section  shall  be  approved  by  the 
House  of  Delegates;  and  be  it  further 

RESOLVED,  That  the  TMA  Young  Physicians  Section 
be  responsible  for  recommending  appropriate  section  mem- 
bers to  the  nominating  committee  for  these  positions;  and  be 
it  further 

RESOLVED,  That  an  amendment  to  the  TMA  Bylaws 
be  developed  to  provide  for  this  process;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
adoption  of  Resolution  No.  15-89. 

ACTION:  ADOPTED 


RESOLUTION  NO,  16-89 

Medicare  Reimbursement,  Geographical  Differences 

By:  C.  Eugene  Jabbour,  M.D. 
Memphis-Shelby  County  Medical  Society 

Whereas,  There  is  a wide  regional  disparity  in  the  Medi- 
care reimbursement  for  equivalent  services  provided  to  pa- 
tients; and 
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Whereas,  This  difference  exceeds  the  differences  in  the 
cost  of  medical  practice  in  various  regions;  and 

Whereas,  This  adversely  influences  patient  access  to  med- 
ical care  and  physician  distribution.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association 
support  the  elimination  of  geographical  differences  in  Medi- 
care reimbursement  for  physicians,  except  those  based  on 
geographical  differences  in  medical  practice;  and  be  it  further 
RESOLVED,  That  a similar  resolution  be  introduced  into 
the  American  Medical  Association  House  of  Delegates  by  the 
Tennessee  delegation;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  16-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  17-89 

Resolutions  Concerning  Reversal  of  Roe  v.  Wade 

By:  J.  C.  Woodall,  Jr.,  M.D. 

Memphis-Shelby  County  Ob/Gyn  Society 
Tennessee  State  Ob/Gyn  Society 

Tennessee  Section,  American  College  of  Ob/Gyn 

Whereas,  The  Tennessee  Medical  Association,  the  Amer- 
ican Medical  Association,  and  the  American  College  of  OB/ 
GYN  have  decided  that  because  of  the  very  divisive  nature 
of  this  issue  to  support  the  Supreme  Court  decision  in  Roe 
v.  Wade  of  1973;  and 

Whereas,  In  the  aftermath  of  the  1973  Roe  v.  Wade  de- 
cision, legalized  elective  termination  of  pregnancy  has  de- 
creased the  morbidity  and  mortality  of  women  seeking  this 
service;  and 

Whereas,  The  American  Medical  Association,  the  Ten- 
nessee Medical  Association,  and  the  American  College  of  OB/ 
GYN  have  always  supported  the  confidentiality  of  the  doc- 
tor-patient relationship  concerning  any  and  all  medical  pro- 
cedures and/or  problems;  and 

Whereas,  It  is  required  in  all  obstetrical  and  gynecological 
training  programs  that  personnel,  completing  those  pro- 
grams, be  capable  of  safely  performing  termination  of  preg- 
nancy procedures;  and 

Whereas,  Termination  of  pregnancy  is  a religious  issue 
which  the  AMA  and  TMA  have  avoided  becoming  involved 
in,  in  previous  years;  and 

Whereas,  Public  confidence  in  the  medical  profession  has 
not  been  eroded  because  of  any  decisions  or  activities  con- 
cerning termination  of  pregnancy;  and 

Whereas,  The  Centers  for  Disease  Control  has  deter- 
mined that  legalized  termination  of  pregnancy  has  resulted  in 
a much  lower  incidence  of  morbidity  and  mortality;  and 

Whereas,  The  Public  Health  Service  and  Centers  for  Dis- 
ease Control  have  determined  that  there  are  apparently  no 
long-term  or  short-term  deleterious  effects  on  women 
undergoing  these  procedures;  and 

Whereas,  It  is  each  physician’s  duty  and  conscience  that 
should  dictate  his  actions  concerning  this  procedure.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 


permanently  remove  itself  from  any  activities  concerning  the 
reversal  of  the  Roe  v.  Wade  decision. 

REFERENCE  COMMITTEE  A — recommended  temporary 
postponement  of  Resolution  No.  17-89. 

ACTION:  POSTPONED  TEMPORARILY 


SUBSTITUTE  RESOLUTION  NO.  18-89 

Guidelines  for  Third  Party  Queries 
Regarding  Subscriber  Patients 

By:  C.  Eugene  Jabbour,  M.D. 

Memphis-Shelby  County  Medical  Society 

Whereas,  Third  party  payors  and  managed  health  care  plan 
insurers  are  constantly  calling  physicians  regarding  subscriber 
beneficiaries,  patient  status,  length  of  stay,  reasons  for  hos- 
pitalization, and  other  questions;  and 

Whereas,  The  time  spent  by  physicians  and  their  office 
staff  has  become  a major  problem  in  their  practice;  and 
Whereas,  These  inquiries  are  felt  to  be  necessary  by  third 
party  payors,  but  there  is  no  provision  to  reimburse  the  phy- 
sician for  his  time  and  consultive  expertise;  and 

Whereas,  No  guidelines  have  been  established  regarding 
the  information  which  a physician  may  provide  to  the  inquir- 
ing agency.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
Board  of  Trustees,  through  the  Medical  Practice  Committee, 
establish  guidelines  regarding:  1)  The  appropriateness  of  third 
party  payor  inquiries,  2)  The  amount  of  time  spent  by  phy- 
sician and  staff,  3)  The  lack  of  reimbursement  for  the  time 
required  of  physician  and  office  staff  to  provide  information 
which  the  third  party  requests,  4)  The  confidentiality  of  the 
physician-patient  relationship,  5)  Other  concerns  that  may 
come  before  the  committee  in  their  discussions;  and  be  it  fur- 
ther 

RESOLVED,  That  the  Medical  Practice  Committee  pub- 
lish in  a timely  fashion  in  the  TMA  Chart  the  progress  made 
on  this  resolution  until  such  time  that  the  matter  has  been 
resolved. 

REFERENCE  COMMITTEE  C— offered  Substitute  Resolu- 
tion No.  18-89  to  replace  original  Resolutions  No.  18-89  and 
No.  24-89;  recommended  adoption  of  Substitute  Resolution  No. 
18-89. 

ACTION:  ADOPTED 


RESOLUTION  NO.  19-89 
Reversal  of  Roe  v.  Wade 

By:  C.  Eugene  Jabbour,  M.D. 

Memphis-Shelby  County  Medical  Society 

Whereas,  The  American  Medical  Association  in  1859  and 
again  in  1871  adopted  reports  which  termed  abortion  “un- 
warrantable destruction  of  human  life”;  and  “the  wholesale 
destruction  of  unborn  infant”;  and 

Whereas,  In  the  aftermath  of  the  1973  Roe  v.  Wade  abor- 
tion decision,  which  legalized  elective  abortion,  over  20  mil- 
lion innocent  and  defenseless  unborn  children  have  been  killed 
at  a rate  of  one  death  every  22  seconds;  and 
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Whereas,  Supreme  Court  Justice  Sandra  Day  O’Connor 
has  characterized  the  Roe  v.  Wade  decision  as  one  which 
cannot  endure  because  it  is  “on  a collision  course  with  it- 
self . . .”  due  in  part  to  scientific  progress  which  has  recog- 
nized and  can  now  protect  the  living  unborn  child  ever  earlier 
in  gestation;  and 

Whereas,  Even  Justice  Blackmun,  its  author,  has  publicly 
stated  that  Roe  v.  Wade  may  soon  be  overturned;  and 

Whereas,  The  unborn  child  has  in  recent  years  been  clearly 
recognized,  by  physicians  and  lay  public  alike,  as  a patient 
separate  from  mother  and,  as  such,  subject  to  medical  and 
even  surgical  treatment;  and 

Whereas,  The  actual  and  violent  destruction  of  living  pre- 
born children  by  abortion  is  being  seen  by  millions  of  Amer- 
icans in  the  documentaries  “The  Silent  Scream”  and  “The 
Eclipse  of  Reason”;  and 

Whereas,  Public  confidence  in  the  medical  profession  has 
eroded  because  medicine  has  too  often  condoned,  supported, 
even  fostered  the  killing  of  unborn  children  by  abortion;  and 

Whereas,  It  is  incumbent  upon  medicine  as  a profession 
to  set  itself  right  with  its  patients,  the  public,  and  itself  by 
rectifying  errors  of  which  it  has  been  a part.  Now,  therefore 
be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
hereby  call  upon  the  American  Medical  Association,  through 
its  House  of  Delegates,  to  restore  public  confidence  in  med- 
icine as  a healing  profession,  which  consistently  rejects  being 
involved  in  killing,  by  urging  all  physicians  to  work  for  the 
reversal  of  the  Roe  v.  Wade  decision;  and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  A — recommended  temporary 
postponement  of  Resolution  No.  19-89. 

ACTION:  POSTPONED  TEMPORARILY 


RESOLUTION  NO.  20-89 

HIV  Testing  for  Protection  of  Health  Care  Workers 

By:  C.  Eugene  Jabbour,  M.D. 

Memphis-Shelby  County  Medical  Society 

Whereas,  The  recognition  of  AIDS  and  the  control  of  the 
spread  of  this  disease  is  a major  public  health  problem;  and 

Whereas,  The  virus  that  causes  AIDS  is  most  commonly 
transmitted  by  exposure  to  body  fluids  of  an  infected  individ- 
ual; and 

Whereas,  Health  care  workers,  family  members,  and  per- 
sons with  intimate  contact  with  infected  individuals  are  par- 
ticularly exposed  to  this  hazard;  and 

Whereas,  Health  care  workers  in  Tennessee  have  been 
infected  with  this  lethal  disease  in  the  course  of  their  work; 
and 

Whereas,  The  National  Institutes  of  Health  is  now  so  con- 
cerned about  this  exposure  of  their  health  care  workers  that 
they  are  offering  drug  therapy  to  their  employees  who  have 
had  significant  occupational  exposure.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
recommend  and  urge  the  Tennessee  General  Assembly  to  pass 
legislation  which  would  enable  physicians  to  order  diagnostic 
tests  in  clinical  situations,  without  the  patient’s  consent,  on 
individuals  who  they  feel  may  be  potentially  infectious;  and 
be  it  further 
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RESOLVED,  That  results  from  diagnostic  AIDS  tests 
should  be  available  to  health  care  workers  and  other  individ- 
uals exposed  to  significant  risks  so  that  in  the  event  of  signif- 
icant exposure  the  appropriate  treatment  may  be  given  in  an 
expeditious  manner;  and  be  it  further 

RESOLVED,  That  legislation  be  adopted  that  would  per- 
mit physicians  to  obtain  these  appropriate  public  health  tests 
without  exposure  to  civil  penalties  for  the  consequences  of 
the  results  of  such  tests  when  obtained  for  the  safety  of  the 
general  public  and  the  health  care  worker  specifically;  and  be 
it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  20-89  as  amended. 

ACTION;  REFERRED  TO  TMA  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  21-89 

Reevaluation  of  Criteria  for  Distinguished  Service  Award 

By:  C.  Eugene  Jabbour,  M.D. 
Memphis-Shelby  County  Medical  Society 

Whereas,  The  criteria  for  the  Distinguished  Service  Award 
have  not  been  evaluated  in  a number  of  years;  and 

Whereas,  Each  year  it  appears  that  there  is  confusion  over 
the  exact  qualifications  for  the  Distinguished  Service  Award; 
and 

Whereas,  For  most  recipients,  the  award  is  based  on  a 
lifetime  achievement  rather  than  achievement  during  the  pre- 
vious year.  Now,  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  direct  the 
Tennessee  Medical  Association  Board  of  Trustees  to  reeval- 
uate the  criteria  for  the  Distinguished  Service  Award  prior  to 
the  announcement  and  solicitation  of  the  1990  Award  nomi- 
nees. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  21-89. 

ACTION:  ADOPTED 


RESOLUTION  NO.  22-89 
Consent  Calendar 

By:  Eugene  Jabbour,  M.D. 

Memphis-Shelby  County  Medical  Society 

Whereas,  There  are  resolutions  presented  at  the  annual 
meeting  of  the  Tennessee  Medical  Association  which  receive 
unanimous  support  in  the  reference  committee  hearings;  and 
Whereas,  Time  is  at  a premium  during  the  last  session  of 
the  House  of  Delegates.  Now,  therefore  be  it 

RESOLVED,  That  resolutions,  which  are  unanimously 
supported  in  the  reference  committees,  be  allowed  to  be 
placed  on  a consent  calendar  at  the  discretion  of  the  refer- 
ence committee,  and  adopted  as  a group,  without  debate  or 
comment,  unless  specific  objection  to  one  or  all  resolutions 
is  voiced  by  a member  of  the  House  of  Delegates  at  the  time 
of  presentation  of  consent  calendar,  a request  may  be  made 
for  removal  of  any  item  for  debate  or  individual  action  with- 
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out  the  need  for  a vote  on  permission  to  separate  it  from  the 
other  items;  and  be  it  further 

RESOLVED , That  reports  of  committees,  at  the  discre- 
tion of  the  reference  committees,  also  be  placed  on  the  con- 
sent calendar  for  filing;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  22-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  23-89 

Hospital  Medical  Staff  Model  Bylaws 

By:  Don  L.  Gaines,  M.D.,  Delegate 
TMA  Hospital  Medical  Staff  Section 

Whereas,  The  Hospital  Medical  Staff  Section  of  the  Ten- 
nessee Medical  Association  has  developed  a set  of  model  by- 
laws to  be  used  as  a reference  guide  by  hospital  medical  staffs 
in  Tennessee  to  assist  in  the  rewriting  of  present  bylaws;  and 

Whereas,  The  model  bylaws  have  been  reviewed  and  re- 
vised by  the  staff  attorney  of  the  Tennessee  Medical  Associ- 
ation; and 

Whereas,  Several  physicians  have  acknowledged  using  an 
early  form  of  these  same  bylaws  to  assist  in  the  restructuring 
process  of  staff  bylaws  and  highly  praised  the  benefit  of  such 
guidelines.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
approve  the  reproduction  of  the  TMA-Hospital  Medical  Staff 
Model  Bylaws  from  the  master  copy  retained  at  the  TMA 
headquarters  on  a per-request  basis  at  cost  to  the  member- 
ship; and  be  it  further 

RESOLVED,  That  the  model  bylaws  be  promoted  strict- 
ly as  guidelines  to  help  in  the  bylaw  review  and  development 
process;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  23-89. 

ACTION:  ADOPTED 


RESOLUTION  NO.  24-89 

Insurance  Company  Demands  on  Physician  Time 

By:  James  G.  Johnson,  M.D.,  President 
Tennessee  Society  of  Internal  Medicine 

Whereas,  Insurance  companies  are  increasingly  demand- 
ing hospital  precertification  of  their  policyholders;  and 

Whereas,  Recurrent  certification  frequently  must  occur 
during  the  period  of  hospitalization  of  said  policyholders;  and 
Whereas,  The  precertification  and  recertification  occurs 
with  repeated  telephone  discussions  between  the  insurance 
company  and  the  primary  physician  or  his  designated  repre- 
sentative; and 

Whereas,  Such  process  is  taking  increasing  amounts  of 
physician  time  and  interfering  with  physician  care  of  the  in- 


volved patient  (policyholder)  and  with  the  delivery  of  care  to 
other  patients.  Now.  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
object  to  the  interference  of  insurance  companies  with  the 
doctor/patient  relationship;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
affirm  the  physicians'  right  to  refuse  repeated  discussions  in- 
volving the  patients'  care  with  the  insurance  company;  and 
be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
support  the  physicians'  right  to  bill  the  insurance  company 
for  furnishing  medical  information  on  their  policyholders;  and 
be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  C — offered  Substitute  Resolu- 
tion No.  18-89  to  replace  original  Resolutions  No.  18-89  and 
No.  24-89;  recommended  adoption  of  Substitute  Resolution  No. 
18-89. 

ACTION:  NOT  ADOPTED  (Was  replaced  with  Substitute 
Resolution  No.  18-89,  which  was  adopted.) 


RESOLUTION  NO.  25-89 
Pre-Admission  Screening  for  Nursing  Homes 

By:  Duane  C.  Budd,  M.D. 

Washington-Unicoi-Johnson  County 
Medical  Association 

Whereas,  The  Omnibus  Budget  Reconciliation  Act  of  1987 
(OBRA  1987)  prohibits,  after  January  1,  1989,  a nursing  fa- 
cility from  admitting  any  new'  resident  who  has  mental  illness 
or  mental  retardation  (or  a related  condition  such  as  cerebral 
palsy  and  epilepsy)  unless  the  Tennessee  Department  of 
Mental  Health  and  Mental  Retardation  (DMHMR)  has  de- 
termined that  because  of  existing  mental  conditions  and/or 
health  problems,  the  person’s  primary  need  should  be  met  by 
a nursing  facility;  and 

Whereas,  The  legislation  also  requires  that  individuals  de- 
siring admission  to  nursing  homes  be  screened  for  mental  ill- 
ness and/or  mental  retardation;  and 

Whereas,  Individuals  who  are  not  receiving  or  applying 
for  Medicaid  benefits  must  also  be  screened;  and 

Whereas,  Such  evaluations  are  known  as  “PASARR-MI” 
(Pre-Admission.  Screening  and  Resident  Review-for  Mental 
Illness)  and  “PASARR-MR”  (Pre-Admission,  Screening  and 
Resident  Review-for  Mental  Retardation).  Now,  therefore 
be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
regard  the  screening  for  mental  health  prior  to  admission  to 
a nursing  home  (as  required  by  the  Omnibus  Budget  Recon- 
ciliation Act  of  1987)  for  persons  not  receiving  or  applying 
for  Medicaid  benefits  an  unwarranted  infringement  of  their 
rights  as  citizens;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  is 
of  the  opinion  that  a patient’s  physician  is  the  proper  judge 
as  to  facility  selection  for  those  requiring  inpatient  health  care; 
and  be  it  further 

RESOLVED,  That  copies  of  this  resolution  be  sent  to  the 
Commissioner  of  the  Department  of  Mental  Health  and 
Mental  Retardation,  the  Governor  of  Tennessee,  and  the 
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members  of  the  Tennessee  General  Assembly;  and  be  it  fur- 
ther 

RESOLVED , That  a similar  resolution  be  introduced  into 
the  American  Medical  Association  House  of  Delegates  by  the 
Tennessee  delegation;  and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  B —recommended  adoption  of 
Resolution  No.  25-89. 

ACTION:  ADOPTED 


RESOLUTION  NO.  26-89 

Section  1842(b)(5),  Social  Security  Act 
Re:  Reimbursement  for  Colleagues  Covering 
for  Attending  Physicians 

By:  David  K.  Garriott,  M.D. 

Sullivan  County  Medical  Society 

Whereas,  Many  physicians  have  call  schedule  arrange- 
ments where  a colleague  makes  daily  rounds  on  the  attending 
physician's  patients  on  weekends,  vacations,  and  at  other 
times;  and 

Whereas,  In  many  of  these  arrangements,  the  attending 
physician  will  bill  the  patient  for  the  service  rendered  by  the 
colleague;  and 

Whereas,  The  colleague  does  not  bill  when  he  is  covering 
for  the  attending  physician;  and 

Whereas,  This  is  a widespread  practice  affecting  many 
physicians;  and 

Whereas,  This  billing  practice  constitutes  a statutory  vio- 
lation of  Section  1842(b)(5),  Social  Security  Act;  and 

Whereas,  Medicare  is  enforcing  this  regulation  by  denial 
of  attending  physicians'  payment  for  these  services;  and 

Whereas,  Requiring  covering  colleagues  to  separately  bill 
the  attending  physician’s  patient  to  comply  with  this  regula- 
tion is  an  inconvenience  to  patients,  and  frequently  results  in 
confusion,  discontent,  and  undue  alarm  on  the  part  of  our 
patients;  and 

Whereas,  No  fraud  is  intended,  and  the  covering  physi- 
cian is  duly  eligible  for  Medicare  reimbursement.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association, 
through  its  Committee  on  Governmental  Medical  Services,  in 
consultation  with  the  medical  director  of  the  Medicare  Inter- 
mediary for  Tennessee,  address  the  problem  produced  by 
Section  1842(b)(5)  of  the  Social  Security  Act  when  a physi- 
cian’s billing  for  the  services  rendered  by  a colleague  under  a 
call  schedule  arrangement  results  in  a statutory  violation;  and 
be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association 
enlist  the  aid  of  other  organizations,  including  the  American 
Medical  Association,  the  various  medical  specialty  societies, 
and  the  American  Association  of  Retired  Persons  (AARP) 
by  urging  them  to  take  action  to  rescind  Section  1842(b)(5) 
of  the  Social  Security  Act  and  other  relevant  sections  which 
adversely  affect  physician  reimbursement  in  an  on  call  situa- 
tion; and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 
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REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  26-89  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  27-89 
Malpractice  Insurance 

By:  William  Gutch,  M.D.,  Delegate 
Lakeway  Medical  Society 

Whereas,  State  Volunteer  Mutual  Insurance  Company 
(SVMIC)  was  formed  to  provide  Tennessee  Medical  Associ- 
ation and  other  physician  members  with  professional  liability 
insurance  at  a time  when  the  threat  of  unavailability  of  such 
insurance  was  great;  and 

Whereas,  SVMIC  can,  and  has,  denied  malpractice  cov- 
erage to  physicians  in  good  standing  with  their  medical  soci- 
ety and  their  local  hospital,  at  a time  when  SVMIC  is  report- 
edly fiscally  sound;  and 

Whereas,  Liability  insurance  has  become  a prerequisite 
for  obtaining  and  continuing  hospital  privileges;  and 

Whereas,  Physicians  denied  coverage  have  great  difficulty 
in  obtaining  any  alternative  coverage.  Now,  therefore  be  it 

RESOLVED,  That  State  Volunteer  Mutual  Insurance 
Company  be  required  to  give  a physician  advance  opportunity 
to  discuss,  elaborate  on,  or  refute  the  facts  being  considered  as 


COMMENDATION  RESOLUTION 

Doris  Darrow 

By:  Hays  Mitchell,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Doris  Darrow  served  as  the  chief  execu- 
tive officer  for  the  Tennessee  Academy  of  Family  Phy- 
sicians for  over  21  years;  and 

Whereas,  Doris  Darrow,  as  the  Academy’s  first  full- 
time executive  director,  guided  the  Academy  through 
two  decades  of  growth  and  development;  and 

Whereas,  Through  Doris  Darrow’s  leadership  and 
dedication  the  Tennessee  Academy  of  Family  Physi- 
cians has  become  the  largest  medical  specialty  organi- 
zation in  Tennessee;  and 

Whereas,  Doris  Darrow  retired  as  executive  director 
of  the  Tennessee  Academy  of  Family  Physicians  March 
31,  1989.  Now,  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  recognize  and  honor 
Doris  Darrow  for  her  21  years  of  service  to  family  phy- 
sicians and  the  medical  profession  as  a whole  in  Ten- 
nessee; and  be  it  further 

RESOLVED,  That  Doris  Darrow  be  presented  with 
a copy  of  this  resolution,  appropriately  engrossed  and 
framed,  as  a permanent  reminder  of  our  appreciation 
for  her  years  of  service  to  the  physicians  of  Tennessee. 
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a basis  for  malpractice  coverage  denial;  and  be  it  further 

RESOLVED , That  SVMIC  be  required  to  seek  out  and 
consider  the  opinions  of  standing  and  competence  about  the 
affected  physician  from  the  local  medical  society  and  hospi- 
tal^), before  coverage  denial;  and  be  it  further 

RESOLVED,  That  SVMIC  be  required,  upon  request  of 
the  affected  member,  to  give  a full  accounting  of  the  basis 
for  insurance  denial  to  that  physician’s  hospital(s)  and  medi- 
cal society;  and  be  it  further 

RESOLVED,  That  SVMIC  join  other  professional  liabil- 


COMMENDATION  RESOLUTION 

Medical  Home  Volunteers 

By:  Hays  Mitchell,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  House 
of  Delegates  in  Resolution  27-87  strongly  urged  its  com- 
ponent medical  societies  to  set  up  “medical  home”  ros- 
ters for  indigent  adults,  similar  to  those  which  were 
presently  in  place  for  children;  and 

Whereas,  The  Tennessee  Medical  Association's  Pri- 
mary Care  Liaison  Committee  is  presently  initiating  this 
process  in  cooperation  with  regional  and  county  health 
department  directors  and  volunteer  physician  coordi- 
nators from  the  Tennessee  Medical  Association  in  each 
county;  and 

Whereas,  The  physicians  serving  as  volunteer  coor- 
dinators are:  John  Derryberry,  Sue  Johnson,  Jason  Hol- 
lingsworth, Charles  Bownds,  Alan  Romans,  Dan  Vance, 
John  Chambers,  Jerry  Atkins,  Jack  Wells,  Ted  Taylor, 
Oscar  McCallum,  Raymond  Rhear,  John  Phillips,  Ralph 
Reynolds,  Michael  O’Dell,  Thomas  Beckner,  Doug 
Cobble,  John  Lay,  Jerald  White,  Charles  White,  Terry 
Harrison,  Tom  Wood,  Joe  Mobley,  Norm  Henderson, 
Yashwant  Patel,  Bill  Young,  Wallace  Burroughs,  Tom 
Williams,  Rusty  Adcock,  Tom  Evans.  William  Lee,  Tom 
Bovine,  David  Hopkins,  Thurman  Pedigo,  Hobart 
Beale,  Charles  Haney;  and 

Whereas,  These  medical  home  coordinators  have 
worked  diligently  to  recruit  the  participation  of  their 
fellow  physicians  in  this  volunteer  effort;  and 

Whereas,  The  contributions  of  these  coordinators 
have  been  crucial  to  the  successful  establishment  and 
operation  of  the  medical  home  concept;  and 

Whereas,  Medical  home  rosters  have  been  instituted 
or  are  under  development  in  27  rural  Tennessee  coun- 
ties, making  the  program  a model  for  other  states;  and 
Whereas,  Recognition  for  their  long  hours  of  dedi- 
cated effort  is  warranted.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Associ- 
ation, through  its  House  of  Delegates,  recognize  the 
achievements  of  the  medical  home  volunteer  physician 
coordinators;  and  be  it  further 

RESOLVED,  That  each  physician  coordinator  be 
presented  with  a suitably  engrossed  copy  of  this 
resolution. 


ity  carriers  in  this  state  to  form  a “high  risk  pool”  so  that 
competent  physicians  in  good  standing  being  denied  coverage 
can  have  an  opportunity  to  obtain  professional  liability  insur- 
ance elsewhere;  and  be  it  further 

RESOLVED,  That  SVMIC  be  instructed  by  the  Tennes- 
see Medical  Association  to  make  every  attempt  to  recapture, 
and  develop  techniques  to  recapture,  litigation  expenses  where 
malpractice  actions  are  not  sustained  in  the  courts;  and  be  it 
further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  D — recommended  nonadop- 
tion of  Resolution  No.  27-89. 

ACTION:  NOT  ADOPTED 


MEMORIAL  RESOLUTION 

Carolyn  Sandlin 

Whereas,  Every  organization  has  certain  employees 
who  provide  the  “glue”  that  holds  the  team  together; 
and 

Whereas,  The  Tennessee  Medical  Association  was 
fortunate  in  having  in  its  employ  for  more  than  18  years 
that  type  of  individual  in  Carolyn  Sandlin;  and 

Whereas,  Carolyn  Sandlin,  during  those  18  years, 
saw  membership  in  the  TMA  grow  from  3,167  to  6,114 
under  her  supervision  as  manager  of  membership  and 
records;  and 

Whereas,  Carolyn  Sandlin  supervised  the  collective 
registration  of  20,000  members  at  the  Association’s  an- 
nual meeting,  many  of  whom  over  the  years  grew  to 
expect  to  be  greeted  by  Carolyn  at  the  registration  desk; 
and 

Whereas,  Her  recent  untimely  death  took  her  from 
her  devoted  family  and  loved  ones,  the  TMA  staff,  and 
the  6,000  plus  members  of  the  Tennessee  Medical  As- 
sociation; and 

Whereas,  The  Association  desires  to  recognize  the 
service  of  one  of  its  most  valuable  and  faithful  employ- 
ees. Now,  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  here 
assembled  on  this  12th  day  of  April,  1989,  does  hereby 
express  its  heartfelt  appreciation  for  the  18  years  of 
dedicated  and  loyal  service  of  Carolyn  Sandlin;  and  be 
it  further 

RESOLVED,  That  sympathy  of  the  entire  mem- 
bership of  the  Tennessee  Medical  Association  be  ex- 
tended to  her  loving  family  and  devoted  husband,  Walter, 
at  this  time  of  bereavement;  and  be  it  further 

RESOLVED,  That  an  appropriately  engrossed  copy 
of  this  resolution  be  presented  to  Carolyn’s  family  as  a 
permanent  reminder  of  the  deep  affection  held  for  her 
and  the  service  she  so  selflessly  gave  the  physicians  and 
medical  profession  of  the  state  of  Tennessee. 


JUNE,  1989 
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RESOLUTION  NO.  28-89 
Support  of  the  Board  of  Medical  Examiners 

By:  Hays  Mitchell,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  operations  of  the  Board  of  Medical  Exam- 
iners have  recently  come  under  intense  scrutiny  and  unjusti- 
fied criticism;  and 

Whereas,  The  Board  of  Medical  Examiners,  through  its 
president,  Duane  Budd,  M.D.,  has  continued  to  provide  public 
testimony  pointing  out  the  inadequacies  of  the  current  facili- 
ties, funding  and  staff  provided  for  the  Board;  and 

Whereas,  The  Board  has  been  pursuing  the  needed 
changes  with  the  legislature  since  1984  in  an  effort  to  make 
it  more  responsive  and  effective;  and 

Whereas,  The  Board's  request  for  computer  automation, 
increased  investigative  and  legal  staff,  and  other  changes  nec- 
essary for  the  Board  to  fulfill  its  civic  responsibility  were  not 
acknowledged  or  recognized  until  late  1988,  and  then  only 
due  to  the  events  that  led  to  public  hearings  regarding  all 
state  regulatory  boards  by  the  Governor;  and 

Whereas,  The  Tennessee  Medical  Association  has  contin- 
ually publicly  supported  the  actions  and  efforts  of  the  Board 
of  Medical  Examiners  and  the  individuals  who  serve;  and 


Whereas,  The  Tennessee  Medical  Association  has  com- 
plete confidence  in  the  Board  and  applauds  the  progress  and 
successes  they  have  achieved  under  seemingly  impossible  cir- 
cumstances. Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
continue  its  support  of  the  Board  of  Medical  Examiners;  and 
be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association 
through  the  Tennessee  General  Assembly  continue  its  effort 
to  secure  the  necessary  funding,  staffing  and  computerization 
needed  by  the  Board  to  better  meet  its  statutory  obligations; 
and  be  it  further 

RESOLVED , That  formal  correspondence  reemphasizing 
the  needs  of  the  Board  and  the  recommended  changes  re- 
quired be  sent  with  a copy  of  this  resolution  to  each  member 
of  the  Tennessee  General  Assembly  and  the  Governor;  and 
be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1996. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  28-89. 

ACTION:  ADOPTED  r T7 


TENNESSEE’S  OUTSTANDING  PHYSICIAN  OF  THE  YEAR 

Robert  N.  Buchanan,  M.D. 


The  TMA  House  of  Delegates  elected  Robert  N. 
Buchanan,  M.D.,  of  Hendersonville  as  the  1989  Out- 
standing Physician  of  the  Year  at  the  154th  TMA  annual 
meeting.  Dr.  Buchanan  was  nominated  for  the  award  by 
the  Nashville  Academy  of  Medicine. 

Robert  N.  Buchanan,  M.D.,  a native  of  Henderson- 
ville, received  his  medical  degree  in  1934  from  the  Van- 
derbilt University  School  of  Medicine.  He  was  an  intern 
at  Vanderbilt  in  1934-35  and  at  the  City  Hospital  in 
Cleveland,  Ohio,  in  1935-36.  In  1942,  Dr.  Buchanan 
entered  the  U.S.  Army  as  a captain  and  was  discharged 
in  1946  with  the  rank  of  lieutenant  colonel. 

A member  of  the  Tennessee  Medical  Association  since 
1942,  Dr.  Buchanan  served  as  speaker  of  the  TMA  House 
of  Delegates  from  1954  to  1957  and  consequently  was  a 
member  of  the  Board  of  Trustees  during  this  period. 

Dr.  Buchanan  was  on  the  Nashville  Academy  of 
Medicine’s  Board  of  Directors  from  1947  to  1952  and 
from  1954  to  1958,  serving  as  president  of  the  Academy 
in  1955-56.  In  1961,  he  was  chairman  of  the  Academy’s 
delegation  to  the  TMA  House  of  Delegates. 

Following  his  military  service,  Dr.  Buchanan  re- 
sumed his  dermatology  practice  in  1946.  He  was  board 
certified  in  1947  and  was  on  the  faculty  staff  of  the 
Vanderbilt  University  School  of  Medicine  as  chairman 
of  the  Section  of  Dermatology  from  1953  to  1977,  and 
presently  is  a clinical  professor  of  dermatology,  emeritus. 

Dr.  Buchanan’s  contributions  to  his  specialty  have 
earned  him  tremendous  recognition  over  the  years.  He 


Outstanding  Physician  of  the  Year  Award  is  presented 
to  Dr.  Robert  N.  Buchanan  (right)  by  TMA  House  of 
Delegates  speaker,  Dr.  F.  Hammond  Cole,  Jr. 


has  twice  served  as  secretary-treasurer  of  the  Southern 
Dermatological  Society,  and  was  its  chairman  in  1960. 
Also  in  that  year,  he  chaired  the  Dermatology  Section 
of  the  Southern  Medical  Association. 

The  American  Academy  of  Dermatology  was  priv- 
ileged to  have  Dr.  Buchanan  on  their  Board  of  Direc- 
tors from  1969  to  1972,  and  in  culmination  of  his 
contributions  to  his  specialty,  he  was  elected  president 
of  the  American  Dermatological  Association  in  1981. 

The  Tennessee  Medical  Association  House  of  Del- 
egates salutes  Dr.  Buchanan’s  lifetime  of  dedication  to 
medicine,  and  the  1989  Outstanding  Physician  of  the 
Year  Award  is  our  way  of  saying  thank  you. 
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DISTINGUISHED  SERVICE  AWARDS 


The  Distinguished  Service  Award,  established  in 
1964,  is  presented  annually  by  the  TMA  Board  of 
Trustees  to  physician  members  in  recognition  of  out- 
standing service  or  contributions  to  the  advancement  of 
medical  science,  the  TMA,  or  the  public  welfare  wheth- 
er of  a civic  or  scientific  nature.  At  the  TMA's  154th 
annual  meeting  in  Nashville,  TMA  Board  Chairman 
Hays  Mitchell,  M.D.,  presented  two  recipients  with  this 
award. 


Mary  Brock  Duffy,  M.D.,  was  nominated  by  the 
Knoxville  Academy  of  Medicine,  recognizing  her  years 
of  work  with  the  Knox  County  Health  Department  and 
her  accomplishments  through  the  Department  for  fel- 
low Knoxvillians. 

Dr.  Duffy  joined  the  Knox  County  Health  Depart- 
ment in  1961,  and  has  been  its  director  since  1967.  In 
1982,  the  Knox  County  government  placed  the  County 
Indigent  Care  Clinic  under  the  Health  Department  and 
she  also  became  director  of  the  clinic. 

Under  Dr.  Duffy’s  direction,  the  Knox  County  In- 
digent Care  Program  has  become  one  of  the  most  suc- 
cessful in  the  South,  tending  to  more  than  9,000  pa- 
tients since  1982  and  now  averaging  approximately 
1,400  visits  a month. 

Her  training  in  public  health  led  her  to  become  in- 
volved in  numerous  health  organizations,  including  the 
Senior  Citizens  Home  Aide  Services,  American  Heart 
Association,  the  Knox  County  Head  Start  Program  as 
medical  advisor,  and  East  Tennessee  Health  Improve- 
ment Council.  She  most  recently  became  a public  in- 
formation resource  on  community  disease  outbreaks, 
immunizations,  and  AIDS,  of  which  her  efforts  have 
established  Knox  County  as  a confidential  AIDS  test- 
ing site. 

Dr.  Duffy  developed  a computer  network  that 
tracks  infant  immunization  records,  which  has  posi- 
tioned Knox  County  as  a leader  among  metropolitan 
areas  according  to  immunization  percentages. 

In  the  past.  Dr.  Duffy  has  received  many  presti- 
gious awards,  including  the  Alleghany  College  Gold 
Citation,  Alpha  Chi  Omega  Sorority  National 
Achievement  Award,  Kiwanis  Distinguished  Service 
Award,  and  the  Outstanding  Tennessee  Woman  Award 
from  the  University  of  Tennessee  Panhellenic  Council. 

Dr.  Duffy  is  a member  of  the  Tennessee  Public 
Health  Association.  American  Association  of  Public 
Health  Physicians,  and  she  is  a fellow  of  the  American 
College  of  Preventive  Medicine,  the  American  Public 
Health  Association  and  a diplomate  of  the  American 
Board  of  Preventive  Medicine. 


Distinguished  Service  Award  recipients  Drs.  Mary  Brock 
Duffy,  Knoxville  (left)  and  William  T.  Satterfield,  Jr., 
Memphis  (right)  with  Dr.  Hays  Mitchell,  chairman  of 
the  TMA  Board  of  Trustees. 


William  T.  Satterfield,  Jr.,  M.D.,  was  nominated 
by  the  Memphis-Shelby  County  Medical  Society  for  his 
years  of  devoted  service  to  the  Society  and  the  Mem- 
phis community. 

The  Society  also  selected  Dr.  Satterfield  in  light  of 
his  completion  of  a three-year  term  on  its  Board  of 
Directors,  his  service  as  vice  president  of  the  Board  of 
the  Memphis-Shelby  County  Medical  Society  Founda- 
tion. and  his  subsequent  departure  from  his  Memphis 
practice  to  lend  his  expertise  to  the  Jackson  commu- 
nity at  Jackson  General  Hospital. 

In  addition  to  his  medical  practice.  Dr.  Satterfield 
served  the  Memphis-Shelby  County  Medical  Society  as 
its  treasurer,  vice  president,  and  for  nine  years  as  one 
of  its  delegates  to  the  Tennessee  Medical  Association. 

In  1970,  Dr.  Satterfield  suffered  a myocardial  in- 
farction followed  by  a cardiovascular  accident,  after 
which  he  became  interested  in  and  dedicated  to  help- 
ing others  who  had  sustained  similar  problems.  He 
served  as  the  medical  director  of  Baptist  Hospital 
(Memphis)  Regional  Rehabilitation  Center’s  Stroke 
Unit  from  1971-87  and  is  currently  medical  director  of 
the  Rehabilitation  Unit  at  Jackson  General  Hospital. 

For  his  service  to  medicine  in  the  face  of  adversity, 
Dr.  Satterfield  has  received  many  impressive  awards, 
including  the  Memphis  Rotary  Club's  Handicap  Award, 
the  Award  of  Merit  from  Memphis  Mayor's  Advisory 
Council  on  Citizens  with  Disabilities,  and  Memphis- 
Shelby  County  Medical  Society’s  Presidential  Award. 

Dr.  Satterfield  is  a member  of  the  American  Col- 
lege of  Surgeons.  Memphis  Surgical  Society,  South- 
eastern Surgical  Congress,  Southern  Medical  Associa- 
tion, National  Rehabilitation  Association,  and  the 
American  Congress  of  Rehabilitation  Medicine. 


COMMUNITY  SERVICE  AWARDS 


I 


Each  year  since  1976,  the  Tennessee  Medical  Asso- 
ciation has  been  privileged  to  present  its  Community 
Service  Award  to  citizens  who  have  made  significant 
contributions  to  their  community  and  state  in  the  very 
broad  field  of  health  care.  At  the  TMA’s  154th  annual 
meeting  in  Nashville,  Hays  Mitchell,  M.D.,  chairman 
of  the  TMA  Board  of  Trustees,  presented  the  awards  to 
three  Tennesseans  for  their  efforts  to  promote  better 
general  health  and  well-being  of  the  population  in  their 
respective  communities. 

The  Reverend  Carl  Resener,  executive  director  of 
the  Nashville  Union  Mission,  was  nominated  by  the 
Nashville  Academy  of  Medicine,  recognizing  his  years 
of  working  with  the  homeless  in  the  Nashville  com- 
munity. 

The  Rev.  Resener  served  at  the  Union  Mission  for 
22  years,  and  the  past  18  years  he  was  its  executive 
director.  As  the  Mission’s  director,  he  has  fought  for 
affordable  housing  for  the  homeless,  institutionaliza- 
tion for  the  mentally  ill,  detoxification  for  alcoholics, 
and  for  keeping  the  Mission  at  its  present  location  near 
the  homeless  population  of  downtown  Nashville. 

He  has  authored  two  books,  Helping  the  Alcoholic 
Out  of  Alcoholism,  and  Crisis  in  the  Streets,  in  which 
he  draws  from  years  of  experience  with  Nashville’s 
homeless  to  offer  insight  into  their  lives  and  focuses 
on  the  need  for  shelter  and  jobs  for  these  transient 
people. 

Resener’s  accomplishments  have  not  gone  unrec- 
ognized in  Nashville.  He  has  received  a Civitan  Man 
of  the  Year  Award,  was  a Jefferson  Award  finalist, 
and  has  received  commendations  from  the  Tennessee 
State  Legislature  and  the  Governor  of  the  state  of 
Tennessee. 

Mrs.  Sue  Walker  was  nominated  by  the  Knoxville 
Academy  of  Medicine  for  her  many  years  of  volunteer 
work  in  her  community. 

For  the  past  five  years,  Mrs.  Walker  has  been 
chairman  of  the  Y-Teen  Program  and  vice-president 
and  member  of  the  Board  of  Directors  of  the  Knox- 
ville YWCA. 

Mrs.  Walker  has  served  as  president  of  the  Student 
Museum  Guild  and  is  on  the  Board  of  Trustees  of  the 
Student  Museum  and  a member  of  its  Health  Discov- 
ery Committee.  She  is  a member  of  the  Board  of  Di- 
rectors of  the  Dogwood  Arts  Festival  and  is  chairman 
for  the  Festival  in  the  Park. 

In  addition  to  being  a past  president  of  the  Second 
District  Dental  Association  Auxiliary  and  the  Tennes- 
see Dental  Association  Auxiliary,  she  is  currently  on 
the  committee  to  raise  funds  for  the  dental  section  of 


Community  Service  Award  recipients  (left  to  right) 
James  E.  Word,  Nashville;  Mrs.  Sue  Walker,  Knox- 
ville; and  Rev.  Carl  Resener,  Nashville. 


the  Health  Discovery  Center  at  the  World’s  Fair  site. 

She  is  a member  of  the  Board  of  Directors  of  the 
East  Tennessee  Chapter  of  the  American  Cancer  So- 
ciety and  the  Smoky  Mountain  Chapter  of  the  Arthri- 
tis Foundation,  and  is  a former  board  member  of  the 
Easter  Seal  Society.  She  is  a Red  Cross  volunteer  for 
clinics  in  the  Knoxville  area  and  is  co-chairman  for  the 
Muscular  Dystrophy  fund-raising  drive. 

Several  years  ago,  Mrs.  Walker  was  honored  by 
being  named  First  Lady  of  Knoxville  by  Beta  Sigma 
Phi,  and  she  has  also  received  the  YWCA’s  Volunteer 
of  the  Year  Award. 

James  E.  Word,  former  commissioner  of  the  De- 
partment of  Health  and  Environment  for  the  state  of 
Tennessee,  was  nominated  by  the  TMA  Board  of 
Trustees  to  recognize  his  years  of  dedicated  service  to- 
ward ensuring  the  health  of  all  Tennesseans. 

For  over  20  years,  Mr.  Word  has  been  an  admin- 
istrator in  public  health  agencies,  and  he  has  been  as- 
sociated with  the  Tennessee  Department  of  Health  and 
Environment  for  more  than  19  years. 

The  Arkansas  native  was  named  administrative  as- 
sistant to  the  director  of  the  Memphis-Shelby  County 
Health  Department  in  1967.  He  was  an  assistant  to 
Tennessee  Public  Health  Commissioner  Eugene  Fo- 
winkle  from  1969  to  1972,  and  was  named  deputy 
commissioner  in  1972. 

Mr.  Word  served  as  acting  commissioner  from  De- 
cember 1982  until  he  was  sworn  in  as  the  first  non- 
physician commissioner  of  the  Tennessee  Department 
of  Health  and  Environment  in  May  1983  and  served  in 
this  post  until  1987.  He  is  currently  the  executive  vice 
president  of  public  affairs  of  the  Tennessee  Hospital 
Association. 
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1989  TMA  Annual  Meeting — House  of  Delegates  Composition 
First  Session:  April  12 — Second  Session:  April  15 


EX-OFFICIO  MEMBERS 


County/Component  Society 

First 

Session 

Second 

Session 

President 

John  B Thomison,  M.D. 

Present 

Present 

President-Elect 

. .William  O.  Miller,  M.D. 

Present 

Present 

Vice-President 

. .Clarence  Goulding  Jr.,  M.D. 

Present 

Present 

Vice-President 

. Thurman  L.  Pedigo,  M.D. 

— 

Present 

Vice-President 

. Oscar  M.  McCollum,  M.D. 

Present 

Present 

Dee  J.  Canale,  M.D 

BOARD  OF  TRUSTEES 

Present 

F.  Hammond  Cole  Jr  , M.D 

Present 

Present 

James  T.  Craig  Jr.,  M.D. 

Present 

Present 

James  T.  Galyon,  M.D 

Present 

Present 

David  G Gerkm,  M.D 

Present 

Present 

Charles  E Jordan  III,  M.D 

Present 

Present 

Hays  Mitchell,  M.D 

Present 

Present 

Evelyn  B Ogle,  M.D 

Present 

Present 

Howard  L Salyer,  M.D 

Present 

Present 

Hal  S.  Stubbs,  M.D 

Present 

Present 

George  H.  Wood,  M.D. 

Present 

Present 

William  M.  Young,  M.D 

Present 

Present 

First  District 

COUNCILORS 

. .J.  Lawrence  Jayne  Jr.,  M.D. 

Present 

Second  District 

Robert  M.  Overholt,  M.D. 

— 

— 

Third  District 

. .John  F.  Boxell,  M.D. 

Present 

Present 

Fourth  District 

. .Will  G.  Quarles  Jr.,  M.D. 

Present 

— 

Fifth  District 

Fred  Ralston  Jr.,  M.D. 

Present 

Present 
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TMA  Annual  Meeting  Highlights 
Nashville — April  1989 


Outgoing  TMA  president  Dr.  John  B.  Thomison,  Nashville  (left) 
turning  over  gavel  to  incoming  president.  Dr.  William  O.  Miller, 
Knoxville. 


Retiring  TMA  Board  members  (front  row)  Drs.  Hays  Mitchell, 
McDonald;  David  G.  Gerkin,  Knoxville;  (back  row)  James  T.  Gal- 
yon,  Memphis;  Dee  J.  Canale,  Memphis;  Charles  E.  Jordan,  III, 
Cookeville. 


Hadley  Williams,  TMA  executive  director  AMA  president  Dr.  James  E.  Davis  ad- 
fright),  presenting  plaque  to  Walter  Sand-  dressing  the  House  of  Delegates, 
lin  in  memory  of  his  wife,  Carolyn. 


Incoming  TMA  president  Dr.  William  O. 
Miller  and  his  wife,  Sharon. 


Five  IMPACT  Board  members  (from  left)  Drs.  Nat  E.  Hyder,  Jr., 
Johnson  City;  David  G.  Gerkin,  Knoxville;  James  R.  Royal,  Chat- 
tanooga; Virgil  H.  Crowder,  Lawrenceburg;  Robert  D.  Kirkpat- 
rick, Memphis. 
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Dr.  Miller,  TMA  incoming  president;  Dr.  Davis,  AMA  president; 
and  Dr.  Thomison,  outgoing  TMA  president,  enjoying  the  Presi- 
dent’s Banquet. 
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Photos  by  S.  Lowry 


Dr.  Thomison  presiding  at  the  President’s  Outgoing  TMA  Auxiliary  president  Debbie  Godwin,  Knoxville  (left)  and  Dr.  Charles  W. 
Banquet.  Godwin  with  outgoing  TMA  First  Lady  Mrs.  John  B.  Thomison. 


TMA  past  presidents  from  left  (first  row)  Drs.  John  B.  Dorian,  Mem- 
phis, 1978;  George  A.  Zirkle,  Jr.,  Knoxville,  1980;  E.  Kent  Carter, 
Kingsport,  1974;  (second  row)  David  H.  Turner,  Chattanooga,  1977; 
James  R.  Royal,  Chattanooga,  1986;  Francis  H.  Cole,  Memphis,  1969; 
George  W.  Holcomb,  Jr.,  Nashville,  1982;  (third  row)  Allen  S.  Ed- 
monson, Memphis,  1981;  G.  Baker  Hubbard,  Jackson,  1966;  John  H. 
Burkhart,  Knoxville,  1965;  James  T.  Galyon,  Memphis,  1987;  (fourth 
row)  Rudolph  H.  Kampmeier,  Nashville,  1964;  Clarence  R.  Sanders, 
Gallatin,  1985;  J.  Paul  Baird,  Dyersburg,  1957;  O.  Morse  Kochtitzky, 
Nashville,  1973;  Thomas  K.  Ballard,  Jackson,  1984;  J.  Kelley  Avery, 
Nashville,  1975;  James  W.  Hays,  Nashville,  1979. 


J.  W.  Luna,  commissioner  of  the  Tennes- 
see Department  of  Health  and  Environ- 
ment, addressing  the  TMA  Board. 


Dr.  Hamel  B.  Eason,  Memphis,  newly  elected  TMA  president-elect,  giving  acceptance 
speech  to  House  of  Delegates. 


JUNE,  1989 
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Unclogs  major  arteries. 


PKEMER 

Porsche 

Middle  Tennessee's  exclusive  Porsche  dealership 
660  Lafayette  Street  (across  from  Sears) 

(615)  742-8000 


PRACTICE  MEDICINE. 
NOT  PAPERWORK. 


In  Navy  Medicine  the 
emphasis  is  on  patients, 
not  paperwork. 

As  a Navy  doctor, 
you  step  into  an  active 
and  challenging  group 
practice.  You  work  with 
state-of-the-art  equip- 
ment and  the  best 
facilities  available. 

Highly  trained 
physician’s  assistants, 
hospital  corpsmen, 
nurses  and  hospital 
administrators  not  only 
provide  medical  support,  they  attend  to  almost  all  the  paperwork.  As  a result,  you're 
free  to  make  medical  decisions  based  solely  on  the  needs  of  your  patients. 

Along  with  your  professional  development,  you’ll  enjoy  the  lifestyle  and  fringe 
benefits  of  a Navy  officer.  Beginning  salaries  are  comparable  with  hospital  staff 
positions  for  most  specialists. 

To  learn  more  about  the  Navy’s  practice  made  perfect,  send  your  curriculum 
vitae  or  call: 


1-800-777-NAVY 


BE  THE  DOCTOR  YOU  WANT  TO  BE 
IN  THE  NAVY. 


JUNE,  1989 
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Report  of  the  President 

John  B.  Thomison,  M.D. 

As  I set  about  jotting  down  items  for  this  report  I found 
myself  confronted  by  a series  of  acronyms,  the  legacy  of  a 
government  gone  mad  with  regulatory  power;  medicine  has 
in  turn  generated  a set  of  its  own.  They  tell  the  story  of  the 
president’s  year,  and  of  yours:  RBRVS,  RCT,  HCFA,  BC/BS, 
PADS,  BOME,  PRO,  MSFMC,  YPS,  MSS,  HMSS,  SVMIC, 
AARP,  AIDS,  TMA,  TMAA,  AMA,  PR— the  list  could  go 
on  and  on.  Some  of  them  may  appear  obscure;  I shall  eluci- 
date. 

It  has  been  my  privilege  during  the  year  to  meet  with  many 
of  you  and  to  discuss  many  issues,  both  broad  and  narrow.  I 
have  been  impressed  by  two  things:  first,  the  high  level  of 
interest  in  and  dedication  to  organized  medicine  as  the  means 
to  assure  good  patient  care  in  a fee-for-service  environment 
that  fosters  a close  doctor-patient  relationship;  the  second  is 
the  need  to  expand  the  involvement  of  Tennessee  doctors  in 
organized  medicine  at  all  levels,  and  to  unite  our  disparate 
fragments.  Inducting  our  uninvolved  colleagues  into  our  ranks 
is  our  greatest  single  challenge,  I believe,  because  disunity 
will  do  us  in.  The  number  of  AMA  members  increased  for 
the  12th  consecutive  year;  the  Hospital  Medical  Staff  Section, 
the  Young  Physician  Section,  and  the  Medical  Student  Sec- 
tion are  all  proving  valuable  here. 

New  seeds  of  disunity  are  sown  daily  from  two  Capitol 
Hills,  the  latest  incursion  being  the  Resource-Based  Relative 
Value  Scale.  If  we  allow  ourselves  to  be  seduced  by  avarice, 
we  will  be  destroyed  as  a profession.  This  issue  alone  has 
consumed  a large  segment  of  your  president’s  time  this  year, 
in  meetings  at  the  national  level,  in  the  AMA  House  of  Del- 
egates, and  in  discussions  in  local  societies,  where  concern 
understandably  runs  high. 

Regulation  has  been  at  best  an  annoyance,  as  HCFA  has 
progressively  tightened  the  screws.  The  PRO  has  now  been 
charged  with  determining  the  appropriateness  of  our  medical 
care,  and  in  some  instances  with  requiring  restitution  by  the 
treating  entity,  whether  doctor  or  hospital.  Along  with  mal- 
practice litigation,  this  can  have  the  effect  of  pitting  the  hos- 
pital against  the  medical  staff  and  also  of  causing  further  fric- 
tion between  doctors.  Oversight  of  the  PRO  having  been 
assigned  to  the  Board  by  the  House  of  Delegates,  this  has 
significantly  occupied  your  president  this  year;  it  must  be  kept 
in  mind,  however,  that  many,  if  not  most,  of  our  problems 
with  the  PRO  are  generated  by  HCFA,  and  are  immutable. 

Another  set  of  problems  is  continually  being  generated  at 
the  reimbursement  end  of  the  spectrum,  not  only  through  the 
Medicare  carrier,  but  from  private  carriers  as  well,  notably 
Blue  Cross/Blue  Shield,  and  both  your  president  and  appro- 
priate committees  have  been  occupied  in  this  area. 

Easy  access  to  appropriate  medical  care,  particularly  for 
the  old  and  poor,  is  of  concern  to  everybody,  and  has  led  in 
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some  states  to  the  imposition  of  mandatory  assignment  of  fees 
for  Medicare  and  Medicaid  patients,  sometimes  as  a condi- 
tion for  licensure.  The  AARP  has  understandably  been  par- 
ticularly active  in  this  area.  The  best  public  relations  program 
available  to  us  is  for  every  doctor  to  demonstrate  by  actions 
that  no  one  is  more  concerned  about  proper  care  for  every- 
one than  we  are.  Various  local  voluntary  acceptance  of  as- 
signment programs  now  operating  about  the  state,  and  the 
“Medical  Home”  program,  have  all  been  positive  factors  in 
our  relationship  with  both  the  public  and  the  state  adminis- 
tration. 

Various  means  have  been  proposed  to  ameliorate  the  acute 
shortage  of  bedside  nursing  care.  One  of  these,  a proposal 
by  the  AMA  to  train  Registered  Care  Technicians  (RCT), 
caused,  and  is  still  causing,  a flurry  in  the  community,  and 
has  generated  some  further  activity  for  your  president,  large- 
ly in  attempts  to  clarify  the  proposed  status  of  the  RCT  as 
not  being  in  competition  with  but  in  fact  an  adjunct  to  the 
nurse.  Since  the  concept  is  still  in  the  embryonic  stage,  it  is 
not  unlikely  that  the  nursing  profession  may  itself  be  stimu- 
lated to  provide  its  own  answers,  and  the  RCT  therefore  nev- 
er come  to  fruition,  as  being  unnecessary. 

Though  Tennessee  is  far  behind  some  areas  of  the  country 
in  AIDS  cases,  and  the  disease  is  virtually  unknown  in  rural 
counties,  safety  of  the  blood  supply  has  become  of  public 
concern,  as  a result  of  a breach  of  security  in  the  Red  Cross 
Blood  Bank  in  Nashville.  In  addition,  the  epidemic  is  certain 
to  become  increasingly  costly  in  terms  of  available  health  care 
funds  and  facilities. 

The  crisis  over  prescription  drug  abuse  and  its  impact  on 
the  Board  of  Medical  Examiners  has  occupied  not  only  the 
administration,  but  also  the  news  media,  and  by  indirection, 
as  well  as  sometimes  directly,  your  president  and  the  other 
leaders  and  staff  of  the  TMA.  We  have  been  working  dili- 
gently to  persuade  the  administration  to  implement  the  com- 
puterized PADS  program  rather  than  the  cumbersome  and 
less  effective  triplicate  prescription  form  to  keep  up  with  the 
prescribing  of  controlled  substances.  We  have  also  been  ac- 
tively seeking  more  adequate  financial  support  for  the  belea- 
guered Board. 

It  has  been  my  privilege  to  address  the  Tennessee  Medical 
Association  Auxiliary  at  some  of  its  activities,  and  to  work 
with  its  capable  president  Debbie  (Mrs.  Charles)  Godwin. 
The  Auxiliary  is  to  be  commended  for  its  activities  on  behalf 
of  the  health  of  Tennessee’s  citizens,  particularly  its  youth. 

Though  my  year  as  president  has  been  an  active  one,  the 
duties  have  not  been  onerous,  and  I am  honored  that  you 
chose  me  for  it.  It  has  given  me  the  opportunity  to  meet  and 
to  work  with  so  many  of  our  splendid  members,  and  I am 
grateful  to  Mr.  Hadley  Williams  and  his  superb  staff,  without 
whose  assistance  the  job  would  have  been  impossible. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
president,  expressed  its  appreciation  to  Dr.  Thomison  for  his 
leadership  and  work  this  past  year,  and  recommended  that  the 
report  be  filed. 
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Report  of  the 
Board  of  Trustees 

Hays  Mitchell,  M.D.,  Chairman 

The  Board  of  Trustees  convened  on  five  occasions  during 
the  past  year.  The  Executive  Committee  met  one  additional 
time.  The  Association's  expanding  business  continues  to  make 
heavy  demands  upon  the  time  of  the  trustees  and  officers.  In 
fulfilling  its  obligation  to  the  Association,  the  Board  and  Ex- 
ecutive Committee  acted  upon  149  separate  agenda  items  of 
business  during  the  year.  In  addition,  telephone  conferences 
and  mail  polls  were  also  taken.  Abstracted  minutes  of  the 
meetings  of  the  Board  of  Trustees  have  been  highlighted  in 
the  Journal  in  the  first  available  issue  following  Board  meet- 
ings. 

The  Board  made  a concerted  and  methodical  effort  to  ad- 
dress every  resolution  passed  by  the  House  of  Delegates  at 
the  1988  meeting.  The  Board  decided  to  be  the  committee 
interacting  with  the  PRO  addressed  in  Resolution  8-87  and 
this  was  done  at  each  Board  meeting.  Complaints  from  mem- 
bers concerning  PRO  activities  were  discussed  with  respon- 
sible PRO  Board  members  and  staff  resulting  in  improved 
lines  of  communication. 

The  Board  dealt  with  reports  and  requests  of  many  of  the 
standing  committees  and  some  of  the  ad  hoc  committees.  Also, 
the  Board  interacted  with  the  AMA,  component  societies, 
and  individual  members  concerning  new  ideas  as  well  as  com- 
plaints and  criticisms.  It  also  supervised  projects,  financial 
affairs,  personnel,  and  began  the  process  of  finding  new  and 
larger  facilities  for  the  Association's  headquarters.  Various 
agencies  of  state  government  were  consulted  and  dealt  with 
during  the  year. 

Board  members  visited  35  counties  in  establishing  the 
“Medical  Home”  process  as  outlined  in  Resolution  27-87  and 
additional  county  societies  received  visits  regarding  other 
agenda.  This  afforded  a greater  opportunity  for  the  Board  to 
receive  suggestions  from  and  respond  to  individual  members 
of  the  TMA.  Our  desire  is  for  this  to  continue  and  increase. 

Second  Quarter  Meeting — April  13  and  16,  1988 
The  Board: 

— Voted  to  nominate  Dr.  Richard  T.  Light  as  the  new  chief 
medical  officer  for  the  state  of  Tennessee. 

— Voted  to  accept  Constitutional  Amendment  3-88  from  the 
Young  Physician  Committee. 

— Approved  the  combining  of  Resolution  16-81  and  31-81  as 
drafted  by  the  TMA  staff. 

— Named  Dr.  Robert  E.  Bowers,  Chattanooga,  to  serve  as 
chairman  of  the  Committee  on  Communications  and  Pub- 
lic Service. 

— Received  a report  from  Mr.  Grant  on  Resolution  28-87 
which  was  assigned  by  the  Board  to  the  Committee  on 
Communications  and  Public  Service  to  address  a specific 
resolve. 

— Appointed  Dr.  Clark  Gregg,  Nashville,  to  serve  as  chair- 
man of  the  TMA  Committee  on  HIV  Infection  and  AIDS. 
— Appointed  Dr.  David  G.  Gerkin,  Knoxville,  to  the  Im- 
paired Physician  Peer  Review  Committee. 

— Received  a report  from  Dr.  Galyon  regarding  the  activities 
of  SVMIC. 


— Appointed  the  following  to  serve  appropriate  terms  on  the 
IMPACT  Board  of  Directors:  Drs.  Virgil  H.  Crowder,  Jr., 
Lawrenceburg  (District  4);  Ralph  E.  Wesley,  Nashville 
(District  5);  John  O.  Williams,  Jr.,  Mt.  Pleasant  (District 
6);  Charles  W.  White,  Lexington  (District  7);  and  reap- 
pointed Dr.  Robert  Kirkpatrick,  Memphis  (District  9). 

— Approved  Auxiliary's  recommendation  for  appointment  to 
the  IMPACT  Board. 

— Voted  to  accept  a proposed  constitutional  amendment  as 
recommended  by  staff  regarding  sections  of  the  House  and 
their  functions. 

— Considered  a resolution  regarding  “Board  of  Trustees  Du- 
ties and  Responsibilities”  presented  by  Dr.  Young  and  ap- 
proved recommendation  of  Mr.  Cornelius  regarding  word- 
ing of  the  resolution. 

— Adopted  Board  positions  on  1988  resolutions  to  be  sub- 
mitted to  the  TMA  House  of  Delegates. 

— Received  a report  from  Mr.  Williams  on  proposed  govern- 
ing principles  of  the  Medical  Student  Section. 

— Received  a report  from  Dr.  Mitchell  regarding  news  re- 
leases from  the  Department  of  Health  and  Environment 
on  indigent  patients. 

— Reviewed  a resolution  from  Tennessee  Osteopathic  Asso- 
ciation for  information. 

— Voted  to  nominate  Drs.  Duane  C.  Budd,  Johnson  City, 
William  W.  Cloud,  Knoxville,  Paul  A.  Johnson,  Nashville, 
I.  Lee  Arnold,  Chattanooga,  and  Oscar  M.  McCallum, 
Henderson,  for  consideration  for  reappointment  to  the  state 
Board  of  Medical  Examiners. 

— Received  a report  from  Dr.  Young  that  the  Hospital  Med- 
ical Staff  Section  suggested  the  Board  consider  a liaison 
between  TMA  and  AARP. 

— Received  a report  from  Dr.  Thomison  and  approved  the 
request  of  assistance  from  TMA  Peer  Review  Committee 
by  Dr.  Shackleford,  director  of  the  Bureau  of  Medicaid. 

— Received  and  approved  the  1987  audit. 

— Nominated  Drs.  George  S.  Flinn,  Memphis,  and  Thomas 
R.  Duncan,  Columbia,  as  delegates  to  attend  an  organiza- 
tional meeting  for  the  Tennessee  Regional  Public  Safety 
Communication  Planning  Committee. 

— Elected  Dr.  Hays  Mitchell,  McDonald,  chairman  of  the 
Board  of  Trustees  for  1988-89  and  Dr.  David  G.  Gerkin, 
Knoxville,  as  vice-chairman. 

— Reelected  Dr.  Dee  J.  Canale,  Memphis,  as  secretary-trea- 
surer for  1988-89  and  Mr.  L.  Hadley  Williams  as  assistant 
secretary-treasurer  for  1988-89. 

— Appointments  to  the  following  committees  of  the  Board 
were  made:  Executive  Committee,  Finance  Committee, 
Publications  Committee,  Committee  on  Exhibits,  Commit- 
tee on  Long  Range  Planning,  and  Travel  Committee. 

— Named  Board  members  to  serve  as  liaison  for  each  medi- 
cal specialty  organization  in  the  state. 

— Nominated  the  following  individuals  for  the  Board  of  Di- 
rectors of  the  Impaired  Physician  Loan  Fund:  Drs.  Charles 
B.  Thorne,  Nashville,  William  C.  Anderson,  Nashville, 
Howard  W.  Thomas,  Savannah,  Luthur  A.  Beazley,  Jr., 
Donelson,  and  Dee  J.  Canale,  Memphis. 

— Finalized  appointments  by  naming  Drs.  E.  Louise  Pinson, 
Memphis,  and  John  W.  Chambers,  Cleveland,  to  the  Com- 
mittee on  Maternal  and  Child  Care. 

— Named  Dr.  Will  G.  Quarles,  Jr.,  Livingston,  to  the 
IMPACT  Board  representing  the  6th  Congressional  District. 

— Appointed  Dr.  John  W.  Lamb,  Nashville,  to  the  Commit- 
tee on  HIV  Infection  and  AIDS. 

— Referred  Resolution  22-88  to  the  Medical  Practice  Com- 
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niittee. 

— Referred  Resolution  25-88  to  the  HIV  Infection  and  AIDS 
Committee  for  recommendations. 

— Directed  that  TMA  staff  develop  recommendations  re- 
garding ways  and  means  of  implementing  Resolution  28- 
88. 

— Referred  Resolution  16-88  to  the  Outstanding  Physician  of 
the  Year  Committee  for  review  and  recommendations. 

—Directed  that  TMA  staff  develop  recommendations  re- 
garding implementation  of  Resolution  13-88. 

Third  Quarter  Meeting — July  9-10,  1988 

The  Board: 

— Appointed  Drs.  Edgar  L.  Scott,  Jr.,  Chattanooga,  John 
W.  Runyan,  Jr.,  Memphis,  Fred  A.  Hurst,  Knoxville,  and 
Fredia  S.  Wadley,  Nashville,  to  serve  on  the  Rural  and 
Community  Health  Committee. 

— Received  a report  from  Mr.  Cato  regarding  the  need  for 
liaison  between  AARP  and  TMA  and  requested  Dr.  Mill- 
er and  Mr.  Cato  to  report  back  with  their  recommenda- 
tions regarding  how  liaison  may  be  accomplished. 

— Declined  to  nominate  replacements  to  serve  on  the  Com- 
munications and  Public  Service  Committee  and  approved 
the  present  composition  of  seven  members  on  the  commit- 
tee. 

— Declined  to  nominate  replacements  to  serve  on  the  Com- 
mittee on  Emergency  Medical  Services  and  approved  re- 
ducing the  size  of  the  committee  by  not  making  any  new 
appointments. 

— Received  a report  from  Dr.  Mitchell  on  Primary  Care  and 
the  Medical  Home  effort. 

— Received  a report  from  Dr.  Mitchell  and  Mr.  Greene  on 
Medicaid  reimbursement  and  the  Governor’s  Task  Force 
on  Medicaid  Reimbursement. 

— Received  reports  from  the  following  committees:  Commit- 
tee on  Emergency  Medical  Services,  Scientific  Affairs 
Committee,  Committee  on  Governmental  Medical  Ser- 
vices, and  the  Committee  on  Legislation. 

— Approved  a grant  of  $500  to  be  made  to  the  Southeastern 
Conference  on  Prescription  Drug  Abuse. 

— Received  a report  from  Dr.  Clark  Gregg,  chairman  of  the 
Committee  on  HIV  Infection  and  AIDS,  in  regard  to  Res- 
olution 25-88. 

— Received  reports  from  the  Committee  on  Medicine  and 
Religion  and  the  Committee  on  Rural  and  Community 
Health. 

— Received  a report  from  the  Interprofessioanl  Liaison  Com- 
mittee and  approved  the  update,  printing,  and  distributing 
of  the  “Code  of  Cooperation”  between  the  Tennessee 
Pharmaceutical  Association  and  TMA. 

— Received  reports  from  the  Primary  Care  Liaison  Commit- 
tee and  the  Committee  on  Hospitals. 

— Received  a report  from  the  Committee  on  Continuing 
Medical  Education. 

— Received  a report  from  Drs.  Craig  and  Galyon  regarding 
SVMIC  activities. 

— Reviewed  a complaint  against  the  PRO  and  approved  ask- 
ing Mid-South  Foundation  for  Medical  Care  to  provide  the 
Board  with  statistical  information  on  case  denials  and  sanc- 
tions as  well  as  current  PRO  policies. 

— Received  a report  from  Mr.  Cato  regarding  IMPACT. 

— Received  a report  from  Dr.  Dodd  regarding  activities  of 
the  Impaired  Physician  Committee  and  the  committee’s  long 
range  plan. 
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— Voted  to  conduct  the  1991  annual  meeting  in  Memphis  at 
the  Peabody  Hotel  provided  a suitable  contract  can  be  ar- 
ranged. 

— Voted  to  conduct  the  1995  annual  meeting  in  Nashville  at 
the  Opryland  Hotel  provided  a suitable  contract  can  be 
arranged. 

— Approved  the  request  of  the  Medical  College  of  Georgia 
to  conduct  a reception  at  the  TMA  annual  meeting  in  1989. 

— Received  a report  from  Mr.  Wallace  for  the  Committee  on 
Exhibits  regarding  annual  meeting  exhibit  space. 

— Voted  to  nominate  Drs.  Lawrence  L.  Bushkell,  Knoxville, 
William  B.  Harwell,  Nashville,  and  Charles  A.  Mitchell, 
III,  Lebanon,  to  serve  on  the  state  Board  of  Electrolysis 
Examiners. 

— Voted  to  nominate  Drs.  Jerry  A.  Devane,  Cleveland,  James 
H.  Creel,  Chattanooga,  and  Charles  E.  Sanders,  Nashville, 
to  fill  the  expired  term  of  Dr.  Robert  Clark  on  the  state 
Board  of  Emergency  Medical  Services. 

— Voted  to  nominate  Drs.  Daniel  J.  Scott,  Memphis,  James 
T.  Craig,  Jackson,  and  Charles  A.  Gouffon,  Knoxville,  to 
fill  the  expired  term  of  Dr.  Scott  on  the  state  Board  of 
Emergency  Medical  Services. 

— Voted  to  nominate  Drs.  Joseph  L.  Willoughby,  Franklin, 
and  Charles  F.  Barnett,  Knoxville,  to  serve  on  the  state 
Board  of  Examiners  for  Nursing  Home  Administrators. 

— Voted  to  nominate  Drs.  Allen  S.  Edmonson,  Memphis, 
James  H.  Beatty,  Memphis,  Terry  Canale,  Memphis,  Rob- 
ert C.  Coddington,  Chattanooga,  Neil  E.  Green,  Nash- 
ville, and  Sidney  L.  Wallace,  Knoxville,  to  serve  on  the 
Advisory  Committee  for  Crippled  Children’s  Services. 

— Voted  to  nominate  Drs.  John  W.  Chambers,  Cleveland, 
Charles  W.  Godwin,  Knoxville,  and  James  H.  Growdon, 
Brentwood,  to  serve  on  the  Perinatal  Advisory  Commit- 
tee. 

— Received  a report  from  Mr.  Miller  regarding  the  Board 
visitation  program  with  county  medical  societies. 

— Received  a report  from  Dr.  Mitchell  on  the  Maternal  Mor- 
tality Subcommittee. 

— Voted  to  disband  the  Maternal  Mortality  Subcommittee  but 
to  keep  the  records  of  the  committee  secure  until  receiving 
legal  counsel  advice  as  to  their  proper  disposition. 

— Received  a report  from  Dr.  Thorne  regarding  recommen- 
dations from  the  Impaired  Physician  Long  Range  Planning 
Committee. 

— Voted  to  form  a committee  of  the  Board  to  discuss  the 
specific  recommendations  with  Dr.  Thorne  and  Dr.  Dodd 
and  to  address  budgeting,  funding  and  contact  with  SVMIC. 

— Received  a report  from  Mr.  Miller  on  activities  of  the  Hos- 
pital Medical  Staff  Section. 

— Received  a report  from  Mr.  Tom  Thompson,  Medical  Stu- 
dent Section  representative,  regarding  activities  of  medical 
students  across  the  state. 

— Voted  to  endorse  Mr.  Howard  Intman,  University  of  Ten- 
nessee, as  a student  candidate  for  the  AMA  Board  of 
Trustees. 

— Voted  to  accept  the  Medical  Student  Section's  Governing 
Principles. 

— Voted  to  appoint  Board  member  liaison  for  each  section 
that  is  being  formed.  Appointed:  Dr.  William  M.  Young — 
Hospital  Medical  Staff  Section;  Dr.  Howard  L.  Salyer — 
Young  Physician  Section;  Dr.  Evelyn  B.  Ogle — Medical 
Student  Section. 

— Voted  to  reaffirm  previous  policy  that  the  Hospital  Medi- 
cal Staff  Section  be  self-supporting. 

— Voted  that  the  Young  Physician  Section  be  self-support- 
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ing. 

— Voted  that  TMA  underwrite  the  expenses  of  the  Medical 
Student  Section  contingent  upon  approval  from  Executive 
Committee  after  reviewing  a fiscal  report  in  order  to  bud- 
get for  the  expenses. 

— Received  a report  from  Mr.  Wallace  on  the  Interprofes- 
sional Liaison  Committee  and  their  meeting  with  the  Ten- 
nessee Osteopathic  Medical  Association. 

— Received  a report  from  Mr.  Greene  on  the  Governor’s  ap- 
pointments to  the  State  Board  of  Medical  Examiners:  Dr. 
Duane  C.  Budd.  Johnson  City  (2-year  term);  Dr.  Edgar  L. 
Scott,  Chattanooga  (3-year  term);  Dr.  Oscar  McCallum, 
Henderson  (4-year  term);  Dr.  William  Cloud,  Knoxville 
(interim  basis,  1-year  term);  Dr.  Chris  Blevins,  Dickson 
(5-year  term). 

— Appointed  Dr.  Jacqueline  J.  Lloyd,  Johnson  City,  to  the 
Geriatrics  Committee. 

— Received  a report  from  Dr.  Miller  from  the  AMA  delega- 
tion regarding  the  June  AMA  meeting. 

— Received  and  approved  the  second  quarter  operating  re- 
port. 

— Voted  to  conduct  the  1989  July  meeting  of  the  Board  of 
Trustees  at  Fairfield  Glade  Resort. 

Fourth  Quarter  Meeting — October  16,  1988 

The  Board: 

— Voted  to  confirm  the  action  of  the  Executive  Committee 
to  present  a Community  Service  Award  to  James  E.  Word, 
retiring  commissioner  of  Health  and  Environment. 

— Voted  to  support  the  Impaired  Physician  Peer  Review 
Committee's  long  range  plan  recommendations. 

— Appointed  Dr.  William  O.  Miller  to  chair  an  ad  hoc  com- 
mittee of  the  Board  regarding  implementing  a program  of 
voluntary  assignment  for  Medicare. 

— Received  reports  from  the  following  committees:  Commit- 
tee on  Governmental  Medical  Services,  Committee  on 
Legislation,  Committee  on  Rural  Health,  Communications 
and  Public  Service  Committee,  Primary  Care  Liaison 
Committee,  and  Committee  on  Hospitals. 

— Received  a report  from  Dr.  Galyon  regarding  the  activities 
of  SVMIC. 

— Received  a review  and  update  from  Dr.  Otis  Warr,  of  the 
Mid-South  Foundation  for  Medical  Care,  regarding  the 
PRO  activities  in  Tennessee. 

— Approved  a No-Smoking  policy  for  TMA  headquarters  as 
proposed  by  staff. 

— Received  a report  from  Dr.  Cloud  and  Dr.  Budd  regarding 
the  Board  of  Medical  Examiners. 

— Agreed  to  send  a TMA  delegation  to  meet  with  J.  W.  Luna, 
the  new  commissioner  of  the  Department  of  Health  and 
Environment. 

— Approved  the  Medical  Student  Section  budget  for  1989. 

— Approved  the  Governing  Principles  of  the  Young  Physi- 
cian Section. 

— Received  a report  from  Dr.  Prose  regarding  the  EMS 
Committee  and  the  proposed  local  county  medical  socie- 
ties Emergency  Medical  Services  Council. 

— Received  a report  from  Mr.  Alexander  regarding  the  CME 
Committee  and  approved  the  Accreditation  Appeal  Policy 
for  Institutions. 

— Approved  a 2%  increase  of  TMA’s  annual  contribution  to 
the  401(k)  retirement  plan  of  each  employee's  annual  in- 
come. 

— Received  and  approved  a proposed  1989  budget  of 


$1,508,100. 

— Received  a report  from  Mrs.  Debbie  Godwin,  TMA  Aux- 
iliary president,  regarding  activities  of  the  Auxiliary  and 
approved  an  $8,000  TMA  contribution  for  AMA-ERF 
Christmas  Cards  and  the  1989  Teen  Health  Workshops. 

— Voted  to  support  the  Auxiliary  in  its  efforts  to  develop  a 
Mini-Internship  Program  between  legislators  and  physi- 
cians. 

— Voted  to  sponsor  a bylaw  amendment  to  enable  the  Aux- 
iliary legislative  chairman  and  Auxiliary  president  to  serve 
on  the  TMA  Legislative  Committee  as  ex-officio  members. 

— Voted  to  nominate  Drs.  Carl  T.  Duer,  Crossville,  and 
Norman  L.  Henderson,  Lawrenceburg,  for  consideration 
of  appointment  to  the  Medicaid  Formulary  Advisory  Com- 
mittee. 

— Voted  to  cosponsor  with  the  AMA  a one-day  Radon  Con- 
ference in  Nashville  in  May  1989. 

First  Quarter  Meeting — January  14-15,  1989 

The  Board: 

— Confirmed  the  action  of  the  Executive  Committee  and 
submitted  three  names  to  the  Governor  to  replace  Dr.  B. 
K.  Hibbitt,  wrho  resigned  from  the  Health  Care  Facilities 
Commission.  The  Governor  appointed  Dr.  Ronald  A. 
Homra,  Jackson. 

— Received  a status  report  from  Dr.  Miller  regarding  the 
Voluntary  Assignment  Program  and  voted  to  approve  the 
program,  appoint  and  expand  the  committee,  and  draft  a 
resolution  for  the  House  of  Delegates. 

— Appointed  physicians  to  serve  on  all  TMA  standing  and 
special  committees  to  become  effective  following  the  April 
1989  annual  meeting. 

— Voted  to  defer  until  April  the  appointment  replacing  the 
retiring  Dr.  Howard  A.  Boone,  Memphis,  on  the  Impaired 
Physician  Peer  Review  Committee. 

— Renominated  Drs.  William  L.  Hickerson,  Memphis,  Nat 

E.  Hvder,  Johnson  City,  and  Ronald  L.  Pack.  Knoxville, 
to  serve  3-year  terms  on  the  Board  of  Directors  of  the  TMA 
Student  Education  Fund. 

— Appointed  Dr.  Robert  Edwards,  Nashville,  to  replace  Dr. 
Luthur  A.  Beazley.  Jr..  Nashville,  and  reappointed  Drs. 

F.  Hammond  Cole,  Jr.,  Memphis,  John  R.  Nelson,  Jr., 
Knoxville,  and  Paul  R.  Stumb.  Nashville,  to  serve  3-year 
terms  on  the  Tennessee  Medical  Foundation  Board  of  Di- 
rectors. 

— Reappointed  Dr.  Will  G.  Quarles,  Jr. — 6th  Congressional 
District;  Dr.  Charles  W.  White — 7th  Congressional  Dis- 
trict; and  appointed  Dr.  David  Barnes,  Chattanooga,  to 
replace  Dr.  James  R.  Royal  in  the  3rd  Congressional  Dis- 
trict to  serve  6-year  terms  each  on  the  IMPACT  Board  of 
Directors. 

— Reconfirmed  the  remaining  sitting  members  of  the  IMPACT 
Board  of  Directors  as  required  by  the  IMPACT  Bylaws. 

— Appointed  Drs.  Duane  C.  Budd.  Johnson  City.  Robert  N. 
Montgomery.  Knoxville,  and  Pete  S.  Soteres,  Chattanoo- 
ga, to  the  1989  Nominating  Committee  to  represent  East 
Tennessee. 

— Appointed  Drs.  Bill  Harwell,  Nashville,  Gary  Samples, 
Cookeville,  and  William  J.  Pedigo.  Jr.,  Clarksville,  to  the 
1989  Nominating  Committee  to  represent  Middle  Tennes- 
see. 

— Appointed  Drs.  J.  Chris  Fleming,  Memphis,  James  Don- 
nell, Jackson,  and  Warren  Alexander.  Covington,  to  the 
1989  Nominating  Committee  to  represent  West  Tennessee. 
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— Received  a report  from  Mrs.  Debbie  Godwin,  TMA  Aux- 
iliary president,  regarding  the  activities  of  the  Auxiliary  in- 
cluding newly  formed  county  auxiliaries,  various  teen 
workshops,  AMA-ERF,  Legislative  Mini-Internship  Pro- 
gram, and  convention  plans. 

—Received  a staff  report  regarding  progress  being  made  to- 
ward the  April  annual  meeting  in  Nashville. 

— Received  a report  from  Mr.  Alexander  regarding  SVMIC 
doubling  its  contribution  towards  funding  the  program  of 
the  IPP  Review  Committee  for  1989. 

—Voted  to  support  the  alternatives  for  strengthening  peer 
review  committee  protection  in  Tennessee. 

— Received  reports  from  the  Committee  on  Legislation, 
Governmental  Medical  Services  Committee,  Interprofes- 
sional Liaison  Committee,  Communications  and  Public 
Service  Committee,  Committee  on  Hospitals,  Primary  Care 
Liaison  Committee,  and  the  Committee  on  Continuing 
Medical  Education. 

— Received  a report  regarding  activities  of  SVMIC. 

— Received  a report  regarding  activities  of  the  Mid-South 
Foundation  for  Medical  Care. 

— Received  a report  from  Mr.  Cato  regarding  IMPACT  con- 
tributions made  during  the  1988  elections  and  an  overall 
financial  and  membership  review. 

— Received  a report  from  Dr.  David  T.  Dodd,  Murfrees- 
boro, regarding  the  activities  of  the  Impaired  Physician 
Committee  during  the  past  quarter. 

— Received  reports  from  Mr.  Miller  regarding  activities  of 
the  Hospital  Medical  Staff  Section  and  the  Young  Physi- 
cian Section. 

— Voted  to  award  a 1989  Distinguished  Service  Award  to  Drs. 
Mary  Brock  Duffy,  Knoxville,  and  William  T.  Satterfield, 
Jr.,  Memphis. 

— Voted  to  award  a Community  Service  Award  to  Reverend 
Carl  Resener  of  Nashville  and  Mrs.  Kenneth  R.  (Sue) 
Walker  of  Knoxville. 

— Voted  to  nominate  Drs.  Dwight  Moore,  Memphis,  for 
reappointment,  R.  Leslie  Hargrove,  Knoxville,  and  How- 
ard L.  Salyer,  Nashville,  for  consideration  for  appointment 
to  the  state  Panel  on  Health  Care  Facility  Penalties. 

— Voted  to  cosponsor,  support,  and  allocate  TMA  staff  for 
the  AIDS  Education  Project  presented  by  the  Tennessee 
Department  of  Health  and  Environment  under  the  direc- 
tion of  Dr.  Glenn  Davis. 

— Voted  to  nominate  Dr.  William  W.  Cloud,  Knoxville,  for 
consideration  for  reappointment  to  the  state  Board  of 
Medical  Examiners. 

— Directed  the  Executive  Committee  to  appoint  an  Ad  Hoc 
Committee  on  Drug  Education  and  Evaluation. 

— Reviewed  each  resolution  adopted  in  1982  to  determine 
which,  if  any,  should  be  reaffirmed  and  which  should  be 
allowed  to  sunset. 

— Voted  to  draft  a resolution  commending  the  physicians 
whose  work  deserves  recognition  and  appreciation  regard- 
ing the  Medical  Home  Program. 

— Approved  a request  from  Dr.  Tom  Ballard  to  update  the 
TMA-TBA  Medical-Legal  Code  of  Cooperation. 

— Voted  to  endorse  the  candidacy  of  Dr.  John  E.  Chapman, 
dean  of  Vanderbilt  Medical  School,  for  a position  on  the 
AMA  Council  on  Medical  Education. 

— Voted  to  increase  TMA  auto  mileage  reimbursement  to 
24c  a mile. 

— Voted  to  draft  and  present  to  the  House  of  Delegates  a 
resolution  to  implement  CARE  (Community  Awareness 
Resource  and  Education),  the  TMA  public  relations  pro- 
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gram,  and  request  a $35  dues  increase  to  fund  the  pro- 
gram. 

— Appointed  Charles  L.  Cornelius,  Jr.,  as  TMA  legal  coun- 
sel for  1989. 

— Appointed  Bellenfant  & Miles,  CPA,  as  TMA  auditor  for 
1989. 

— Received  a report  from  Mr.  Williams  and  the  TMA  Build- 
ing Committee  regarding  a possible  building  site  to  relo- 
cate TMA  headquarters. 

— Received  and  approved  the  preliminary  1988  financial 
statement  pending  receipt  of  the  final  audit. 

Executive  Committee  Meeting — March  1,  1989 

The  Committee: 

— Voted  that  each  grand  division  submit  two  nominees  to  the 
full  Board  in  April  for  the  new  Special  Committee  for  Drug 
Education  and  Evaluation. 

— Approved  the  wording  and  referred  Resolution  1-89  to  the 
Board  for  their  introduction  to  the  House  in  April. 

— Reviewed  and  approved  a draft  of  a resolution  entitled  “Ban 
on  Smoking  in  Public  Places.” 

— Reviewed  and  approved  a resolution  regarding  “Diversion 
of  Prescription  Drugs.” 

— Voted  that  TMA  staff  develop  a resolution  expressing  sup- 
port of  the  Board  of  Medical  Examiners  and  also  to  urge 
the  General  Assembly  to  take  the  necessary  steps  to  ease 
the  problems  the  Board  has  relating  to  funding,  staffing 
and  lack  of  computer  capabilities. 

— Reviewed  and  approved  an  updated  resolution  on  “Com- 
munity Support  of  Indigent  Health  Care.” 

— Reviewed  and  approved  a resolution  outlining  the  CARE 
Program. 

— Reviewed  and  approved  a resolution  regarding  the  imple- 
mentation of  the  Voluntary  Assignment  Program. 

— Voted  to  change  the  name  from  “Voluntary  Assignment 
Program”  to  “Tennessee  Medicare  Access  Program.” 

— Voted  to  name  the  committee  “Tennessee  Medicare  Ac- 
cess Committee”  and  to  appoint  the  following  members: 
Drs.  Hamel  B.  Eason,  Memphis,  Charles  W.  White,  Lex- 
ington, M.  Douglas  Leahy,  Knoxville,  Richard  T.  Light, 
Nashville,  William  O.  Miller,  Knoxville,  James  M.  High, 
Madison,  and  Hays  Mitchell,  McDonald. 

— Approved  staff  s request  that  a memorial  resolution  in  honor 
of  Mrs.  Carolyn  Sandlin,  manager  of  TMA  Membership 
Services,  who  passed  away  in  January,  be  presented  to  the 
House. 

— Named  Dr.  Diane  Murphy,  Knoxville,  as  chairman  of  the 
Committee  on  HIV  Infection  and  AIDS. 

— Received  a report  from  Mr.  Greene  on  a bill  introduced  in 
the  Legislature  by  TMA  regarding  AIDS. 

— Received  a status  report  from  Mr.  Grant  regarding  the 
Board  endorsed  AIDS  Education  Project. 

— Received  a report  regarding  the  new  ICD-9-CM  Medicare 
Claims  Coding  Requirements. 

— Received  a report  on  future  medical  policy  regarding  a re- 
quest from  Equicor  for  TMA’s  support  through  the  Gov- 
ernmental Medical  Services  Committee  by  giving  input  into 
Part  B carriers  new  policy-making  efforts. 

— Received  a report  regarding  the  proposed  HCFA  “denial 
for  quality”  rule  which  defines  the  criteria  to  be  followed 
by  PROs. 

— Approved  the  TMA  Physician  Services,  Inc.  sponsorship 
of  the  1989  Insurance  Workshops. 
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I have  summarized  the  major  activities  of  the  Board  dur- 
ing the  past  year.  Its  goal  has  been  to  faithfully  execute  the 
charge  of  the  1988  House  of  Delegates  and  act  as  the  policy- 
making entity  of  the  TMA  between  House  sessions.  The 
elected  trustees  and  the  officers  are  truly  talented  and  dedi- 
cated physicians.  They  have  spent  many  hours  serving  the 
membership  and  the  citizens  of  Tennessee. 

Our  capable,  alert,  and  dedicated  staff  serving  under  Mr. 
Hadley  Williams  has  no  equal.  It  has  been  an  honor  of  the 
highest  magnitude  to  chair  this  Board  and  serve  with  this 
magnificently  qualified  president.  Dr.  John  B.  Thomison. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Board  of  Trustees,  expressed  its  appreciation  to  Dr.  Mitchell 
and  the  Board  for  their  accomplishments  on  behalf  of  the  As- 
sociation this  past  year,  and  recommended  that  the  report  be 
filed. 


Report  of  the 
Judicial  Council 

Montie  E.  Smith,  Jr.,  M.D.,  Chairman 

The  Judicial  Council  of  the  Tennessee  Medical  Associa- 
tion was  not  required  to  meet  in  full  session  this  past  year. 
However,  there  were  several  matters  that  came  to  the  Asso- 
ciation's attention  and  were  appropriately  referred  to  the  re- 
spective councilor  and  component  medical  society.  While  no 
matters  were  appealed  to  the  Council  for  opinion,  there  are 
several  situations  which  continue  to  exist  across  the  state  that 
give  rise  for  concern. 

An  increasing  number  of  issues  involve  “physicians  vs. 
physicians”  and  relate  to  matters  of  unethical  behavior.  These 
situations  can  be  very  divisive,  particularly  in  smaller  com- 
munities of  the  state.  For  example,  allegations  concerning 
concerted  efforts  to  withhold  hospital  privileges  from  physi- 
cians came  to  the  attention  of  the  Council.  The  alleged  basis 
for  withholding  privileges  was  simply  to  stifle  competition. 
This  matter  is  being  handled  through  the  legal  system. 

Other  situations  currently  held  in  abeyance  have  been  re- 
ferred to  the  state  Board  of  Medical  Examiners  for  investi- 
gation. Such  matters  involve  a variety  of  alleged  inappro- 
priate behavior  by  and  between  physicians. 

The  Judicial  Council  expresses  its  appreciation  for  those 
physicians  who  toil  in  trying  to  resolve  ethical  disputes.  The 
component  medical  societies  continue  to  do  a yeoman’s  job 
in  resolving  problems  which  can  threaten  the  very  foundation 
of  the  medical  profession. 

We  thank  you  for  the  privilege  of  serving. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Judicial  Council,  expressed  its  appreciation  to  Dr.  Smith  and 
members  of  the  Council  for  their  excellent  work  during  this 
past  year,  and  recommended  that  the  report  be  filed. 


Report  of  the 
Secretary-Treasurer 

Dee  J.  Canale,  M.D. 

The  annual  audit  for  the  fiscal  (and  calendar)  year  ending 
December  31,  1988  has  been  completed  and  is  available  for 
review.  The  customary  examination  of  Association  records 
was  conducted  by  Bellenfant  & Miles,  P.C.,  Certified  Public 
Accountants. 

The  attached  financial  reports  have  been  extracted  from 
the  complete  audit.  They  show  the  revenue  and  expenditures 
during  1988  as  well  as  the  assets,  liabilities,  and  fund  balance 


TENNESSEE  MEDICAL  ASSOCIATION 
STATEMENTS  OF  REVENUE,  EXPENSES  AND 
FUND  BALANCE 

Year  ended  December  31 
1988  1987 


REVENUE 

Membership  dues  (net  of  $77,736 
to  Journal  for  1988  and 


$78,552  for  1987) 

$ 986,387 

$ 997,588 

Annual  Meeting — Exhibits 

45,403 

33,120 

Annual  Meeting — Tickets 

8,130 

6,738 

Investment  Income 

146,282 

122,680 

AMA  Collection  Fees 

7,130 

7,584 

Impaired  Physician  Grant 

72,000 

84,409 

Specialty  Society  Administration 

36,490 

16,299 

Total  Revenue 

$1,301,822 

$1,268,418 

EXPENSES 

Administrative 

$ 559,006 

$ 466,576 

Administrative  Support  & Services  29,297 

27,645 

Travel — Staff 

37,616 

33,344 

Officers 

66,349 

61,829 

Impaired  Physician  Program 

147,263 

157,734 

Committee  Expense 

19,279 

19,066 

Legislative  Committee 

38,486 

37,432 

Other  Organizations 

10,185 

9,990 

Annual  Meeting 

52,919 

42,834 

Taxes 

36,235 

29,714 

Headquarters  Expense 

29,937 

28,021 

Student  Education  Fund 

122,219 

123,663 

Specialty  Society  Administration 

44,468 

27,535 

Depreciation  Expense 

21,424 

21,459 

Contingencies 

16,003 

10.193 

Total  Expenses 

$1,230,686 

$1,097,035 

Excess  of  Revenue  Over 

Expenses  Before  Journal 

71,136 

171,383 

Excess  Journal  Expenses 

( 23,908) 

( 9,441) 

Excess  of  Revenue  Over 

Expenses 

47,228 

161,942 

FUND  BALANCE 

Beginning  of  Year 

2,028,266 

1,866,324 

End  of  Year 

$2,075,494 

$2,028,266 
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at  the  end  of  the  year.  The  operating  reserve,  based  upon 
projected  1989  expenditures,  is  approximately  14  months. 

Although  a small  deficit  occurred  in  1987,  TMA  operated 
within  the  1988  budget  and  a surplus  of  $14,671  resulted.  A 
budget  of  $1,412,350  was  adopted  in  1988  and  total  expendi- 
tures were  $1,397,679.  Higher  interest  rates  during  the  year 


TENNESSEE  MEDICAL  ASSOCIATION 
BALANCE  SHEET 

Year  ended  December  31 


1988 

1987 

ASSETS 

Cash 

$ 342,502 

$ 390,710 

Investments 

1,900,000 

1,782,139 

Interfund  Notes  Receivable 

89,700 

89,700 

Accrued  Interest  Receivable 

40,760 

52,476 

Other  Receivables 

1,000 

1,000 

Total  Current  Assets 

$2,373,962 

$2,316,025 

Real  Estate  and  Equipment 

(net) 

239,126 

252,400 

Total  Assets 

$2,613,088 

$2,568,425 

LIABILITIES 

Accounts  Payable  and 

Accrued  Expenses 

$ 12,505 

$ 10,103 

Dues  Collection  Escrow 

525,089 

530,056 

Total  Current  Liabilities 

537,594 

540,159 

FUND  BALANCE 

2,075,494 

2,028,266 

Total  Liabilities  and 

Fund  Balance 

$2,613,088 

$2,568,425 

TENNESSEE  MEDICAL  ASSOCIATION 
JOURNAL  INCOME  AND  EXPENSES 
Year  Ended  December  31,  1988 


Total 

Readership 

Advertising 

INCOME 

Allocation  of  Dues 

$ 77,736 

$77,736 

$ — 

Advertising 

76,134 

— 

76,134 

Subscriptions 

2,488 

2,488 

— 

Total  Income 

$156,358 

$80,224 

$76,134 

EXPENSES 

Clerical  Assistance 

$ 781 

$ 781 

$ — 

Clipping  Services 

1,830 

1,830 

— 

Editor  and  Board 

3,210 

3,210 

— 

Printing  and  Mailing 

114,939 

63,515 

51,424 

Fringe  Benefits 

4.408 

2,204 

2,204 

Payroll  Taxes 

1,809 

905 

904 

Salaries 

23,000 

11,500 

11,500 

Staff  Travel 

517 

258 

259 

Supplies 

53 

27 

26 

Overhead 

29,719 

19,813 

9,906 

Total  Expenses 

$180,266 

$104,043 

$76,223 

JOURNAL  INCOME 

(Loss) 

($  23,908) 

($23,819) 

($  89) 
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enabled  TMA  to  earn  $146,282  as  compared  to  $122,680  dur- 
ing the  previous  year. 

The  Association  remains  in  sound  financial  condition. 
Prudent  investment  management  and  operating  policies  are 
followed. 

I wish  to  express  my  appreciation  to  the  Board  of  Trust- 
ees for  allowing  me  to  serve  as  your  secretary-treasurer. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
secretary-treasurer,  thanked  Dr.  Canale  for  the  good  work  he 
has  done  during  the  past  year,  noted  that  it  is  pleased  with  the 
financial  management  of  the  Association,  and  recommended 
that  the  report  be  filed. 


Report  of  the 
Executive  Director 

Mr.  L.  Hadley  Williams 


Several  years  ago  in  this  annual  report  to  the  House,  I 
alluded  to  the  fact  that  ultimate  survival  of  any  individual 
membership  association  rests  upon  the  organization’s  ability 
to  adequately  serve  its  members.  I indicated  at  that  time  that 
the  Tennessee  Medical  Association  was  no  different  and  that 
all  the  efforts  of  the  headquarters  staff  are  expended  for  the 
purpose  of  serving  the  membership.  This  attitude  and  goal 
has  not  changed  and  in  fact  is  being  reaffirmed  and  reempha- 
sized. With  the  ever-increasing  challenges  that  confront  the 
medical  profession  on  a daily  basis,  I feel  we  are  adequately 
accomplishing  the  goal  of  service. 

The  recent  annual  Leadership  Conference  of  the  Ameri- 
can Medical  Association  had  as  its  1989  theme  “Testing  the 
Boundaries  of  Medicine.”  The  AMA  pointed  out  that  “There 
is  nothing  permanent  except  change,”  a quotation  from  the 
ancient  Greek  philosopher  Heraclitus,  which  he  observed 
while  watching  the  flow  of  a river.  In  the  ever-changing  med- 
ical environment,  it  is  essential  that  the  profession  remain 
strong  in  order  to  meet  the  new  challenges,  to  direct  change, 
and  to  master  constantly  emerging  issues.  The  National 
Leadership  Conference,  attended  by  several  members  of  the 
TMA  leadership  and  staff  as  well  as  the  leadership  from  sev- 
eral of  our  larger  county  medical  societies,  discussed  such  is- 
sues as  covering  the  uninsured,  the  Harvard  Resource-Based 
Relative  Value  Scale,  health  policies  of  the  new  administra- 
tion in  Washington,  and  physician  payment  systems. 

With  such  challenges  as  these  lying  ahead,  it  is  essential 
that  there  be  a single  organization  of  all  physicians  to  repre- 
sent the  profession  as  a whole. 

This  is,  in  my  opinion,  the  goal  of  the  Tennessee  Medical 
Association.  Where  shall  our  efforts  be  directed?  One  of  the 
most  important  elements  is  the  work  TMA  accomplishes  in 
the  legislative  arena.  The  Tennessee  General  Assembly  an- 
nually sees  more  legislation  related  to  health  care  than  any 
other  single  industry  or  profession.  It  is  not  appropriate,  in 
my  opinion,  that  TMA  attempt  to  represent  the  views  of  one 
specialty  segment  over  another  but  it  is  TMA’s  responsibility 
to  represent  all  physicians  before  the  lawmakers.  This,  I feel, 
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is  being  accomplished.  For  Tennessee,  TMA  is  the  only  or- 
ganization that  represents  physicians  in  the  very  essence  of 
what  they  do — practice  medicine.  TMA’s  legislative  repre- 
sentation is  placed  in  the  able  hands  of  Mr.  Charles  Cato  and 
Mr.  Mark  Greene.  Working  through  and  under  the  guidance 
of  the  Committee  on  Legislation.  TMA’s  track  record  is  ex- 
cellent. The  efforts  and  representation  by  TMA  in  the  legis- 
lative arena  are  benefits  which  only  a strong  and  unified  as- 
sociation can  provide. 

TMA's  struggle  to  effectively  communicate  to  the  public 
can  be  expanded  and  improved.  The  House  of  Delegates  has, 
on  three  separate  occasions  in  recent  years,  called  for  a pub- 
lic relations  effort  by  TMA  to  better  inform  the  public  of 
medicine’s  desire  to  increase  the  public’s  confidence  in  their 
personal  physician  both  clinically  and  as  a patient  advocate 
for  health  care  needs.  The  Board  of  Trustees  has  endorsed  a 
program  developed  by  the  Communications  and  Public  Serv- 
ice Committee  designed  to  accomplish  these  goals.  Every 
member  of  the  Association  has  been  provided  with  an  outline 
of  the  aims  and  goals  of  the  project  and  what  it  will  take  to 
be  effective.  The  House  of  Delegates  is  being  asked  to  agree 
to  the  program  and  to  fund  the  plan  with  a $35  increase  in 
dues.  If  directed,  our  staff  will  do  everything  within  its  power 
to  successfully  implement  the  program.  Mr.  Russell  Miller, 
Jr.,  has  the  educational  background  and  expertise  to  accom- 
plish the  goals  established  by  the  committee  and  recommend- 
ed to  the  House,  with  whom  the  final  decision  now  lies. 

The  collection  and  dissemination  of  timely  and  important 
scientific  information  is  an  ongoing  benefit  of  TMA  member- 
ship. In  addition  to  the  monthly  scientific  Journal  of  the  Ten- 
nessee Medical  Association.  TMA  acts  as  a clearinghouse  for 
all  medical  specialties  as  evidenced  by  the  24  specialty  socie- 
ties that  are  meeting  concurrently  at  this  annual  meeting.  Miss 
Linda  Bass  and  Mrs.  Cindy  Burns  currently  provide  admin- 
istrative services  on  a contract  basis  for  eight  medical  spe- 
cialty organizations.  Miss  Jean  Wishnick  provides  the  editor 
of  the  TMA  Journal,  Dr.  John  B.  Thomison.  with  the  admin- 
istrative support  and  expertise  necessary  to  publish  a profes- 
sional scientific  publication  of  this  nature.  Mr.  Don  Alex- 
ander. in  addition  to  his  many  duties  as  associate  executive 
director,  provides  the  staff  support  for  the  Committee  on 
Continuing  Medical  Education.  As  the  accrediting  agency  for 
community  hospitals  and  other  institutions  wishing  to  offer 
Category  1 credit  for  their  CME  programs.  TMA  provides  an 
important  benefit  to  the  membership. 

TMA  has  the  unique  responsibility  of  being  sensitive  to 
socioeconomic  matters,  both  real  and  potential.  TMA’s  com- 
mittee structure  provides  the  profession  with  the  opportunity 
to  react  to  the  changes  threatening  the  ability  of  the  physician 
to  provide  quality  care  or  of  the  patient  to  receive  quality 
care.  Mr.  Bill  Wallace  and  Mr.  John  Grant.  Jr.,  lend  staff 
support  to  a multitude  of  committees  dealing  with  AIDS,  with 
modifications  in  governmental  programs  such  as  Medicare  and 
Medicaid,  and  with  such  matters  as  hospital-medical  staff  re- 
lationships as  well  as  rural  and  community  health  programs 
and  projects. 

The  development  and  distribution  of  the  TMA  publica- 
tion “Physicians’  Guide  to  Tennessee  Law”  provides  each 
member  with  a compendium  of  pertinent  laws  pertaining  to 
the  practice  of  medicine.  Designed  to  make  such  information 
available  at  each  physician's  fingertips,  the  cost  of  publication 
was  financed  by  a grant  from  State  Volunteer  Mutual  Insur- 
ance Company.  Mr.  Dennis  Lord.  TMA  staff  attorney,  will 
update  the  booklet  following  sessions  of  the  General  Assem- 
bly and  a supplement  will  be  provided  each  member.  This 
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Dues  Paying  Active 

1988 

1987 

1986 

1985 

1984 

Members 

Dues  Paying  Resident 

5,019 

4,981 

4.911 

4.834 

4,772 

Members 

77 

87 

71 

79 

71 

Dues  Exempt  Members 
Veteran  Status  . . . .502 
Military.  Disabled 

and  Retired 266 

Student 250 

1,018 

920 

830 

787 

751 

TOTAL 

6,114 

5.988 

5,812 

5,700 

5,594 

Deaths 

44 

43 

41 

34 

51 

AMA  Members  from  Tennessee: 
TMA  Dues  Paying  and  Exempt  5,200 

AMA  Direct  Members  1,216 

TOTAL  AMA  MEMBERS  6,416 

82%  of  TMA  members  are  AMA  members 


member  benefit  provides  much  needed  and  pertinent  infor- 
mation in  today’s  medicolegal  climate. 

The  list  of  tangible  member  services  continues  to  grow 
each  year.  The  Impaired  Physician  Committee,  under  the  able 
direction  of  its  chairman.  Dr.  Charles  Thorne,  along  with  Dr. 
David  Dodd  as  medical  director,  provides  a service  to  the 
membership  unequaled  by  any  state  medical  association.  The 
TMA  Student  Education  Fund,  now  26  years  of  age.  has  ben- 
efited more  than  500  physicians  who  have  attended  medical 
school  with  financial  assistance  from  the  fund.  TMA  Physi- 
cian Services.  Inc.,  a wholly  owned  subsidiary  of  TMA.  cur- 
rently provides  eight  group  insurance  programs  under  the 
auspices  of  TMA  Association  Insurance  Agency,  as  well  as  a 
multitude  of  other  medical  benefit  programs  with  new  ser- 
vices and  programs  being  added  annually.  The  TMA  Physi- 
cian Placement  Service,  under  the  able  direction  of  Mrs.  Su- 
san Ritter,  continues  to  assist  physicians  seeking  practice 
locations  in  Tennessee  and  TMA  members  who  may  be 
searching  for  an  associate,  just  as  it  has  for  nearly  30  years. 

I commend  to  you  a dedicated  and  talented  group  of  in- 
dividuals who  strive  to  assist  the  membership  to  meet  the 
challenges  facing  the  profession.  The  executive  staff  of  TMA 
collectively  represents  over  70  years  of  experience  in  working 
for  TMA  and  the  physicians  of  Tennessee.  We  appreciate  the 
opportunity  of  serving  you. 

As  everyone  is  aware,  the  TMA  membership  is  totally 
composed  of  members  of  the  component/countv  societies.  The 
51  chartered  component  medical  societies  comprise  the  Ten- 
nessee Medical  Association.  I would  like  to  express  my  ap- 
preciation to  the  executive  directors  and  staffs  of  the  four 
metropolitan  medical  societies.  These  dedicated  individuals, 
whose  societies  represent  over  50%  of  the  total  TMA  mem- 
bership, are  called  upon  daily  to  assist  TMA  to  carry  out  its 
responsibilities.  Mr.  Mike  Cates,  Memphis-Shelby  County 
Medical  Society,  Mrs.  Margaret  Click,  Nashville  Academy  of 
Medicine,  Mrs.  Jane  Smith.  Knoxville  Academy  of  Medicine, 
and  Mr.  Andrew  McGill,  Chattanooga-Hamilton  County 
Medical  Society,  are  all  professional  association  executives 
whose  efforts  on  the  local  level  reflect  in  a positive  and  pro- 
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duclive  manner  the  medical  profession’s  dedication  to  serving 
the  public.  They,  along  with  the  part-time  staff  and  the  vol- 
untary physician  leadership  of  the  other  47  component/coun- 
ty societies,  go  a long  way  towards  making  the  Tennessee 
Medical  Association  a viable  and  responsible  association. 

Membership  continues  to  increase  at  a steady  and  consist- 
ent pace.  In  1988,  we  saw  a net  gain  of  126  members  and  the 
total  TMA  membership  now  stands  at  6,114.  A summary  of 
membership  figures  for  the  past  year  as  well  as  for  several 
previous  years  for  comparison  purposes  is  shown  in  the  ac- 
companying Table. 

This  past  year  the  work  and  devotion  to  duty  exhibited 
by  TMA’s  president.  Dr.  John  Thomison,  has  been  excep- 
tional and  I strongly  commend  and  applaud  his  efforts  on 
behalf  of  the  membership.  I am  confident  the  mantle  of  of- 
fice passed  to  Dr.  Bill  Miller  will  result  in  another  year  of 
progress  and  strong  leadership  TMA  has  grown  to  expect  and 
demand. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
executive  director , expressed  the  appreciation  of  the  TMA 
membership  to  Mr.  Williams  for  the  excellent  job  he  performs, 
and  recommended  that  the  report  be  filed. 


Committee  Reports 

The  following  standing  and  special  committees  made  an- 
nual reports  to  the  House  of  Delegates: 

— Committee  on  Scientific  Affairs 
— Committee  on  Legislation 
— Committee  on  Governmental  Medical  Services 
— Committee  on  Constitution  and  Bylaws 
— Committee  on  Hospitals 
— Peer  Review  Committee 

— Committee  on  Communications  and  Public  Service 
— Interprofessional  Liaison  Committee 
— Committee  on  Continuing  Medical  Education 
— Impaired  Physician  Peer  Review  Committee 
— Committee  on  Rural  Health 
— Committee  on  Emergency  Medical  Services 
— Advisory  Committee  to  TMA  Auxiliary 
— Committee  on  Medicine  and  Religion 
— Committee  on  Maternal  and  Child  Care 
— Primary  Care  Liaison  Committee 
— Geriatrics  Committee 
— Committee  on  Medical  Practice 
— Committee  on  HIV  Infection  and  AIDS 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Throw  the  Rascals  Out 

Since  assuming  presidency  of  the  Tennessee  Medical  Association  I have 
received  letters  from  friends  and  colleagues,  both  congratulations  and  con- 
dolences. I have  also  received  some  letters  asking  for  help,  clarification  and 
direction;  it  is  from  one  of  these  that  I would  like  to  quote:  “I  have  been 
less  and  less  satisfied  with  the  role  of  the  American  Medical  Association  as 
the  years  have  gone  by.  Medicine  has  been  attacked  from  all  sides  and  I am 
sure  I don't  need  to  count  the  many  ways  for  you.  Our  own  organization 
has  done  essentially  nothing  for  the  doctors  in  practice.  Any  time  they  speak 
up  in  public  it  seems  to  be  basically  on  a tangent  and  not  directly  related  to 
the  problems  that  we  are  facing.  I don’t  know  if  there  is  any  potential  cor- 
rection for  that  but  I would  personally  favor  an  approach  of  ‘throw  the  ras- 
cals out.’  ” 

I am  sure  that  all  of  us  have  felt,  experienced,  or  vocalized  the  same 
feelings  of  frustration,  but  let  me  put  some  of  this  into  perspective.  Our 
weekly  American  Medical  News  made  an  attempt  to  answer  some  of  the 
multiple  problems  facing  medicine.  As  I open  my  weekly  stack  of  papers  on 
my  desk,  I find  they  cover  a very  broad  spectrum  of  problems  that  range 
from  government  intrusion  to  PRO  rules  and  regulations,  from  HFCA  rules 
and  regulations  to  antitrust  activity  from  the  Justice  Department  to  the 
problems  of  attempting  to  get  tort  reform.  They  address  social  problems  in 
the  50  states,  economic  problems  common  to  all,  and  moral  and  ethical  problems  that  we  all  have  to 
deal  with.  This  very  timely  form  of  communication  to  our  members  gives  you  some  insight  into  the 
depth  of  activity  of  our  national  organization. 

That  particular  publication,  however,  does  not  address  the  in-depth  work  of  AMA  in  scientific 
publication,  data  bank  activity,  or  the  extensive  medical  information  communications,  both  in  this 
country  and  abroad.  It  also  does  not  address  the  wide  range  of  services  to  our  practicing  physicians  in 
their  own  professional  business  activity.  Realize  that  these  services  are  for  all  the  physicians  in  the 
United  States,  not  just  AMA  dues-paying  members;  realize  also  that  the  approximately  50%  of  phy- 
sicians in  the  United  States  who  belong  to  the  AMA  financially  support  these  services  for  all  the 
physicians.  The  AMA  is  not  discriminatory,  as  it  feels  the  public  health  of  the  nation  is  in  the  basic 
interest  of  the  American  Medical  Association. 

With  regard  to  our  state  organization,  we  are,  as  you  are  aware  from  the  last  House  of  Delegates 
meeting,  boldly  trying  to  address  the  problem  of  indigent  health  care  in  our  state,  and  are  taking  the 
initiative  with  the  help  and  support  of  the  state  administration  to  carry  out  this  program.  Once  again 
the  physicians  of  Tennessee  are  making  it  known  to  the  people  of  this  state  that  we  are  concerned 
and  do  care  for  the  health  of  the  citizens  of  this  state.  Also,  as  you  may  know  from  the  House  of 
Delegates,  a program  is  being  initiated  to  be  funded  by  a dues  increase  for  the  purpose  of  establishing 
a media  informational  service  to  get  our  story  to  the  public. 

I am  using  the  President’s  Page  only  to  reiterate  that  your  medical  leadership  is  acutely  aware  of 
the  frustration  you  and  all  of  us  have  in  trying  to  confront  the  constant  challenges  that  are  put  before 
us  daily  as  a profession.  We  must,  however,  continue  to  work  for  the  patients’  best  interests,  and  be 
ever  alert  to  the  constant  threat  of  these  intrusions,  which  though  they  may  be  well  meaning,  may 
nevertheless  be  destructive  to  this,  the  world's  best,  medical  care  system. 
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Forests  and  Trees 

It  is  next  to  impossible — no,  not  next  to;  it  is 
impossible — to  gaze  into  one’s  own  eyes.  Using 
a mirror  is  only  an  approximation  of  that,  and 
then,  as  the  apostle  says,  we  see  only  darkly.  For 
that  reason,  when  a business  wants  to  find  out 
what  is  really  going  on  within  itself,  it  (speaking 
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figuratively,  of  course)  hires  a management  con- 
sultant, or  a married  couple  in  difficulty  goes  to 
a marriage  counselor.  I don’t  intend  to  debate 
here  whether  or  not  that  really  does  any  good, 
or  whether  what  they  might  find  out  will  be  either 
true  or  helpful;  it  may  be,  and  then  again  it  may 
not  be.  Whether  it  is  or  not,  what  the  outside 
observer  sees  is  ordinarily  more  objective  than 
what  the  subject  does,  even  if  the  advice  that  re- 
sults from  it  is  defective.  It  is  the  old  problem  of 
not  being  able  to  see  the  forest  for  the  trees. 

This  is  certainly  not  meant  to  be  an  advertise- 
ment, or  even  an  apology,  for  such  middle  men, 
who  are  sometimes  only  busybodies.  It  is  simply 
an  observation  about  objectivity  as  a prelude  to 
a further  observation  about  the  lack  of  objectiv- 
ity in  a piece  that  appeared  in  the  Nashville  Ten- 
nessean the  other  day  that  pilloried  Bryant  Gum- 
bel,  the  Today  show  host,  for,  among  other 
things,  lack  of  objectivity  and  being  deliberately 
mean-spirited. 

I don’t  mean  to  imply  for  a minute  that  Mr. 
Gumbel  didn’t  deserve  everything  he  got  from 
the  columnist;  as  far  as  I’m  concerned  he  earned 
it.  He  just  got  it  for  the  wrong  reasons,  the  writ- 
er not  being  able  to  see  Mr.  Gumbel’s  forest  be- 
cause his  trees  and  Mr.  Gumbel’s  trees  are  too 
close  together. 

On  April  5 Mr.  Charles  Burson,  Tennessee’s 
attorney  general,  told  the  Today  show  audience 
about  all  of  the  problems  Tennessee  has  had  with 
crooked  bingo  operators,  leading  to  the  outlaw- 
ing of  bingo  in  Tennessee.  Since  a very  long  eight- 
minute  segment  of  the  show  was  devoted  to  the 
tribulations  of  us  Tennesseans,  that  is  at  least  a 
modest  oversimplification  of  what  Mr.  Burson 
said,  going  into,  as  he  did,  the  various  shenani- 
gans that  went  on,  including  the  attempted  brib- 
ery of  a legislator,  and  so  on.  Mr.  Gumbel’s  tack 
was  that  after  all  bingo  is  a harmless  diversion 
which  is  enjoyed  nearly  every  evening  by  count- 
less law-abiding  citizens,  and  which  sometimes 
even  contributes  to  charity.  He  completely  ig- 
nored the  fact  that  only  $1  million  of  the  $42- 
million  take  was  contributed  to  charity,  appar- 
ently sanctimoniously  assuming  that  most  Ten- 
nesseans disapprove  of  and  are  willing  to  violate 
the  statute  that  makes  such  gambling  activities 
illegal.  Furthermore,  on  the  show  as  aired  he 
made  no  mention  of  officials  on  the  take.  He 
spoke  instead  of  all  the  millions  of  dollars  flow- 
ing out  of  the  state  because  of  Tennesseans’  nar- 
row-minded prohibition  of  various  questionable 
(my  word,  not  his)  activities. 
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Bryant  Gumbel,  quoth  Mr.  Richard  Schweid, 
the  writer  of  the  column  under  discussion,  seemed 
to  have  a tough  time  taking  all  that  in.  He 
seemed,  said  Mr.  Schweid,  bent  only  on  ridicul- 
ing our  benighted  state.  Pish-tosh!  Mr.  Schweid 
is  right  only  by  half.  Whatever  else  he  may  be, 
Bryant  Gumbel  is  not  stupid;  he  knew  precisely 
what  he  was  doing.  I suspect  also  that  Mr. 
Schweid  is  not  stupid,  either,  and  knew  exactly 
what  he  was  doing,  too. 

The  Today  show  has  a lot  of  competition  for 
viewer  attention.  I won’t  go  so  far  as  to  say  that 
NBC  will  do  anything  to  gain  that  attention;  only 
almost  anything.  Mr.  Gumbel  didn’t  help  his 
cause  any,  or  that  of  the  show,  by  his  curmud- 
geonly attack  a month  or  so  ago  on  the  very  pop- 
ular Willard  Scott,  either  (jealousy?).  Which,  I 
ask,  is  more  likely  to  entertain  (not  inform;  just 
entertain) — a recitation  of  Tennessee’s  bingo  and 
cash  flow  problems,  or  (even  if  only  implied), 
“What  did  you  expect  from  the  monkey-trial 
state,  anyhow?  Haven’t  changed  much,  have 
they?”  Which,  I also  ask,  sells  more  newspa- 
pers— a brief,  unadorned  report  on  Mr.  Gum- 
bel’s  report  (chances  are  good  such  an  account 
would  never  even  have  made  the  paper  at  all), 
or  an  extended  report  on  Mr.  Gumbel’s  cupidity, 
stupidity,  and  naivete? 

Mr.  Schweid  said  it:  “Gumbel  waxes  naive  on 
state  bingo  issue”;  that’s  how  the  headline  went. 
Pish-tosh  again.  Both  Gumbel  and  Schweid  han- 
dle the  news  about  the  same  way  Gary  Trudeau 
(Mr.  Jane  Pauley)  does.  I don’t  really  mean  to 
single  out  Messrs.  Gumbel,  Schweid,  and  Tru- 
deau; practically  all  of  the  media-types  are  in  it 
together.  With  few  exceptions,  what  they  are  in 
together  is  Showbiz. 

“All  the  news  that’s  fit  to  print”  ain’t  much, 
and  it’s  hard  to  find;  it  has  gone  the  way  of  the 
hundred  cent  American  dollar,  the  five  cent  ci- 
gar (which  deserved  it),  the  nickle  beer  (which 
didn’t),  and  truth  in  advertising  (and  in  govern- 
ment, too). 

In  defense,  meagre,  I confess,  of  Mr.  Gum- 
bel, whose  every  minute  on  the  Today  show  sells 
for  lots  of  money,  why  should  he  waste  his  time 
talking  about  some  petty  official  on  the  take  in 
Tennessee  when  the  Speaker  of  the  House  of 
Representatives  of  the  United  States  of  America 
is  doing  such  a much  more  workmanlike  job  of 
it,  and  is  getting  such  superb  exposure  as  the 
paradigm  of  the  fast  shuffle?  It’s  a lot  more  fun — 
not  to  mention  a lot  more  profitable — to  rib  the 
hicks,  particularly  when  they  are  blue-nosed  big- 


ots, too.  (Mr.  Gumbel  is  not,  of  course.  He  is, 
as  Mr.  Schweid  points  out,  a simple  crusader 
trying  to  give  the  simple  folks  of  Tennessee  a mite 
of  justice  and  simple  pleasures  in  this  hard  ol’ 
world  of  sin  and  sorrow.) 

There  are  many  epithets  that  might  apply — 
but  naive  (to  either  of  them,  or  to  any  other 
of  the  durable  media  types,  for  that  matter)? 
Hardly! 

j.B.T. 


Looking  Before  You  Leap 

Watching  on  television  the  other  evening  the 
current  version  of  Jules  Verne’s  Around  the 
World  in  80  Days,  which  is  longer  by  twice  than 
the  classic  version  done  30  years  ago,  and  only 
half  as  good,  lacking  as  it  does  David  Niven  and 
Cantinflas  in  the  lead  roles,  reminded  me  how 
much  inconvenience — even  misery — a simple 
miscalculation  can  cause.  After  suffering  count- 
less misadventures  and  calamities  in  his  single- 
minded  pursuit  of  nothing  more  substantial  than 
a wager,  Mr.  Phineas  Fogg  arrived  at  his  desti- 
nation just  barely  a few  minutes  overdue — he 
thought.  After  moping  for  the  better  part  of  a 
day,  he  discovered,  just  in  time  to  win  in  a pho- 
tofinish, that  he  had  neglected  to  take  into  ac- 
count the  day  he  had  gained  in  crossing  the  in- 
ternational dateline.  But  he  did  win.  Not  all  of 
us  do;  some  of  us  lose  by  a hair,  and  some  by  a 
country  mile. 

Take,  for  example,  Coca-Cola.  Some  time 
back,  Cola-Cola  decided  that  to  keep  abreast  of 
the  times,  which,  they  thought,  required  pander- 
ing more  to  the  sweet  tooth,  it  would  ditch  the 
old  Coke  that  had  brought  it  so  far,  and  replace 
it  with  a newer,  sweeter,  and  therefore  better, 
version.  It  bombed.  After  a great  public  outcry 
in  support  of  the  “classic”  Coke,  Coca-Cola  ca- 
pitulated, and  sales  of  the  newer,  better  model 
dwindled  and  finally  died.  It  all  came  from  lis- 
tening to  trend  setters  instead  of  doing  solid  mar- 
keting research. 

Never  one  to  ignore  a challenge  by  its  number 
one  competitor,  Pepsi-Cola  got  into  the  act  with 
a bummer  of  its  own.  If  there  is  one  image  that 
the  soft  drinks  industry  would  wish  to  project 
above  all  others,  I should  think  it  would  be 
“wholesome.”  Now  there  are  many  things  that 
can  be  said  for  the  entertainer  Madonna.  She  is 
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handsome  and  talented,  and  she  has  a nice  voice. 
She  is  shapely  and  agile.  I doubt,  though,  that 
wholesome  would  be  the  word  that  would  come 
most  quickly  to  mind  in  describing  her.  Certainly 
most  buyers  of  soda  pop  would  consider  her  an 
unlikely  candidate  for  the  title  of  Role  Model  of 
the  Year  for  their  kiddies.  There  are  also,  I am 
almost  certain,  those  who  would  consider  Ma- 
donna inappropriately  named. 

I have  not  seen  the  controversial  video  that 
preceded  the  commercial  that  Madonna  made  for 
Pepsi,  or  the  commercial  either,  for  that  matter, 
and  so  anything  I could  say  about  them  would  be 
based  strictly  on  hearsay.  I think  it  is  apparent, 
though,  that  Pepsi-Cola  miscalculated  the  will- 
ingness of  the  public,  or  at  least  the  pop-buying 
public,  to  let  bygones  be  bygones,  and  to  forgive 
and  forget.  Some  might  say  that  Madonna  is  not 
very  discriminating  as  to  what  she  uses  that  nice 
voice  and  shapely  body  for,  and  in  being  indis- 
criminate she  has  stepped  on  some  toes.  Unfor- 
tunately for  Pepsi,  some  of  those  were  the  same 
toes  that  walk  to  the  counter  to  buy  soda  pop; 
many  of  their  owners  were  impelled  to  switch  to 
Coke,  to  the  dismay  of  Pepsi-Cola. 

Mr.  Phineas  Fogg,  Coca-Cola,  and  Pepsi-Cola 
had  in  common  the  single-minded  pursuit  of  a 
goal.  As  in  the  case  of  each  of  them,  the  lure  of 
the  laurel  wreath  or  the  glint  of  gold  tend  to  blind 
the  competitor  to  reality.  There  should  be  a mor- 
al to  this  story,  but  I am  not  certain  it  is  alto- 
gether encompassed  by  the  obvious  one,  which 
should  be,  “Look  before  you  leap.”  They  all 
looked  before  they  leaped,  sure  enough;  their 
problem  was  that  Coca-Cola  and  Pepsi-Cola,  at 
least,  didn’t  leap  where  they  were  looking.  (At 
the  end,  Mr.  Fogg  didn’t  leap  when  he  should 
have — or  look  either.)  It  puts  me  in  mind  of  a 
story. 

A preacher  newly  arrived  in  a logging  town 
found  some  of  his  congregation  engaging  in  the 
not  uncommon  practice  of  fishing  logs  bound  for 
the  sawmill  out  of  the  river,  cutting  off  the 
branded  end,  and  replacing  the  brand  with  their 
own.  One  Sunday  soon  after  his  arrival  he 
preached  a scathing  sermon  taking  as  his  text  the 
commandment:  Thou  shalt  not  steal.  Though  the 
sermon  drew  enthusiastic  praise,  the  stealing 
continued  unabated.  After  a few  weeks  he 
preached  another  sermon,  this  time  a fiery  hell- 
fire  and  damnation  one  with  the  text:  Thou  shalt 
not  cut  the  ends  off  other  people’s  logs  and  re- 
place their  brand  with  your  own.  They  ran  him 
out  of  town  for  meddling. 
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I believe  the  moral  stated  above  needs  to  be 
expanded  to  fit  the  situation  where  a citizen  is 
blinded  by  visions  of  the  goal  ahead,  particularly 
when  that  goal  involves  money.  I would  state  the 
moral  thusly:  Maxim:  Look  before  you  leap. 
Corollary  1:  Be  certain  that  where  you  are  leap- 
ing is  where  you  are  looking;  otherwise  you  may 
be  in  trouble.  Corollary  2:  Be  sure  you  also  look 
both  to  the  right  and  to  the  left  before  you  leap; 
if  you  fail  to  remember  that  in  some  places  the 
right  side  of  the  road  is  the  wrong  side  of  the 
road,  you  may  be  wiped  out  by  something  bear- 
ing down  on  you  from  starboard  when  you  are 
gazing  to  port.  Additional  cautionary  note  to 
Pepsi:  Remember  that  though  the  singer  may  tell 
you  her  song  is  like  a prayer,  it  is  not  necessarily 
so  just  because  the  singer  is  a looker  who  hap- 
pens to  be  named  Madonna. 

J.B.T. 


Six-Six-Six 

WARNING!  WARNING 

This  machine  is  subject  to  breakdown  during  pe- 
riods of  critical  needs. 

A special  circuit  in  the  machine  called  a “criti- 
cal detector”  senses  the  operator’s  emotional  state 
in  terms  of  how  desperate  he  is  to  use  the  machine. 

The  “critcal  detector”  then  creates  a malfunction 
proportional  to  the  desperation  of  the  operator. 
Threatening  the  machine  with  violence  only  aggra- 
vates the  situation.  Likewise,  attempts  to  use  an- 
other machine  may  cause  it  also  to  malfunction. 

They  belong  to  the  same  union.  Keep  cool  and  say 
nice  things  to  the  machine.  Nothing  else  seems  to 
work. 

Never  let  anything  mechanical  know  you  are  in 
a hurry! 

Having  become  convinced  very  early  that 
computers  bear  somehow  the  mark  of  the  beast, 
I have  always  tended  to  give  them  a wide  berth. 
I am  willing  to  admit  that  it  is  not  unlikely  a 
combination  of  cowardice  and  sloth  that  dictated 
that  judgment;  nevertheless,  I swore  off  that  limb 
o’  Satan  before  it  could  hook  me.  That  was  the 
easy  part.  It  soon  became  apparent,  though — or 
maybe  not  soon,  but  at  least  eventually — that  I 
had  likely  placed  myself  in  the  same  position  as 
those  who  eschewed  the  horseless  carriage,  and 
that  I had  the  choice  of  either  getting  there  or 
not  getting  there;  there  really  were  no  further 
options  that  I could  see,  especially  when  the 
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Southern  Medical  Journal,  which  I also  edit,  went 
on  line,  and  the  administration  announced  that 
they  were  furnishing  me  a computer  so  that  I 
could  tap  into  the  system. 

I am  now  sitting  here  with  my  li’l  beauty  in 
my  lap,  just  a-typin’  away.  It  is  like  having  any 
other  little  beauty  sitting  in  your  lap,  though;  it 
may  not  be  an  unmixed  blessing.  The  Toshiba 
1200,  which  my  computer  is,  was  widely  recom- 
mended to  me,  and  it  has  lived  up  to  its  advance 
billing.  Of  course  I have  learned  only  as  much 
about  it,  and  about  Word  Perfect,  its  software 
package,  or  one  of  its  packages,  as  was  required 
for  me  to  do  with  them  what  I had  to  do  with 
them,  and  it  has  now  and  then  become  apparent 
that  I should  have  learned  some  other  things  be- 
sides the  things  I did  learn.  I have  also  discov- 
ered that  there  are  some  things  that  I should  have 
learned  about  them  that  it  is  not  possible,  it  ap- 
pears, to  learn  about  them — just  like  any  of  the 
other  beauties  that  might  on  occasion  occupy  the 
same  position  that  this  one  now  occupies,  if  you 
get  what  I mean.  I complained  to  Southern  Med- 
ical Association’s  computer  expert  that  I couldn't 
understand  some  of  the  instructions.  He  allowed 
as  how  that  was  okay;  nobody  else,  including  their 
writers,  always  could  either. 

Also  like  those  aforementioned  other  beau- 
ties, this  one  has  taken  some  getting  used  to.  For 
instance,  there  are  keys  in  unaccustomed  places, 
so  that  occasionally  when  I touch  shift,  which 
everybody  who  learned  to  type  back  in  the  dark 
ages  when  I did  knows  is  in  the  lower  left-hand 
corner,  what  I get  is  “Error:  File  not  found.”  On 
computers,  as  everybody  who  understands  about 
computers  knows,  shift  is  the  next  key  above.  I 
don’t  know  why;  it  just  is.  It  is  also  possible — 
most  distressingly  so — to  inadvertently  touch 
something — I never  found  out  what — that  causes 
the  li’l  beauty  to  eat  instead  of  store  what  it  was 
you  were  feeding  it,  thereby  wiping  out  a whole 
day’s  work.  It  also  has  that  in  common  with  oth- 
er li’l  beauties  of  various  sorts. 

I think  the  problem  is  that  this  thing  is  alive, 
and  knows  it  has  the  upper  hand.  It  is  trying  to 
have  me  eating  out  of  that  hand,  too,  and  very 
likely  will.  What  brought  about  this  piece  was  an 
exercise  in  futility  involving  the  editorial  imme- 
diately preceding  this  one,  which,  after  I had  fin- 
ished it,  this  baby  inexplicably  ate — even  after  I 
had  properly  saved  it  and  checked  to  be  sure  that 
it  was  properly  stored.  In  the  evening  it  was.  The 
next  morning,  when  I went  to  print  it,  it  wasn’t. 
I had  to  reconstitute  the  editorial,  part  of  it  twice 


(I  don’t  learn  very  fast).  Again  inexplicably,  that 
part  that  I had  redone  and  lost  the  second  time 
turned  up  later,  when  I no  longer  needed  it. 
Something  in  my  own  internal  computer  went 
awry  in  the  meantime,  and  you  were  deprived  of 
a choice  story  that  was  in  the  original.  I lost  it 
(the  computer  data,  that  is;  Alzheimer  ate  mine) 
because  to  save  paper  I decided  to  wait  to  print 
the  editorial  out  until  I had  read  it  over  and  ed- 
ited it  again  the  next  morning — a serious  error  in 
economy. 

It  is,  I recognize,  a distinct  possibility  that  I’ll 
not  be  permitted  by  my  T-1200  to  reveal  these 
intimate  details  of  our  relationship,  and  that  be- 
fore this  is  reduced  to  hard  copy  it  will  be  inter- 
nally shredded.  I can’t  print  it  out  now,  because 
my  printer  is  not  where  my  computer  and  I are. 
Where  I am  is,  as  usual,  at  its  mercy. 

After  the  late  unpleasantness  between  the 
states  my  maternal  grandfather’s  family  had 
thousands  of  acres  of  land  in  north  Georgia  and 
not  much  else.  He  was  very  successful  at  raising 
mules,  and  made  a lot  of  money  at  it.  He  bought 
one  of  the  first  automobiles  ever  made,  or  at  least 
one  of  the  first  production  models,  being  a very 
progressive  man.  He  said  it  beat  four-footed 
transportation  all  hollow — except,  that  is,  when 
he  got  stuck  in  the  mud  on  rutted  roads  or  had  a 
flat  tire  (you  fixed  the  tire  yourself;  there  was  no 
one  else  to  do  it)  or  the  engine  stopped  and 
wouldn’t  start,  and  the  crank  flew  back  and  hit 
you  in  the  arm  (it  broke  some  arms,  too).  Though 
tempted  on  occasion,  I’m  sure,  he  never  went 
back.  I guess  I’m  less  progressive  than  he;  I like- 
ly would  still  be  driving  a mule. 

Well,  we’ll  see  if  this  li’l  jewel  makes  it  into 
print.  I doubt  that  I would  rewrite  it.  I’ll  take  its 
demise  as  a sign  of  jealousy,  and  I’ll  be  switched 
if  I go  back  to  writing  these  things  out  longhand 
on  yellow  legal  pads.  I guess  that  shows  I’m  more 
like  pa-pa  than  I thought — just  slower. 

J.B.T. 


in  memoffom 


Charles  Mitchell  Hamilton,  age  62.  Died  April  8,  1989. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 
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Robin  Lyles,  age  78.  Died  March  23,  1989.  Graduate 
of  University  of  Tennessee  College  of  Medicine. 
Member  of  Maury  County  Medical  Society. 

Bruce  William  Mongle,  age  84.  Died  April  9,  1989. 
Graduate  of  Medical  College  of  Virginia.  Member  of 
Sullivan  County  Medical  Society. 

H.  Dewey  Peters,  Sr.,  age  90.  Died  April  3,  1989. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Knoxville  Academy  of  Medicine. 

C.  Julian  Ragan,  age  75.  Died  March  30,  1989.  Grad- 
uate of  Tulane  University  School  of  Medicine.  Mem- 
ber of  Roane-Anderson  County  Medical  Society. 

Gilbert  M.  Roberts,  Jr.,  age  78.  Died  February  9,  1989. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Chattanooga-Hamilton  County 
Medical  Society. 

James  S.  Vermillion,  age  79.  Died  March  3,  1989. 
Graduate  of  Medical  College  of  Virginia.  Member  of 
Sullivan  County  Medical  Society. 

Homer  P.  Williams,  age  76.  Died  March  1989.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Sullivan  County  Medical  Society. 


pei/ofMil  new/ 


Robert  E.  Bledsoe,  Jr.,  M.D.,  Athens,  has  been  cer- 
tified as  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology. 

Sandra  A.  Eisele,  M.D.,  Knoxville,  has  been  elected 
a Fellow  of  the  American  College  of  Orthopaedic  Sur- 
geons. 

James  A.  Greene,  M.D.,  director  of  the  Center  for 
Health  and  Creative  Aging  in  Knoxville,  has  been  se- 
lected as  the  first  American  Geriatrics  Society/Marion 
Clinician  of  the  Year. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Lawrence  Carl  Swan,  M.D.,  Cleveland 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Kieth  R.  Schleifer,  M.D.,  Jellico 

COCKE  COUNTY  MEDICAL  SOCIETY 

Karen  Reno  Brock,  M.D.,  Newport 
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TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
March  1989.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

William  E.  Bennett,  M.D.,  Harriman 
Kenneth  W.  Carr,  M.D.,  Martin 
Craig  M.  Coulam,  M.D.,  Nashville 
Mary  S.  David,  M.D.,  Dyersburg 
Arnold  M.  Drake,  M.D.,  Memphis 
Nicholas-John  Economides,  M.D.,  Memphis 
Jan  M.  Gorzny,  M.D.,  Dickson 
Francis  A.  Goswitz,  M.D.,  Oak  Ridge 
William  T.  Hayes,  M.D.,  Memphis 
Charles  E.  Jordan,  III,  M.D.,  Cookeville 
H.  Lynn  Magill,  M.D.,  Memphis 
Edward  C.  McDonald,  M.D.,  Nashville 
Melissa  L.  Meyer,  M.D.,  Chattanooga 
Robert  C.  Murray,  Jr.,  M.D.,  Nashville 
John  E.  Neumann,  M.D.,  Paris 
Michael  Stephen  Pippin,  M.D.,  Nashville 
Margret  W.  Rhinehart,  M.D.,  Spencer 
Deloris  E.  Rissling,  M.D.,  Chattanooga 
Marvin  J.  Rosenblum,  M.D.,  Nashville 
John  A.  Shields,  M.D.,  Nashville 
Jerome  S.  Siegel,  M.D.,  Memphis 
Harold  P.  Smith,  M.D.,  Nashville 


GREENE  COUNTY  MEDICAL  SOCIETY 

Phyllis  Sage  Atwell,  M.D.,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Arthur  F.  Adams,  M.D.,  Knoxville 
Lewis  Russell  Hagood,  Jr.,  M.D.,  Knoxville 
Lawrence  D.  Hookman,  M.D.,  Knoxville 
Ricardo  M.  Mandojana,  M.D.,  Knoxville 

McMINN  COUNTY  MEDICAL  SOCIETY 

Daniel  Christian  Brumback,  M.D.,  Englewood 
Charles  Boggess  Cox,  M.D.,  Etowah 
Isham  Cason  Hewgley,  M.D.,  Athens 
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MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

George  Lewis  Burruss , M.D.,  Memphis 
Jerome  John  Weems,  Jr.,  M.D.,  Memphis 
John  M.  Witherington,  M.D.,  Memphis 
Carl  Thomas  Younger,  M.D.,  Memphis 


announcement/ 


CALENDAR  OF  MEETINGS 


NASHVILLE  ACADEMY  OF  MEDICINE 

Stephen  J.  D'Amico,  M.D.,  Nashville 
Susan  M.  O’Connor,  M.D.,  Nashville 
Robert  Willard  Robinson,  M.D.,  Nashville 
Charles  Bennett  Rush,  M.D.,  Nashville 

(Students) 

Juliet  Marie  Liposky,  Nashville 
Stuart  C.  Ray,  Nashville 
John  Jiwoong  Ryu,  Nashville 
Paul  M.  Swansen,  Nashville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

James  A.  Parrott,  M.D.,  Oak  Ridge 

WILSON  COUNTY  MEDICAL  SOCIETY 

Charles  A.  Mitchell,  Jr.,  M.D.,  Lebanon 


NATIONAL 


June  30-July  2 

July  2-5 
July  6-9 
July  21-22 
July  25-29 
July  26-30 
Aug.  12-16 
Aug.  13-17 


Sports  Medicine  Symposium  (sponsored  by 
North  Carolina  Medical  Society) — Shell  Is- 
land Hotel,  Wrightsville  Beach,  N.C. 
Korean  Medical  Association  of  America — 
Hilton,  New  York 

Association  of  Pakistani  Physicians — Dear- 
born Hyatt  Regency,  Chicago 
American  In-Vitro  Allergy/Immunology  So- 
ciety— Marriott  Hotel  & Marina,  San  Diego 
Association  of  Philippine  Physicians  in 
America — Omni  Union  Station,  St.  Louis 
National  Medical  and  Dental  Association — 
Tara  Hyannis,  Hyannis,  Mass. 

Association  of  Medical  Illustrators — The 
Fairmont,  Dallas 

American  Society  of  Pharmacology  and  Ex- 
perimental Therapeutics — Salt  Palace,  Salt 
Lake  City,  Utah 


READY 
FOR  A CHANGE 
OF  PACE? 


The  Air  Force  has  openings  for 
Physician  Specialists.  You  can  enjoy  better 
working  hours,  30  days  of  vacation  with  pay 
each  year  and  a unique  and  enjoyable 
life-style  for  you  and  your  family  while  serving 
your  country,  Ask  a health  professions  recruiter 
about  our  outstanding  pay  and  benefits 
package.  Call 


MAJOR  ALVIN  R.  CHILES 
(615)  889-0723 
Station-To-Station  Collect 
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TMA  PHYSICIAN  SERVICES,  INC. 

SUBSCRIPTION  SERVICES  RECEPTION-ROOM  PROGRAM  • 516-676-4300 

The  full-service  magazine 
program  doctors  and 
their  staffs  love 

Just  send  us  vour  current  magazine  address  labels  (please  add 
magazine  names);  we  will  notify  you  before  expiration  with  the 
lowest  available  rates.  —OR—  You  may  order  your  magazines 
from  this  list  right  now! 


PUBLICATION 

(No.  of 
Issues 
per  yr.) 

REG. 

SUBSCR. 

PRICE 

YOUR 

OFFICE 

PRICE 

American  Health 

10 

14.95 

12.95 

American  Heritage 

8 

24.00 

24.00 

Amer.Photog. [Spec ial 

: 8 i ss]ll .95 

5.98 

Audio 

12 

21.94 

10.97 

Automobi le 

12 

18.00 

9.00 

♦Backpacker 

6 

18.00 

9.00 

Baseball  Digest 

12 

14.95 

11.97 

Basketball  Digest 

8 

11.95 

9.97 

♦Better  Homes  & Gardensl2 

14.97 

7.97 

♦Bicycl ing 

10 

15.97 

8.00 

Boating 

12 

21.94 

16.97 

Bon  Appetit 

12 

18.00 

11.95 

Bowl ing  Digest 

6 

13.95 

9.97 

Brides 

6 

18.00 

13.50 

Black  Enterprise 

12 

15.00 

11.95 

Car  & Driver 

12 

19.94 

12.99 

Car  Craft 

12 

17.94 

9.97 

Changing  Times 

12 

18.00 

9.97 

Child  [Fashion] 

6 

12.00 

10.00 

♦Chi ldren 

6 

11.97 

6.00 

Childrens  Digrage  7- 

11  8 

11.95 

9.97 

♦Colonial  Homes 

6 

14.97 

7.97 

CONDE  NAST  TRAVELER 

12 

24.00 

12.00 

♦Connoisseur 

12 

19.95 

10.00 

Consumers  Reports 

12 

18.00 

18.00 

♦Cosmopol itan 
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The  Craniofacial  Center : Advances  in 
The  Treatment  of  Facial  Deformities 

LARRY  A.  SARGENT,  M.D. 


Introduction 

Craniofacial  surgery  encompasses  a broad 
spectrum  of  reconstructive  procedures  of  the 
cranium  and  face.  Paul  Tessier  of  Paris  is  consid- 
ered the  father  of  modern  craniofacial  surgery 
techniques  and  the  originator  of  a new  specialty. 
Tessier,  a French  plastic  surgeon,  concentrated 
initially  on  traumatic  problems  of  the  orbits.  He 
developed  techniques  to  extensively  dissect  the 
facial  soft  tissue  from  its  respective  bones  with 
simultaneous  intracranial  exposure  and  circum- 
ferential mobilization  of  the  orbits  to  allow  radi- 
cal repositioning  of  the  eyes  and  skull.  The  main 
principle  from  which  his  treatment  evolved  is  that 
the  skeletal  defects  and  abnormalities  of  cranio- 
facial deformities  must  be  either  repositioned  or 
reconstructed  with  bone  grafts  prior  to  soft  tissue 
repair.1  By  pioneering  these  radical  concepts  he 
was  able  to  correct  major  facial  deformities  pre- 
viously thought  untreatable. 

In  the  past  10  to  15  years  regional  centers  have 
evolved  offering  a multidiscipline  team  ap- 
proach, as  well  as  innovative  surgical  techniques, 
to  provide  effective  comprehensive  care  for  these 
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patients.  The  evaluation  and  treatment  of  these 
complex  problems  in  a regional  center  is  essen- 
tial because  of  the  necessary  multidiscipline  ap- 
proach and  supraspecialization.  The  center  can 
provide  a coordinated  comprehensive  care  pro- 
gram for  the  treatment  of  their  multifactorial 
physical  deformities  and  psychosocial  problems. 
In  general,  these  patients  are  unique,  and  with- 
out centralization  it  is  not  possible  to  maintain 
the  necessary  expertise  for  proper  treatment. 
Craniofacial  procedures  performed  on  an  irregu- 
lar or  occasional  basis  invite  disaster  and  are  not 
in  the  best  interest  of  the  patient.  We  adhere  to 
Tessiers  principles  that  craniofacial  surgery 
should  be  performed  only  by  a surgeon  who  has 
that  as  his  main  interest,  and  only  where  he  has 
the  support  facilities  of  a major  pediatric  medical 
center  to  provide  safety  in  care  and  planning.2 

Case  Presentations 

The  Tennessee  Craniofacial  Center  at  T.C.  Thompson 
Children's  Hospital  and  Erlanger  Medical  Center  specializes 
in  the  evaluation  and  treatment  of  patients  of  all  ages  with 
facial  deformities.  The  techniques  and  principles  of  craniofa- 
cial surgery  can  be  applied  to  facial  deformities  from  a vari- 
ety of  etiologies  ranging  from  congenital  problems  to  acute 
craniofacial  trauma.  The  following  examples  illustrate  current 
reconstructive  techniques. 

Case  1.  A baby  girl,  referred  at  one  week  of  age,  was 
born  with  a large  midline  nasal  mass  that  was  increasing  in 
size  (Fig.  1 ).  The  visual  field  of  the  right  eye  was  completely 
obscured.  The  distal  half  of  the  nose  was  flattened  and  the 
medial  canthi  widely  separated.  A CT  scan  confirmed  the  mass 
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Figure  1.  (Left)  Photograph  of  the  patient  at  1 week  of  age  showing 
large  nasofrontal  encephalocele.  (Right)  Postoperative  photographs 
of  the  patient  eight  mQnths  after  definitive  one-stage  reconstruction 
(case  1). 


Figure  2.  The  nasofrontal  encephalocele  bone  defect  is  shown  with 
osteotomies  for  mobilization  of  the  medial  orbital  walls  illustrated.  The 
orbital  walls  are  centrally  mobilized  and  then  stabilized,  and  the  re- 
maining defects  bone  grafted  (case  1). 


to  be  an  encephalocele  with  a large  defect  located  at  the  na- 
sofrontal suture.  The  communicating  nasofrontal  encephalo- 
cele caused  a marked  widening  of  the  medial  orbital  walls. 

An  intracranial  approach  was  used  to  excise  the  enceph- 
alocele and  repair  the  defect  in  the  dura;  osteotomies  were 
performed  on  the  medial  orbital  walls  with  central  mobiliza- 
tion to  correct  the  orbital  hypertelorism  (Fig.  2).  The  nasal 
bones  and  defects  were  reconstructed  with  bone  grafts. 

The  postoperative  course  was  uneventful.  At  one-year 
follow-up  examination,  the  patient  has  maintained  the  ana- 
tomical correction  (Fig.  1). 

Case  2.  A 12-year-old  girl  with  facial  features  character- 
istic of  Crouzon's  disease  (Fig.  3)  had  severe  midface  hypo- 
plasia and  retrusion  with  a class  III  malocclusion.  This  pa- 
tient also  had  a moderate  degree  of  orbital  hypertelorism.  A 
facial  bipartition  procedure  was  performed  to  correct  the  or- 
bital hypertelorism  and  midface  retrusion  in  one  operation 
(Fig.  4).  The  improvement  in  profile  is  seen  after  orbital- 
maxillary advancement  with  forehead  remodeling  (Fig.  3). 


Case  3.  This  15-year-old  boy  had  severe  orbital  hyperte- 
lorism due  to  craniostenosis  (Fig.  5).  He  had  a broad  flat 
nasal  dorsum  with  an  interorbital  distance  of  52  mm.  Opera- 
tive correction  consisted  of  an  intracranial  and  extracranial 
approach  with  four  wall  block  osteotomies  of  the  entire  orbit 
and  mobilization  centrally  (Fig.  6).  The  interorbital  distance 
was  decreased  to  20  mm  and  the  nasal  bones  reconstructed 
with  calvarial  bone  grafts.  Fig.  5 shows  the  postoperative  ap- 
pearance at  one  year. 

Case  4.  A 30-year-old  man  was  involved  in  a high  speed 
motorcycle  accident  sustaining  severe  facial  trauma.  He  sus- 
tained extensive  midline  facial  lacerations  and  severely  com- 
minuted panfacial  fractures  (Fig.  7). 

Operative  treatment  consisted  of  open  reduction  and  rigid 
fixation  of  all  facial  fractures  utilizing  craniofacial  techniques. 
Bone  grafts  were  further  utilized  to  reconstruct  missing  bone. 

Postoperative  recovery  was  uneventful  and  the  patient’s 
preinjury  appearance  has  been  restored  (Fig.  7). 


Figure  3.  (Left)  A 12-year-old  girl  with  severe  midface  hypoplasia  and 
retrusion.  (Right)  Postoperative  result  after  facial  advancement  with 
facial  bipartition  procedure  (case  2). 
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Figure  4.  The  osteotomies  and  resections  are  illustrated  in  a fronto- 
facial  monobloc  advancement  with  correction  of  hypertelorism  (facial 
bipartition  procedure).  The  frontofacial  complex  is  stabilized  with 
miniplates  (case  2). 
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Figure  5.  (Left)  A 15-year-old  boy  with  severe  orbital  hypertelorism. 
(Right)  Postoperative  results  one  year  after  intracranial/extracranial 
correction  of  hypertelorism  with  forehead  and  skull  remodeling  (case 
3). 


Discussion 

These  examples  illustrate  the  application  of 
radical  concepts  to  skeletal  problems  of  the  skull 
and  facial  bones  in  a wide  age  group  of  patients. 
A craniofacial  team  committed  to  this  specialty 
requires  expertise  of  super-specialized  profes- 
sionals from  numerous  health  care  fields  (Table 
1).  No  single  surgeon  can  possess  the  expertise 
to  evaluate  and  treat  all  the  abnormalities  of  these 
patients.  The  goal  of  the  team  is  to  diagnose  the 
physical  and  psychosocial  problems  and  formu- 
late a treatment  plan.  This  is  followed  by  execu- 
tion of  the  treatment  plan  at  the  appropriate  time, 
longitudinal  follow-up,  collection  of  data  on  the 
team’s  activities,  and  production  of  research  on 
its  results. 

A number  of  advances  have  been  made  in  sur- 
gical technique  and  technology  as  applied  to 
craniofacial  surgery.  With  the  experimental  evi- 
dence that  membranous  onlay  bone  grafts  sur- 
vive better  than  endochondral  grafts,  craniofacial 
surgeons  for  the  most  part  have  abandoned  rib 
and  iliac  bone  grafts  and  their  associated  morbid- 
ity for  the  longer  surviving  cranial  bone  grafts.3 
This  bone  is  available  in  an  assortment  of  sizes 
and  shapes,  and  can  be  harvested  as  dust  or  free 
grafts,  or  transposed  as  vascularized  tissue.  The 
techniques  of  harvesting  and  utilization  of  cranial 
bone  have  expanded  from  the  field  of  congenital 
craniofacial  surgery  to  correction  of  traumatic  fa- 
cial deformities  or  use  in  aesthetic  procedures. 
As  more  experience  is  gained,  the  indications  for 
cranial  bone  grafts  will  continue  to  expand  rap- 
idly. 

In  the  past  ten  years  tremendous  radiologic 
advancements  have  been  made  that  have  im- 


Figure 6.  Four  wall  block  osteotomies  illustrated.  Central  bony  sec- 
tion removed  and  orbits  mobilized  medially  (case  3). 


proved  our  understanding  of  craniofacial  de- 
formities.4 Improvements  in  diagnostic  evalua- 
tion with  the  use  of  two-  and  three-dimensional 
CT  scans  have  drastically  enhanced  our  ability  to 
analyze  these  complex  deformities.  These  scans 
have  replaced  the  plain  radiographs  for  evalua- 
tion of  the  upper  face.  The  three-dimensional  re- 
constructions have  added  a further  dimension  to 
facial  bone  analysis  and  provide  valuable  infor- 
mation for  preoperative  planning  (Fig.  8). 

Another  major  advancement  has  been  the  ap- 
plication of  rigid  skeletal  fixation  to  craniofacial 
surgery.  The  new  techniques  of  rigid  miniplate 
fixation  combined  with  wide  exposure  have  al- 
lowed the  craniofacial  surgeon  to  obtain  much 
better  stability  and  eliminate  intermaxillary  fixa- 
tion in  most  cases  (Fig.  9).  This  offers  a signifi- 
cant advantage,  particularly  in  children,  and  has 
both  improved  our  overall  quality  of  results  and 
decreased  morbidity. 


Figure  7.  (Left)  A 30-year-old  man  involved  in  a motorcycle  accident 
sustaining  severe  facial  lacerations  and  panfacial  fractures.  (Right) 
Post-operative  appearance  after  one-stage  reconstruction  using  cran- 
iofacial techniques  (case  4). 
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TABLE  1 


THE  CRANIOFACIAL  TEAM 


Plastic  surgeon 

Neurosurgeon 

Anesthesiologist 

Audiologist 

Dentist 

Geneticist 

Ophthalmologist 


Orthodontist 

Otolaryngologist 

Pediatrician 

Psychiatrist/Psychologist 
Speech  pathologist 
Social  worker 
Clinical  coordinator 


Perhaps  the  biggest  contribution  the  tech- 
niques of  craniofacial  surgery  have  brought  to  an 
allied  field  are  in  the  treatment  of  acute  craniofa- 
cial trauma.5-6  The  complete  exposure  of  the  in- 
jury pattern  followed  by  precise  rigid  fixation  of 
the  fractures  (using  bone  grafts  as  needed)  has 
improved  our  results  both  functionally  and  aes- 
thetically. The  results  achieved  with  this  cranio- 
facial approach  have  minimized  revisional  sur- 
gery and  brought  us  closer  to  reproducing  exact 
preinjury  facial  bone  architecture.  These  inno- 
vative techniques  establish  a higher  standard  of 
care  for  facial  fracture  treatment. 


Figure  8.  An  example  of  a three-dimensional  CT  scan  showing  mul- 
tiple facial  fractures. 


Summary  and  Conclusions 

Craniofacial  surgery  encompasses  the  recon- 
struction of  a broad  spectrum  of  facial  deformi- 
ties. These  techniques  and  principles  have  been 
used  to  improve  the  treatment  and  standard  of 
care  in  congenital  and  acquired  deformities.  This 
field  is  in  its  early  stages  of  development  and  is 
growing  rapidly.  The  functions  of  a craniofacial 
team  have  been  described  and  examples  used  to 
show  the  type  of  reconstructive  procedures  rou- 
tinely performed  at  our  center.  These  complex 
problems  require  a multidisciplinary  team  spe- 
cializing in  and  dedicated  to  their  care,  thus  per- 
mitting the  maximum  expertise  to  be  applied  to 
both  treatment  and  development  of  innovations. 
Such  a center  offers  great  possibilities  to  many 
deformed  patients.  We  hope  this  paper  will  in- 
form physicians  of  the  services  available  to  their 
patients  with  craniofacial  deformities.  r s* 


REFERENCES 

1.  Jackson  IT,  Munro  IR,  Salyer  KE,  et  al:  Atlas  of  Craniofacial  Surgery. 
St.  Louis,  CV  Mosby,  1982,  pp  XII-XIV. 

2.  Tessier  P:  The  scope  and  principles — dangers  and  limitations — and  the 
need  for  special  training — in  orbitocranial  surgery,  in  Transactions  of  the  Fifth 
International  Congress  on  Plastic  and  Reconstructive  Surgeons.  Melbourne,  Aust., 
Butterworth,  1971,  pp  903-905. 

3.  Zins  JE.  Whitaker  LA:  Membranous  versus  endochondral  bone:  implica- 
tions for  craniofacial  reconstruction.  Plast  Reconstr  Surg  72:778-784.  1983. 

4.  Marsh  JL,  Vannier  MW:  The  "third”  dimension  in  craniofacial  surgery. 
Plast  Reconstr  Surg  71:759-767,  1983. 

5.  Manson  PN.  Hoopes  JE,  Su  CT:  Structural  pillars  of  the  facial  skeleton: 
an  approach  to  the  management  of  LeFort  fractures.  Plast  Reconstr  Surg  66:54- 
61,  1980. 

6.  Gruss  JS,  MacKinnon  SE,  Kassell  EE,  et  al:  The  role  of  primary  bone 
grafting  in  complex  craniomaxillofacial  trauma.  Plast  Reconstr  Surg  75:17-24.  1985. 


358 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Indications  and  Applications  of 
MRI  Vs . CT  Scan  in  Diagnosing 
Lesions  of  the  Central  Nervous  System 

DEBORAH  D.  SHERMAN,  M.D.;  JAMES  H.  ELLIOTT,  M.D.;  KARLA  J.  JOHNS,  M.D.; 
RALPH  E.  WESLEY,  M.D.;  PATRICK  LAVIN,  M.D.;  and  C.  LEON  PARTAIN,  M.D.,  Ph.D. 


Magnetic  resonance  imaging  (MRI)  is  a valu- 
able noninvasive  diagnostic  tool  because  it  de- 
fines the  lesion  as  well  as  computerized  tomog- 
raphy (CT)  does,  without  the  radiation  exposure. 
In  use  since  1983,  MRI  is  now  an  established 
modality  in  the  evaluation  of  many  pathologic 
conditions,  particularly  those  involving  the  cen- 
tral nervous  system.  Though  CT,  especially  with 
high  resolution  techniques,  has  achieved  very  high 
detection  rates  of  intracranial  tumors,  with  re- 
peated CT  scans  the  dose  of  radiation  absorbed 
by  the  body  can  cause  significant  side  effects. 
With  increasing  clinical  experience,  MRI  has 
emerged  as  the  preferred  mode  of  imaging  in  de- 
fining certain  diseases  of  the  central  nervous  sys- 
tem, such  as  lesions  of  the  posterior  fossa  and 
parasellar  region,  and  cerebral  abnormalities  of 
multiple  sclerosis.  Otherwise,  CT  still  remains  the 
best  technique  for  defining  lesions  in  other  clini- 
cal situations. 

It  is  advantageous  for  the  physician  to  under- 
stand how  MRI  works  and  to  know  the  specific 
indications  for  its  use.  In  this  way  the  patient  is 
spared  the  expense,  inconvenience,  and  un- 
known effects  of  undergoing  multiple  proce- 
dures. 

MRI  is  the  result  of  signals  emitted  by  specific 
nuclei  that  produce  a strong  magnetic  field.  Mag- 
nets that  generate  0.2  to  1.5  Tesla  and  produce 
magnetic  fields  5,000  to  30,000  times  that  of  earth 
are  already  in  use.1  Nuclei  that  have  an  odd 
number  of  protons  or  neutrons  act  as  small  mag- 
nets, having  magnetic  field  strength  and  direc- 


From  the  Departments  of  Ophthalmology  (Drs.  Sherman,  Elliott, 
Johns,  Wesley,  and  Lavin),  and  Radiology  and  Radiological  Sciences 
(Dr.  Partain),  Vanderbilt  University  School  of  Medicine,  Nashville. 

Reprint  requests  to  Department  of  Ophthalmology,  D-5217  Van- 
derbilt Medical  Center  North.  Nashville,  TN  37232  (Dr.  Sherman). 


tion.  Prior  to  radio  frequency  stimulation,  the 
nuclei  are  in  random  orientation.  A superim- 
posed magnetic  field  causes  these  atoms  to  align 
in  the  direction  of  the  field,  and  a second  super- 
imposed field  of  electromagnetic  energy  in  a ra- 
dio frequency  range  of  the  spectrum  is  then  ap- 
plied. The  atoms  reach  a state  of  excitation  during 
which  they  absorb  energy,  and  then  relax  to  a 
state  of  equilibrium,  generating  a magnetic  reso- 
nance signal.  The  emitted  signals  are  detected  by 
a receiver  coil  and  are  analyzed  in  the  computer 
to  produce  multiple  two-dimensional  images 
(Fig.l).2  Image  intensity  in  magnetic  resonance 
depends  on  hydrogen  density,  flow,  and  nuclear 
relaxation  parameters.3  Furthermore,  the  angle 
and  interval  of  the  radio  frequency  pulse  se- 
quences can  be  varied  to  produce  various  signals 
and,  therefore,  various  intensities  of  the  same 
anatomy.  Fig.  2 shows  normal  anatomy  of  the 
brain  in  transverse  magnetic  resonance  images 
with  such  exquisite  detail  that  the  superior 
ophthalmic  vein  and  superior  oblique  tendon,  as 
well  as  the  optic  chiasm,  are  visible.  In  the  co- 


Figure  1.  Schematic  diagram  of  magnetic  resonance  imaging. 
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MRI  VS  CT  FOR  CNS  LESIONS/Sherman 

ronal  section  (Fig.  3),  orbital  fat  delineates  soft 
tissue  structures  such  as  the  optic  nerve  and  ex- 
traocular muscles  with  fine  resolution.  Until  re- 
cently, MRI  of  the  orbit  has  proved  disappoint- 
ing due  to  problems  with  spatial  resolution. 
However,  the  employment  of  small  surface  coils 
can  now  enhance  the  degree  of  anatomic  detail 
by  decreasing  the  interference  from  surrounding 
tissues.4  This  allows  for  more  efficient  reception 
of  emitted  signals,  which  permit  an  impressive 
visualization. 

MRI  is  an  ideal  tool  to  view  the  posterior  fos- 
sa. It  provides  excellent  contrast  sensitivity  that 
is  unimpeded  by  the  thickness  of  the  skull  in  this 
region,  a problem  that  hampers  CT  examina- 
tions. The  midline  sagittal  MRI  of  the  brain  (Fig. 
4)  demonstrates  a cystic  astrocytoma  involving 
medulla  and  upper  cervical  cord.  In  contrast,  on 
CT  scan  we  see  only  a hypodense  area  blurred 
by  streak  artifact. 
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Figure  2.  (A)  Schematic  diagram  of  transverse  MRI  of  brain.  (B)  MRI 
of  brain  in  transverse  view. 


Although  CT  scan  affords  effective  evaluation 
of  the  parasellar  region  and  chiasm,  MRI  pro- 
vides excellent  visualization  of  this  region  when 
exact  detail  of  the  anatomy  is  needed.  Because 
of  this,  MRI  has  been  shown  to  be  effective  in 
determining  the  surgical  approach  in  pituitary 
chromophobe  adenomas.  The  hyperintense  ad- 
enomas pictured  in  Fig.  5 are  usually  removed 
via  a transphenoidal  approach.2  The  hypointense 
tumors  are  usually  fibrous,  and  therefore  require 
a transfrontal  approach.  With  thinner  slices  and 
better  spatial  resolution,  MRI  is  rapidly  becoming 
competitive  with  the  CT  scan  in  certain  centers. 

MRI  is  far  more  sensitive  than  conventional 
CT  scanning  in  detecting  demyelinating  brain  le- 
sions, such  as  we  see  here  (Fig.  6).  In  a recent 
study  of  10  patients  with  confirmed  multiple  scle- 
rosis, MRI  detected  an  average  of  16  brain  le- 
sions per  patient,  compared  to  only  one  lesion 
per  patient  detected  by  CT  scan.1  In  the  acute 
phase  of  multiple  sclerosis,  MRI  and  CT  scan  ap- 
pear to  have  approximately  equal  sensitivity,  but 
MRI  is  much  the  more  sensitive  for  detecting 
chronic  plaques  of  multiple  sclerosis,  even  using 
the  best  double-dose  enhanced  CT  scan.5  Table 
1 compares  the  preferred  mode  of  imaging  in 
specific  clinical  situations. 

Major  advantages  of  MRI  include  superior  soft 
tissue  contrast  resolution;  multiplanar,  thin-sec- 
tion,  tomographic  techniques;  and  greater  safety 


Figure  3.  Normal  MRI  of  brain  in  coronal  view. 
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Figure  4.  (A)  MRI  of  cystic  astrocytoma  involving  medulla  and  upper  cervical  cord.  (B)  CT  scan  through 
the  posterior  fossa  of  the  same  showing  a hypodense  area  blurred  by  streak  artifact. 


to  the  patient.  There  is  no  exposure  to  ionizing 
radiation,  whereas  with  repeated  CT  scans  the 
dose  of  radiation  absorbed  by  the  lens  is  poten- 
tially cataractogenic.  Except  for  selected  con- 
traindications, there  are  no  known  biologic  haz- 
ards from  MRI.  Axial,  sagittal,  coronal,  and 
oblique  angle  images  are  all  possible  without  re- 
positioning the  patient.6  MRI  can  usually  differ- 
entiate vascular  lesions  from  solid  tumors  be- 
cause different  magnetic  resonance  signals  are 
generated  by  blood.  Although  MRI  is  unable  to 
give  tissue  specificity,  it  is  more  sensitive  than 
CT  in  detection  of  demyelinating  lesions  and 
neoplastic  bone  involvement.1  With  the  advent  of 
surface  coils,  the  magnetic  resonance  imager  is 
superior  to  CT  in  the  resolution  of  small  anatom- 
ic structures  of  the  orbit,  making  it  helpful  in 


planning  surgical  intervention  in  the  orbit.5 

Although  MRI  is  superior  to  CT  in  diagnosing 
hemorrhages  and  ischemia,  it  does  not  allow  re- 
liable differentiation  between  benign  and  malig- 
nant neoplasms.  Magnetic  resonance  scanning 
time  averages  2 to  7 minutes,  whereas  CT  scan- 
ning time  is  usually  2 to  60  seconds.  Another  dis- 
advantage of  MRI  is  the  inability  to  detect  calci- 
fication. In  addition,  claustrophobia  in  the 
scanner  has  been  reported  in  2%  of  patients. 
There  are  limitations  in  the  selection  of  suitable 
candidates.  For  example,  patients  with  some 
cerebral  aneurysm  clips,  pacemakers,  or  metallic 
prostheses  must  be  excluded.1  Also,  patients  har- 
boring intraocular  ferromagnetic  foreign  bodies 
should  not  undergo  MRI.7  Due  to  the  presence 
of  iron  oxides,  mascara  and  eyelining  tatoos  cause 


Figure  5.  Pituitary  adenoma  in  (A)  coronal  section  and  (B)  sagittal  view.  Marked  hyperintensity  of  tumor 
(arrow)  indicates  “softness.” 
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TABLE  1 

CLINICAL  INDICATIONS  FOR 
MAGNETIC  RESONANCE  IMAGING  VS.  CT  SCANNING 


Preferred  Mode 

Indications 

of  Imaging 

Brainstem  and  posterior  fossa  lesions 

MRI 

Intrasellar/parasellar  lesions 

MRI 

Suspected  multiple  sclerosis 

MRI 

Meningiomas 

CT 

Acute  hemorrhagic  strokes 

CT 

Suspected  arteriovenous  malformations 

MRI  or  CT 

Contrast  allergy 

MRI 

Claustrophobic  or  uncooperative  patients 

CT 

bright  streaking  and  distortion  on  MRI,  as  shown 
in  Fig.  7. 2 

Future  applications  of  MRI  remain  to  be  ex- 
plored. The  ability  to  detect  the  altered  water- 
binding states  within  tumors  relative  to  normal 
tissue  may  alter  imaging  parameters  and  allow 
differentiation  of  malignant  and  benign  lesions. 
MRI  may,  therefore,  provide  a noninvasive  probe 
for  diagnosis  of  malignant  tumors  that  would 
equal  but  not  supercede  histopathologic  diagno- 
sis. Spectroscopy  promises  detection  of  early 
pathologic  changes  in  metabolism.  Thus,  mag- 
netic resonance  methods  have  great  potential  for 
the  identification  and  characterization  of  the  bio- 
chemical and  pathologic  basis  of  disease.8  r S 
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Figure  6.  MRI  of  brain  in  transverse  view  showing  demyelinating  le- 
sions. 


Figure  7.  Artifacts  on  sagittal  MRI  of  brain.  Punctate  hyperintensity  in 
anterior  globe  (arrow)  caused  by  iron  oxides  in  mascara. 
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Special  Item 


The  Tennessee  Board  of  Medical  Examiners 

DUANE  C.  BUDD,  M.D. 


Introduction 

One  hundred  years  ago,  April  4,  1889,  Gov.  Rob- 
ert L.  Taylor  signed  into  law  an  act  passed  by  the  46th 
General  Assembly  “to  regulate  the  practice  of  medi- 
cine and  surgery  in  the  state  of  Tennessee.”  This  act 
created  the  first  Board  of  Medical  Examiners  in  the 
state.  This  initial  Board  consisted  of  six  “graduated 
physicians,”  two  from  each  grand  division  of  the  state. 
Each  of  the  “three  schools  of  medicine,  viz.:  Allopath, 
Homeopath  and  Eclectic  shall  be  represented.”  Inter- 
estingly, the  act  required  five  of  the  six  members  for  a 
quorum. 

The  1889  act  was  repealed  by  House  Bill  478,  signed 
into  law  by  Gov.  Benton  McMillin  on  April  22,  1901. 
The  “new”  Board  consisted  of  six  members,  but  four 
members  were  to  come  from  “the  regular  school  of 
medicine”;  the  Eclectics  and  Homeopaths  therefore 
were  limited  to  one  member  each. 

In  the  years  since  1889,  the  composition  of  the 
Board  of  Medical  Examiners  has  evolved  to  five  mem- 
bers, all  M.D.s,  with  no  requirement  in  the  current 
law  for  representation  by  area  of  the  state.  The  term 
of  office  is  now  five  years,  with  a new  member  being 
appointed  by  the  governor  each  year.  Members  who 
die  or  resign  are  replaced  by  action  of  the  Board  itself 
for  the  duration  of  the  unexpired  term. 

The  current  members  of  the  Board  are:  William  W. 
Cloud,  M.D.,  Knoxville,  secretary;  Jerry  Chris  Blev- 
ins, M.D.,  Dickson;  Oscar  M.  McCallum,  M.D.,  Hen- 
derson; Edgar  L.  Scott,  Jr.,  M.D.,  Chattanooga;  and 
Duane  C.  Budd,  M.D.,  Johnson  City,  president. 

There  is  a considerable  lack  of  information,  as  well 
as  some  misinformation,  about  the  Board  of  Medical 
Examiners.  This  article  will  try  to  fill  the  void,  correct 
misconceptions,  and  offer  advice  concerning  discipli- 
nary matters  that  may  involve  the  physicians  of  Ten- 
nessee. 


Reprint  requests  to  202  W.  Fairview  Ave.,  Johnson  City,  TN  37601 
(Dr.  Budd). 


Responsibilities  of  the  Board 

First  and  foremost,  the  BME  is  charged  by  law  with 
the  protection  of  the  citizens  of  Tennessee  in  the  per- 
formance of  its  duties.  The  Board  is  NOT  charged  with 
protection  of  medical  doctors  or  their  practice.  The 
Board  is  committed  to  maintaining  the  highest  quality 
of  medical  care  provided  to  Tennesseans,  given  the 
standards  and  restraints  of  statutory  law. 

The  BME  is  required,  by  the  Medical  Practice  Act, 
to  “investigate  any  supposed  violation  of  this  chap- 
ter.” Board  members,  however,  do  not  conduct  per- 
sonal investigations.  The  Division  of  Health  Related 
Boards  has  a fully  trained  and  experienced  staff  of  cer- 
tified investigators  to  carry  out  this  function. 

In  addition  to  licensing  and  disciplining  physicians, 
the  obligations  of  the  BME  include  responsibilities  for 
the  regulation  of  certain  nonphysicians.  At  the  present 
time,  the  Board  certifies,  regulates,  and  disciplines 
athletic  trainers,  boxing,  physician  assistants  (in  con- 
cert with  the  PA  committee),  respiratory  therapists 
(through  the  RT  subcommittee),  and  medical  office- 
based  x-ray  operators. 

All  meetings  of  the  BME  are  announced  by  a 
“Sunshine  Notice,”  which  makes  any  meeting  of  the 
BME  a matter  of  public  record.  Anyone  can  attend 
the  meetings;  the  Board  is  prohibited  from  holding 
closed  or  secret  sessions. 

This  article  will  focus  on  those  activities  of  the  Board 
that  directly  bear  on  the  physician’s  practice.  Addi- 
tional information,  including  the  Medical  Practice  Act, 
may  be  found  at  the  back  of  the  Directory  of  Doctors 
of  Medicine,  published  annually  by  the  Board. 

Licensing  of  Physicians  in  Tennessee 

There  are  a number  of  different  routes  to  initial 
licensure  to  practice  medicine  in  Tennessee.  Physi- 
cians who  graduate  from  a medical  school  in  the  United 
States  or  Canada  may  be  licensed  on  the  basis  of  hav- 
ing passed  all  three  parts  of  the  examination  offered 
by  the  National  Board  of  Medical  Examiners  (NBME), 
or  they  may  submit  evidence  of  having  passed  (the 
passing  score  is  75%  on  each  part)  the  two-part  ex- 
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animation  offered  by  the  Federation  of  Licensing 
Boards  (FLEX). 

Graduates  of  foreign  medical  schools  (FMGs)  must 
submit  a certificate  of  having  passed  the  examination 
given  by  the  Educational  Council  for  Foreign  Medical 
Graduates  (ECFMG)  as  well  as  evidence  of  a satisfac- 
tory score  (again.  75%)  on  each  of  the  two  parts  of 
FLEX. 

U.S.  graduates  and  FMGs  may  be  licensed  by  re- 
ciprocity if  they  are  licensed  in  another  state  or  a Ca- 
nadian province.  However,  the  basis  for  such  licensure 
must  have  met.  as  a minimum,  the  standards  that  were 
in  effect  in  Tennessee  at  the  time  of  issuance  of  such 
credentials. 

There  are,  in  addition,  a few  very  special  circum- 
stances that  apply  to  doctors  licensed  several  years  ago, 
having  taken  a state  board  examination,  or  having  at- 
tended the  medical  school  in  Guadalajara,  Mexico,  and 
having  “fifth  pathway”  training  or  a “titulo  degree” 
(awarded  by  the  Mexican  government  after  two  years 
of  practice  in  impoverished  areas). 

Discipline 

Disciplinary  actions  by  the  BME  require  the  Sun- 
shine Notice  mentioned  above.  The  procedural  aspects 
of  a hearing  are  governed  by  the  Uniform  Administra- 
tive Procedures  Act  (UAPA).  A public  hearing  is  con- 
ducted in  all  contested  cases  and  such  hearings  are  ad- 
versarial in  nature,  as  in  any  court  case.  The  hearing 
is  divided  into  two  major  parts. 

During  the  first  part,  an  administrative  law  judge 
presides.  He  makes  all  rulings  on  the  proceedings,  in- 
terprets and  enforces  the  rules  of  evidence,  and  gen- 
erally keeps  the  peace  between  the  adversary  attor- 
neys. Opening  statements  are  made,  witnesses  and 
evidence  are  presented.  Frequently  the  judge  orders 
the  Board  to  leave  the  room  so  that  objections  to  evi- 
dence or  procedure  can  be  argued  and  a ruling  made 
without  prejudicing  the  Board  members.  After  all  the 
evidence  is  presented,  the  opposing  attorneys  make 
their  closing  arguments  and  the  judge  charges  the 
Board;  he  reminds  the  members  of  their  duty  and  the 
specific  rules  under  which  the  Board  operates  as  well 
as  any  special  points  in  the  law  which  pertain  to  the 
case  at  hand. 

During  the  second  part  of  the  hearing,  the  chair- 
man of  the  Board  presides.  Sitting  as  a jury  of  peers, 
the  Board  members  review  the  evidence,  discuss  the 
case,  and  make  their  findings  of  fact  based  on  the  evi- 
dence. All  of  this  is  done  in  public;  the  Board,  unlike 
other  juries,  cannot  deliberate  in  private.  In  civil  pro- 
ceedings, all  that  is  required  to  make  a finding  of  guilt 
is  a preponderance  of  the  evidence.  In  criminal  pro- 
ceedings, on  the  other  hand,  a finding  of  guilt  de- 
mands proof  beyond  reasonable  doubt.  Disciplinary 
measures  are  imposed  if  the  respondent  is  found  guilty 
of  one  or  more  of  the  charges  brought  by  the  state.  A 
formal  order  is  drawn  by  the  state’s  attorney  and,  after 
review,  signed  by  an  officer  of  the  Board. 
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Sanctions  that  may  be  imposed  include  revocation 
or  suspension  of  the  license  of  the  respondent  physi- 
cian. While  the  net  effect  of  these  two  terms  is  the 
same,  since  in  either  case  an  appeal  for  reinstatement 
may  be  made,  the  Board  has  tended  to  reserve  “rev- 
ocation” for  use  in  those  cases  in  which  the  Board 
members  believe  the  physician’s  problems  are  so  se- 
vere that  rehabilitation  is  not  possible  if  the  safety  of 
his  patients  is  to  be  assured,  as  required  by  statute.  A 
period  of  probation,  suspension  or  modification  of 
DEA  privileges,  supervision  or  monitoring  of  the  phy- 
sician’s practice,  mental  and/or  physical  evaluation  by 
a specialist  chosen  by  the  BME,  requirements  for  ad- 
ditional medical  education  or  restriction  of  practice  are 
other  measures  frequently  imposed.  A simple  warning 
or  letter  of  reprimand  may  satisfy  the  Board  on  occa- 
sion. In  short,  except  for  civil  penalties  (fines),  the 
Board  has  the  power  to  impose  whatever  sanctions  it 
thinks  are  reasonable  and  will  result  in  the  protection 
of  the  citizens  of  the  state. 

What  Gets  Physicians  into  Difficulties? 

Probably  the  most  frequent  cause  of  difficulty  for  a 
physician  is  failure  to  renew  his  license.  This  is  usually 
due  to  an  oversight  by  the  physician,  but  may  be  due 
to  a failure  by  the  licensee  to  advise  the  BME  of  change 
of  his  address,  whether  he  is  practicing  within  the  state 
or  not.  Notification  of  change-of-address  is  mandato- 
ry, and  the  sole  responsibility  of  the  physician.  Re- 
newal is  due  yearly  on  December  31,  but  a “grace  pe- 
riod” covers  late  applications  through  March  31. 

There  is  a monetary  penalty,  in  addition  to  the  fees 
for  renewal  for  all  intervening  years,  for  failure  to  re- 
new. These  fees  and  penalty  are  due.  at  the  time  of 
any  subsequent  application  for  renewal. 

Rarely,  a computer  error  will  be  responsible  for  a 
physician’s  not  receiving  a renewal  application.  The 
burden  of  proof  is  on  the  physician,  but  usually  the 
penalty  is  waived  if  there  is  evidence  that  the  doctor 
did  all  he  could  to  comply  with  the  requirements  of 
the  regulation. 

Overprescribing  Schedule  II  and  III  drugs  is  a more 
serious  offense,  and  is  the  most  frequent  cause  for  dis- 
ciplinary actions  by  the  BME  against  physicians.  Many 
physicians  come  before  the  Board  expecting  to  “ex- 
plain” why  their  excessive  prescribing  practice  is  jus- 
tified: they  have  a large  practice;  they  are  treating  pa- 
tients who  are  obese  and  need  anorectic  drugs  for 
reasons  of  health,  or  some  other  such  reason.  The 
Board  is  made  up  of  practicing  physicians,  some  with 
large  practices,  and  the  various  “reasons”  for  obvious- 
ly immoderate  and  unreasonable  prescribing  fall  on 
deaf  ears. 

Drug  abuse  by  physicians,  mcluding  alcoholism,  is 
also  an  increasing  problem  in  our  profession.  At  the 
present  time,  the  Board  is  working  closely  with  the 
TMA  Impaired  Physician  Committee  to  protect  pa- 
tients from  sick  doctors.  Currently,  the  Board  does  not 
become  involved  in  cases  of  voluntary  self-admission 
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into  a treatment  program  and  continuing  participation 
in  the  program  structured  by  the  committee,  with 
maintenance  of  a contract  between  the  impaired  doc- 
tor and  the  Impaired  Physician  Committee.  The  com- 
mittee is  obligated,  however,  to  report  treatment  fail- 
ures to  the  Board.  Physicians  are  frequently  referred 
to  the  committee  and  its  medical  director,  David  Dodd, 
M.D.,  as  part  of  the  disciplinary  sanctions  imposed  by 
the  BME.  Such  cases  are  monitored  by  the  Board  for 
compliance.  One  who  “falls  from  grace”  faces  addi- 
tional action  by  the  Board,  including  possible  revoca- 
tion of  his  license. 

Self-prescribing  and  the  prescribing  of  Schedule 
drugs  for  one’s  family  members  is  an  occasional  route 
to  a hearing  before  the  Board.  These  practices  are  un- 
ethical and  are  to  be  avoided. 

Conviction  of  a felony  does  not,  contrary  to  popu- 
lar notion,  automatically  cancel  the  felon’s  license  to 
practice  medicine.  The  Board  issues  the  license  and 
only  the  Board  is  empowered  to  extract  it  from  the 
holder;  this  requires  a hearing,  just  as  any  other  action 
by  the  BME.  There  have  been  a few  cases  in  which, 
after  a hearing,  the  Board  took  no  action  against  the 
license  of  a convicted  felon!  These  are  unusual  cases, 
in  which  very  good  reasons  for  no  action  were  pre- 
sented to  the  Board.  The  fact  that  an  accused  is  found 
not  guilty  of  a felony  does  NOT,  however,  prevent  the 
BME  from  bringing  its  own  charges.  The  rules  of  evi- 
dence, as  noted  above,  are  much  less  stringent  in  civil 
actions,  which  is  that  part  of  the  system  in  which  the 
BME  functions.  Each  case  is  unique  and  must  be 
judged  on  the  evidence;  after  screening  by  counsel  and 
a physician  consultant,  charges  may  be  filed  against  a 
physician  previously  acquitted  of  felony  charges. 

Free  Advice 

The  following  is  offered  as  my  best  advice  as  a 
member  of  the  BME  for  the  past  nine  years.  It  should 
not  be  used  as  a substitute  for  bona  fide  legal  counsel. 

1.  What  To  Do  if  You  Are  Confronted 

by  an  Investigator 

First,  don't  panic.  Many  investigations  concern  oth- 
er practitioners,  or  are  based  on  groundless  com- 
plaints. If  it  develops  that  the  complaint  IS  against  you, 
don’t  lose  your  temper!  While  the  natural  response  may 
be  anger,  especially  if  you  think  there  is  no  reason  for 
the  investigation,  a calm  approach  is  always  best.  The 
investigation  is  NOT  the  fault  of  the  person  standing 
before  you.  He  has  a commitment  to  protect  the  citi- 
zens, and  the  full  authority  of  the  state  to  do  so.  Should 
the  matter  proceed  to  a hearing,  he  will  be  a witness; 
your  attitude  and  responses  to  the  investigator  will  be 
made  part  of  the  record  and  become  part  of  the  evi- 
dence as  presented  at  the  hearing.  Hostility  will  add 
nothing  to  your  defense.  A sense  of  openness  and  co- 
operation will  be  noted  by  the  investigator,  and  is  your 
duty  under  the  law. 


2.  What  To  Do  if  a Notice  of  Charges  Is 

Filed  Against  You 

HIRE  AN  ATTORNEY!  Obtain  the  services  of  a 
good  attorney,  preferably  one  experienced  in  health- 
related  matters.  Occasionally,  a physician  appears  be- 
fore the  Board  acting  as  his  own  counsel;  that  is  al- 
ways a mistake.  Unless  you  have  a degree  in  law,  hire 
your  counsel  and  heed  his  advice.  If  charges  are  filed, 
you  have  a serious  matter  to  deal  with,  regardless  of 
your  opinion  of  the  validity  of  the  charges. 

If  charges  are  brought,  the  case  has  already  been 
reviewed  by  the  state’s  attorneys  and  at  least  one  phy- 
sician. Frivolous  matters  have  been  eliminated;  you 
should  approach  the  matter  with  the  seriousness  it  de- 
mands. Your  license  is  your  livelihood.  You  cannot 
practice  without  it.  Licenses  held  (or  applied  for)  in 
other  states  are  also  at  risk.  Most  (greater  than  95%) 
of  the  contested  cases  heard  before  the  BME  result  in 
disciplinary  action. 

SEEK  AN  AGREED  ORDER!  If  it  becomes  ap- 
parent to  either  you  or  your  attorney  that  there  is  a 
strong  likelihood  that  the  charges  are  supported  by  the 
evidence,  you  may  be  well  advised  to  seek  an  agreed 
order.  This  is  like  plea-bargaining.  You  may  be  able 
to  avoid  the  time,  trouble,  expense,  and  notoriety  of 
a public  hearing  by  bargaining  with  the  state’s  attor- 
ney. However,  all  agreed  orders  are  reviewed  by  our 
medical  consultant,  who  makes  recommendations  for 
the  order;  the  Board  reviews  the  order  and  has  the 
authority  to  reject  it,  or  to  modify  its  terms.  If  modi- 
fication is  required  by  the  BME,  and  such  change  is 
not  agreed  to  by  the  respondent,  then  a full  Board 
hearing  is  scheduled. 

What  you  can  expect  in  an  agreed  order  will  de- 
pend on  the  nature  of  the  evidence  and  seriousness  of 
the  charges.  The  primary  responsibility  of  the  BME  is 
the  protection  of  the  citizens  of  the  state,  NOT  the 
protection  of  your  privilege  to  practice  medicine. 
Whatever  the  terms  of  the  order,  the  Board  must  be 
assured  that  the  public  is  protected.  Terms  acceptable 
to  the  Board  will  provide  for  the  assurance  of  safety 
for  your  patients  now  and  in  the  future. 

3.  What  To  Do  if  the  Charges  Result  in  a Hearing 

Come  to  the  hearing  (with  your  attorney)  prepared 
to  face  the  news  media.  All  matters  before  the  BME 
are  subject  to  the  public  notice  previously  mentioned 
(Sunshine  Notice)  and  these  are  always  reviewed  by 
the  press,  so  usually  there  are  reporters  present,  and 
on  occasion  a few  television  cameras. 

An  administrative  law  judge  has  been  appointed  by 
the  secretary  of  state  to  assure  that  the  provisions  of 
the  UAPA  are  not  violated.  While  these  may  at  times 
seem  overly  complex,  they  are  for  your  protection.  The 
hearing  will  be  conducted  by  the  judge,  as  previously 
described,  with  the  Board  sitting  as  a jury  of  your 
peers. 
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4.  What  To  Do  if  Sanctions  Are  Imposed 

If  you  are  found  guilty  of  one  or  more  of  the 
charges,  it  is  likely  that  some  sort  of  sanctions  will  be 
imposed.  You  have  no  choice  in  whether  you  honor 
the  final  order  of  the  Board;  failure  to  do  so  can  result 
in  further  charges  and/or  criminal  prosecution.  Under 
Tennessee  law,  you  have  the  right  of  appeal  to  chan- 
cery court.  Be  advised,  however,  that  the  court  has 
not  reversed  or  otherwise  modified  a disciplinary  ac- 
tion of  the  BME  in  many  years,  if  ever. 

5.  How  (and  When)  To  Seek  Lifting  of  Sanctions 

There  is  no  time  limit  on  when  an  appeal  may  be 
made  to  the  BME  for  lifting  of  sanctions.  However,  if 


a time  frame  for  the  sanctions  has  been  specified  in 
the  final  order,  there  is  little  chance  that  an  appeal 
prior  to  the  expiration  date  will  be  successful.  Only 
under  extraordinary  circumstances  will  the  Board  re- 
verse a previous  action. 

In  Closing 

Perhaps  some  of  the  misunderstandings  of  the  past 
about  the  Board  of  Medical  Examiners  will  have  been 
overcome  by  the  publication  of  this  paper.  The  Board 
continues  to  strive  to  assure  the  highest  quality  of 
medical  care  for  the  citizens  of  Tennessee.  With  the 
continuing  support  of  the  medical  community,  that  as- 
surance will  be  met.  r ^ 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

January  24-25,  1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 

William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Jr.,  M.D. 

Oscar  M.  McCallum,  M.D. 

Chris  Blevins,  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by  Duane  C. 
Budd,  M.D.,  president.  The  minutes  of  the  Nov.  29  and  30, 
1988  meeting  were  approved  as  submitted. 

Reciprocity  applications  were  unanimously  approved  for 
Drs.  William  R.  Collins,  Robert  R.  Holcomb,  James  F.  Fin- 
nern,  Mitchell  Stern,  Richard  Rubinowicz,  Jerry  H.  Titel, 
Michael  C.  Trotter,  Margot  R.  Cseley,  and  Jack  K.  Gray,  Jr. 
The  reciprocity  application  for  Dr.  Steven  H.  Yood  was  ap- 
proved with  the  stipulation  that  he  continue  in  the  Tennessee 
Medical  Association’s  Impaired  Physician  Program.  The  ap- 
plication of  Dr.  Manual  R.  Kelley  was  approved  pending  re- 
ceipt of  additional  information  concerning  malpractice  judg- 
ment. Action  was  deferred  on  the  following  applications  since 
the  applicants  were  not  present:  Drs.  Anthony  H.  Horan,  Roop 
Tejwani,  and  Peter  Vitale.  Applications  for  reinstatement  of 
licenses  were  approved  for  Drs.  Milton  D.  Davis  and  Peter  J. 
Talmachoff. 

Drs.  Carol  V.  Gorban  and  Rose  Horne  were  approved  to 
renew  their  licenses  for  1989.  Both  of  these  doctors  must  ap- 
pear before  the  Board  each  year  prior  to  renewing  their  li- 
censes as  part  of  the  conditions  set  out  at  the  time  their  licen- 
ses were  reinstated. 

Summary  Suspension — James  A.  Bryan,  M.D. 

After  reviewing  the  complaint  information,  investigative 
report  and  the  testimony  of  an  expert  consultant,  the  Board 
found  as  follows:  In  the  course  of  his  professional  practice 
the  respondent.  Dr.  James  Bryan,  has  exhibited  characteris- 
tics indicative  of  mental  instability  and/or  chemical  depend- 
ency. These  characteristics  are  evidenced  by  the  following: 
Respondent  has  stated  to  a Division  of  Health  Related  Boards 
(“Division”)  investigator  that  he  has  at  times  been  forced  by 
threat  of  death  by  patients  to  prescribe  Schedule  II  narcotic 
analgesics.  Respondent  has  not  complained  of  these  threats 
to  any  local  or  state  law  enforcement  authority.  Respondent 
stated  to  Division  investigators  that  he  purposely  overpres- 
cribed Dilaudid,  a Schedule  II  narcotic  analgesic,  so  that  he 
would  come  to  the  attention  of  the  Medical  Examiners  Board. 
Respondent  stated  to  investigators  that  his  14-year-old  wife 
was  being  held  hostage  and  would  be  forced  to  become  a 
prostitute  if  he  did  not  issue  certain  Dilaudid  prescriptions. 
At  no  time  had  respondent  informed  the  state  or  local  law 
enforcement  authorities  concerning  his  wife's  alleged  kidnap- 
ping. On  June  30,  1988,  respondent  pled  guilty  to  a charge 
of  shoplifting  less  than  $40  worth  of  merchandise  from  a Ra- 
dio Shack  store  in  Hamblen  County.  Respondent  stated  to 
investigators  that  he  had  prescribed  Dilaudid  to  his  14-year- 
old  wife  for  the  pain  of  menstrual  cramps. 

The  respondent  has  engaged  in  such  abusive  and  exces- 
sive prescribing  of  scheduled  substances  that  he  has  flagrantly 
disregarded  the  health,  safety,  and  welfare  of  his  patients  as 


Parts  of  these  minutes  not  relevant  to  the  medical  profession  have 
been  deleted. 


evidenced  by  the  following:  Respondent’s  prescribing  prac- 
tices reveal  the  chronic  use  of  Schedule  II  narcotic  analgesics 
without  indications  for  patients  which  would  justify  such  pre- 
scribing. Respondent  prescribes  Schedule  II  narcotic  analge- 
sics to  patients  without  conducting  a proper  physical  exam  or 
appropriate  tests  to  see  if  the  patient  has  a medical  condition 
which  indicates  or  justifies  the  prescribing  of  such  controlled 
substances.  Respondent  admits  that  he  will  prescribe  Sched- 
ule II  narcotic  analgesics  to  his  patients  upon  their  request 
and  without  medical  justification.  A review  of  some  of  re- 
spondent’s patient  records  reveals  that:  the  records  were  in- 
complete relative  to  doctor's  notes  and  treatment;  some  pa- 
tients' records  were  missing  altogether;  respondent’s  medical 
records  did  not  adequately  document  the  patient’s  medical 
condition;  the  records  show  that  patients  were  prescribed 
scheduled  substances  without  a proper  medical  exam  or  ap- 
propriate diagnostic  tests. 

Conclusions  of  Law.  That  the  findings  of  fact  in  this  order 
are  sufficient  to  establish  violation  by  the  respondent,  Dr. 
James  A.  Bryan,  of  the  following  provisions  of  TCA  63-1-123 
and  63-6-214:  unprofessional,  dishonorable,  or  unethical  con- 
duct [TCA  63-6-214(a)(l)];  gross  malpractice,  or  a pattern  of 
continued  or  repeated  malpractice,  ignorance,  negligence  or 
incompetence  in  the  course  of  medical  practice  [TCA  63-6- 
214(a)(4)];  dispensing,  prescribing,  or  otherwise  distributing 
any  controlled  substance  or  any  other  drug  not  in  the  course 
of  professional  practice,  or  not  in  good  faith  to  relieve  pain 
and  suffering,  or  not  to  cure  an  ailment,  physical  infirmity  or 
disease  [TCA  63-6-214(a)(  12)] ; dispensing,  prescribing,  or 
otherwise  distributing  any  controlled  substance  or  any  other 
drug  to  any  person  in  violation  of  any  law  of  the  State  or  of 
the  United  States  of  America  [TCA  63-6-214(14)]. 

Findings  of  Imperative  Requirement  of  Emergency  Action. 
The  findings  of  fact  and  conclusions  of  law  in  this  order  es- 
tablish that  the  public  health,  safety  and  welfare  imperatively 
requires  emergency  action  to  prevent  the  respondent  from 
continuing  his  repeated  and  dangerous  prescribing  of  addic- 
tive controlled  substances. 

It  is  therefore  ordered  as  follows:  (1)  Respondent’s  license 
to  practice  medicine  is,  pursuant  to  the  authority  of  TCA 
4-5-320,  summarily  suspended  beginning  on  the  date  of  this 
order  and  respondent  is  hereby  directed  to  cease  the  practice 
of  medicine  on  such  date.  (2)  That  said  suspension  shall  re- 
main in  effect  until  a final  hearing  is  held  before  the  Tennes- 
see Board  of  Medical  Examiners  which  will  be  scheduled  by 
agreement  of  the  respondent  and  the  Board  as  soon  as  prac- 
ticable. (3)  That  at  the  final  hearing  of  this  cause,  the  Ten- 
nessee Board  of  Medical  Examiners  will  determine  whether 
the  respondent  is  guilty  of  violating  the  provisions  of  TCA 
63-6-101  et  seq,  and  the  Board  will  further  determine,  if  re- 
spondent is  found  guilty,  whether  respondent’s  license  should 
be  suspended  or  revoked,  or  whether  other  discipline  should 
be  imposed.  (4)  Respondent  is  notified  that  when  a hearing 
is  held  in  this  matter  if  he  fails  to  appear,  a default  judgment 
may  be  entered  against  him. 

License  Reinstatement  Request — Frank  Chin,  M.D. 

The  Board  by  a majority  vote  reinstated  Dr.  Frank  Chin’s 
license  with  the  following  restrictions:  Continue  monthly  re- 
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ports  to  TMA  Impaired  Physician  Committee.  Be  supervised 
by  a physician  with  semiannual  reports  to  the  Board.  Choose 
either  pathology  or  general  practice,  but  not  both,  and  notify 
Board  which  he  has  chosen.  Quarterly  reports  from  proba- 
tion officer.  All  restrictions  will  be  in  place  for  a minimum  of 
seven  years. 

Reinstatement  of  DEA  Certificate — Robert  W.  Ratton,  M.D. 

Regarding  Dr.  Robert  W.  Ratton’s  petition  for  reinstate- 
ment of  DEA  certificate,  the  Board  voted  to  reinstate  Sched- 
ule IIs  for  a period  of  one  year.  He  is  to  make  a copy  of 
DEA  form  222  and  send  to  Board  if  he  orders  any  Schedule 
II  drugs.  He  is  to  make  a duplicate  copy  of  all  Schedule  II 
prescriptions  to  also  be  sent  to  the  Board. 

Hearing — Wayne  Stubblefield,  M.D. 

Dr.  Wayne  Stubblefield  was  charged  with  the  following: 
unprofessional,  dishonorable,  or  unethical  conduct  [TCA  63- 
6-214(a)(  1 )] ; gross  malpractice,  or  a pattern  of  continued  or 
repeated  malpractice,  ignorance,  negligence  or  incompetence 
in  the  course  of  medical  practice  [TCA  63-6-2 14(  a)(4)] ; ha- 
bitual intoxication  or  personal  misuse  of  any  drugs  or  the  use 
of  intoxicating  liquors,  narcotics,  controlled  substances,  or 
other  drugs  or  stimulants  in  such  manner  as  to  adversely  af- 
fect the  person’s  ability  to  practice  medicine  [TCA  63-6- 
214(a)(5)];  dispensing,  prescribing,  or  otherwise  distributing 
any  controlled  substance  or  any  other  drug  not  in  the  course 
of  professional  practice,  or  not  in  good  faith  to  relieve  pain 
and  suffering,  or  not  to  cure  an  ailment,  physical  infirmity  or 
disease  [TCA  63-6-2 14(a)(  12)] ; dispensing,  prescribing,  or 
otherwise  distributing  any  controlled  substance  or  any  other 
drug  to  any  person  in  violation  of  any  law  of  the  State  or  of 
the  United  States  of  America  [TCA  63-6-214(a)(14)]. 

These  violations  include,  but  are  not  limited  to,  the  fol- 
lowing: The  respondent  was  suspended  from  the  practice  of 
medicine  in  the  state  of  Arkansas  for  failing  to  appear  to 
answer  charges  of  unprofessional  conduct  in  that  he  had  writ- 
ten prescriptions  for  controlled  substances  to  fictitious  per- 
sons for  consumption  by  another.  The  respondent  prescribed 
addictive  controlled  substances  to  his  patients  in  amounts 
which  were  not  for  a legitimate  medical  purpose. 

The  respondent,  as  evidenced  by  the  following,  has  en- 
gaged in  behavior  which  is  drug  seeking  and  is  characteristic 
of  chemical  dependency:  improperly  obtaining,  by  not  fol- 
lowing appropriate  and  established  procedures,  controlled 
substances  which  are  highly  addictive;  ordering  cocaine  when 
his  pratice  did  not  justify  such  ordering;  prescribing  con- 
trolled substances  to  family  members  for  an  extended  period; 
ordering  addictive  controlled  substances  for  his  office  in 


amounts  that  were  inconsistent  with  his  practice;  maintaining 
in  his  office  a large  inventory  of  scheduled  drugs  not  justified 
by  his  medical  practice;  exercising  judgment  in  relation  to 
controlled  substances  which  is  irrational  and  grossly  incon- 
sistent with  sound  medical  practice. 

The  Board  found  Dr.  Stubblefield  guilty  as  charged.  The 
following  restrictions  were  placed  on  his  license:  (1)  Placed 
on  probation  for  not  less  than  five  years.  (2)  DEA  certificate 
held  for  a period  of  not  less  than  one  year.  (3)  Maintain  con- 
tinued contact  with  TMA  Impaired  Physician  Program.  (4) 
Monthly  random  urine  screens  to  be  reported  to  the  TMA 
Impaired  Physician  Program  with  annual  reports  to  Board. 
(5)  Must  appear  before  Board  to  request  lifting  of  restric- 
tions. 

Hearing — Kenneth  Richmond,  M.D. 

Dr.  Kenneth  Richmond  was  charged  as  follows:  The  re- 
spondent, from  1985  through  the  present  time,  has  prescribed 
a controlled  substance  called  Ritalin,  which  has  a high  poten- 
tial for  addiction,  on  a weekly  basis  for  his  wife,  Jean  Rich- 
mond, who  is  not  a patient  of  his,  is  not  seen  as  a patient  in 
the  course  of  his  practice  of  medicine  and  suffers  from  no 
condition,  disease  or  infirmity  for  which  Ritalin  is  an  appro- 
priate medication.  The  facts  as  alleged  are  sufficient  to  estab- 
lish that  the  respondent  has  violated  the  following  provisions 
of  the  Tennessee  Medical  Practice  Act  for  which  disciplinary 
action  is  authorized:  unprofessional,  dishonorable,  or  uneth- 
ical conduct  [TCA  63-6-214(a)(l)];  gross  malpractice,  or  a 
pattern  of  continued  or  repeated  malpractice,  ignorance, 
negligence  or  incompetence  in  the  course  of  medical  practice 
[TCA  63-6-2 14(a)(4)] ; dispensing,  prescribing,  or  otherwise 
distributing  any  controlled  substance  or  any  other  drug  not  in 
the  course  of  professional  practice,  or  not  in  good  faith  to 
relieve  pain  and  suffering,  or  not  to  cure  an  ailment,  physical 
infirmity  or  disease  [TCA  63-6-214(a)(12)]. 

After  hearing  the  facts,  the  Board  took  the  case  under 
advisement.  It  will  render  a decision  at  a later  date  after  Dr. 
David  Dodd,  Director  of  TMA’s  Impaired  Physician  Com- 
mittee, secures  some  additional  information  and  furnishes  it 
to  the  Board. 

Other  Business 

Harvey  Anderson,  M.D. — Letters  requesting  License 
Reinstatement.  The  Board  considered  Dr.  Anderson’s  re- 
quest and  denied  the  reinstatement. 

Dr.  Howard  R.  Foreman  was  unanimously  selected  as 
consultant  for  the  Board  for  a period  of  time  until  a perma- 
nent consultant  may  be  appointed. 

There  being  no  further  business,  the  meeting  adjourned. 


February  18-19, 1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 

William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Jr.,  M.D. 

Oscar  M.  McCallum,  M.D. 

Members  Absent:  Chris  Blevins,  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by  Duane  C. 
Budd,  M.D.,  president. 

Approach  to  Locum  Tenens — The  Board  voted  to  consid- 
er changing  the  Rules  and  Regulations  so  that  for  locum  te- 
nens the  license  would  be  issued  for  a two-year  period  and 
restricted  to  the  Board  certified  specialty.  The  physician  would 
need  to  reapply  at  the  end  of  this  period  if  he  wished  to  con- 
tinue the  licensure. 


Postgraduate  Education — Requirement  for  Licensure — The 

Board  voted  to  consider  changing  the  Rules  and  Regulations 
to  no  longer  accept  applications  for  initial  licensure  from 
Caribbean  graduates  four  years  from  July  1,  1989  (1993). 
When  Rules  are  changed  a copy  will  be  mailed  to  all  program 
directors  in  the  four  Tennessee  universities  so  they  will  be 
aware  of  the  change.  The  Board  directed  Dr.  Budd  to  con- 
tact the  Tennessee  Medical  Association  to  add  to  the  “cap- 
tion bill”  which  is  already  introduced  in  this  legislative  ses- 
sion, to  change  TCA  63-6-207(2)(C)  to  read:  “Evidence  of 
the  satisfactory  completion  of  a postgraduate  training  pro- 
gram judged  to  be  satisfactory  to  the  Board.” 

SPEX  Examination — The  Board  voted  to  utilize  the  SPEX 
examination  at  its  discretion.  The  administrator  will  look  into 
adding  this  to  the  FLEX  contract.  The  Board  also  voted  to 
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adopt  the  policy  that  the  utilization  of  SPEX  would  require  a 
unanimous  vote  by  the  Board  in  each  case.  The  Board  dis- 
cussed limiting  the  number  of  times  a person  may  sit  for  the 
FLEX  and,  if  this  is  not  possible,  to  require  some  additional 
training  after  a certain  number  of  times.  The  Board  will  con- 
sider changing  the  Rules  and  Regulations  to  set  out  qualifi- 
cations for  persons  retaking  the  FLEX  examination  to  re- 
quire if  they  have  not  passed  the  FLEX  in  three  sittings,  they 
will  be  required  to  take  an  additional  year  of  postgraduate 
medical  training. 

Other  Business 

The  Board  requested  Larry  Hart  to  w'rite  up  some  lan- 
guage to  assist  the  Board  in  making  its  decisions  for  suspen- 
sion or  revocation. 

There  was  discussion  concerning  method  of  placing  drugs 
in  scheduled  categories.  The  Department  of  Mental  Health 
after  a hearing  each  year  publishes  a list  which  shows  what 
drug  is  in  which  category.  The  Board  directed  Dr.  Budd  to 
contact  the  Board  of  Pharmacy  so  that  this  problem  could  be 
brought  up  before  the  Pharmacy  Board  in  order  that  a joint 
effort  be  made  by  the  Medical  Board  and  the  Pharmacy  Board 
to  recommend  that  some  changes  be  made  in  these  drug  cat- 
egories. 

The  Board  discussed  publishing  a quarterly  newsletter  to 
be  mailed  to  each  physician  practicing  in  Tennessee.  This 
would  include  disciplinary  actions  taken  against  the  medical 
doctors  and  other  information  deemed  beneficial.  This  would 
be  one  method  of  determining  actions  by  physicians  that  could 
result  in  disciplinary  sanctions  against  their  licenses.  The  ad- 
ministrator will  query  the  other  states  for  input  as  to  whether 
they  publish  such  a newsletter  and  if  so  what  impact  they  feel 
has  occurred  since  beginning  publication. 

The  administrator  was  directed  to  contact  the  Educational 
Commission  for  Foreign  Medical  Graduates  for  explanation 
of  what  requirements  are  to  be  met  by  the  physicians  who 
took  the  fifth  pathway  route  for  their  medical  education.  These 
physicians  do  not  receive  an  ECFMG  certificate  which  is  a 
requirement  for  licensure  in  Tennessee.  The  Board  needs  this 
information  to  be  able  to  evaluate  the  credentials  of  these 
physicians. 

Ray  Hall  gave  a complete  financial  report  including  fee 
schedules  for  the  medical  doctors  and  all  professions  under 
the  jurisdiction  of  the  Board. 

There  was  extensive  discussion  concerning  the  require- 
ment that  the  physician  change  his  address  with  the  Board 
within  30  days  of  this  change.  It  is  the  responsibility  of  the 
licensee  to  see  that  the  Board  has  the  correct  address.  A re- 
minder of  this  will  be  put  in  the  letter  that  we  send  to  give 
license  number  and  issue  date. 

There  was  considerable  discussion  concerning  securing 
computers  for  the  Board  administrative  office.  Dr.  Budd  will 
check  into  a possible  grant  to  purchase  computers  which  could 
be  used  during  the  interim  period  prior  to  the  automation 
system  through  the  Department.  It  is  felt  that  this  is  needed 
especially  for  the  reports  to  the  Federal  Data  Bank  which  will 
be  up  and  going  shortly  and  for  rapid  access  of  data  w'hich  is 
normally  included  in  file. 

Medical  Director  for  the  Board 

The  Board  voted  to  move  forward  with  whatever  needs 
to  be  done  to  secure  either  a part-time  or  full-time  medical 
director.  The  duties  and  job  description  are  to  include  at  least 
the  following:  (1)  Review  each  application  for  licensure  sub- 
mitted to  the  Board.  (2)  Review  all  recommendations  of  the 
subcommittees  of  the  Board.  The  director  shall  recommend 
to  the  Board  any  modifications  to  these  actions  with  his  rea- 
sons for  such  recommendations.  (3)  Act  as  consultant  to  the 
Board  in  reviewing  disciplinary  matters,  reviewing  evidence 
in  consultation  with  representatives  of  the  Office  of  General 
Counsel.  In  the  case  of  a difference  of  opinion  as  to  whether 
charges  should  be  filed,  the  facts  will  be  reviewed  by  a mem- 


ber of  the  BME.  (4)  Attend  all  meetings  of  the  BME.  (5) 
Develop  educational  presentations  for  physicians  and  non- 
physicians to  result  in  better  understanding  of  the  duties, 
functions,  and  mechanisms  of  the  BME  within  and  without 
the  profession.  (6)  Interview'  applicants  for  licensure  as  re- 
quired by  law  or  by  the  rules  and  regulations  of  the  Board. 
This  does  not  preclude  interviews  by  Board  members  where 
appropriate  or  desirable.  (7)  Handle  “difficult  phone  calls” 
that  are  not  readily  solved  by  staff.  (8)  Act  as  liaison  between 
the  Board  and  upper  levels  of  authority  within  the  Depart- 
ment of  Health  and  Environment.  (9)  Stay  abreast  of  legis- 
lative affairs  as  pertains  to  the  functioning  of  the  BME.  (10) 
Attend  all  meetings  of  the  subcommittees  of  the  Board.  (11) 
Submit  a report  of  his  activities  at  each  scheduled  meeting  of 
the  Board.  (12)  Serve  as  chief  proctor  at  all  FLEX  examina- 
tions. (13)  Compile  a volume  containing  all  law'  (state  and 
federal)  as  pertains  to  the  functioning  of  the  BME,  and  dis- 
tribute a copy  to  each  Board  member.  (14)  Make  all  arrange- 
ments for  meetings  of  the  Board,  including  accommodations 
as  required.  (15)  Assure  that  the  BME  members  have  all 
necessary  background  material  in  advance  of  any  meeting, 
insofar  as  possible.  (16)  Audit  the  Minutes  of  the  Board  as 
submitted  by  the  staff  and  develop  a summary  of  the  Board's 
actions  suitable  for  publication;  the  Minutes  and  summary  to 
be  submitted  to  the  Secretary  of  the  Board  for  his  approval. 
(17)  As  a matter  of  priority,  develop  a plan  for  a computer- 
ized data  base  for  the  BME.  Existing  programs  in  other  states 
will  be  reviewed  and  summarized  for  the  Board.  (18)  Con- 
duct an  annual  review  of  all  forms  used  by  the  Board  and 
make  recommendations  for  improvements  or  additions.  (19) 
Develop  a plan  for  the  ongoing  statistical  analysis  of  the  data 
within  the  Board's  files.  (20)  Analyze,  with  the  help  of  the 
Director  of  the  Division  of  Health  Related  Boards,  the  fi- 
nances of  the  BME  and  make  comparisons  with  the  other 
boards’  financial  bases.  (21)  Review'  and  evaluate  all  discipli- 
nary actions  reported  to  the  BME  under  state  and  federal 
law,  w'ith  referral  to  the  Board  any  case  of  significance  or 
requiring  investigation  and/or  action  by  the  Board.  (22)  As- 
certain that  the  official  orders  of  the  BME  are  being  carried 
out.  The  administrator  was  directed  to  query  all  states  with 
medical  directors  for  a copy  of  the  job  description,  salary, 
and  benefits. 

Evaluations 

University-Centered  Evaluations  of  Deficient  Medical 
Doctors  with  Individual  Structured  Rehabilitation  Continuing 
Education  Courses — The  Board  decided  to  take  this  under 
advisement  until  the  members  had  time  to  study  this  and  con- 
sider it  at  the  next  Board  meeting.  All  applications  used  by 
the  Board  w'ere  gone  over  thoroughly  and  the  administrator 
was  directed  to  combine  and  revise  them.  The  revised  forms 
will  be  presented  to  the  Board  at  the  next  Board  meeting. 

There  being  no  further  business,  the  meeting  adjourned 
at  11:30  am,  Feb.  19,  1989.  r — T7 
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Vanderbilt  Morning  Report 


Peripartum  Congestive  Heart  Failure 


Case  Report 

A 19-year-old  woman  was  well  until  one  month  before 
admission  when  she  developed  a cough  productive  of  white 
frothy  sputum.  Shortness  of  breath  and  dyspnea  on  exertion 
developed  over  the  course  of  the  month.  Within  the  week 
prior  to  admission,  these  symptoms  worsened  and  were  ac- 
companied by  orthopnea  and  paroxysmal  nocturnal  dyspnea. 

Two  months  earlier,  she  delivered  a healthy  term  infant 
by  cesarean  section,  and  her  immediate  postpartum  course 
was  uncomplicated.  She  had  been  healthy  her  whole  life  and 
was  taking  no  medicines.  She  was  not  employed  and  lived 
with  her  mother.  There  was  no  history  of  rheumatic  fever, 
viral  illness,  ethanol  use,  toxin  exposure,  or  illicit  drug  use. 

She  was  a moderately  obese  black  woman  in  mild  respi- 
ratory distress.  Blood  pressure  was  120/90  mm  Hg,  pulse  120/ 
min,  respirations  24/min,  and  temperature  normal.  Hepato- 
jugular  reflux  was  present.  Rales  were  heard  in  the  lower 
two-thirds  of  the  lungs  posteriorly,  and  a fourth  heart  sound 
was  audible.  Edema  was  present  to  the  level  of  the  knees 
bilaterally. 

Roentgenogram  of  the  chest  revealed  cardiomegaly,  bilat- 
eral pleural  effusions,  interstitial  edema,  and  engorgement  of 
the  pulmonary  vessels  in  the  upper  lung  zones.  Electrocardi- 
ogram revealed  sinus  tachycardia  and  ST-segment  and  T-wave 
abnormalities  that  were  nonspecific.  Arterial  blood  gases  while 
breathing  room  air  were  pH  7.44  (normal  7.36  to  7.44),  Pco2 
32  mm  Hg  (normal  36  to  44),  and  Po2  70  mm  Hg  (normal  90 
to  100).  Serum  hepatic  enzyme  concentrations  were  abnor- 
mal in  a pattern  consistent  with  passive  hepatic  engorgement. 
The  remainder  of  the  laboratory  findings  were  normal,  in- 
cluding tests  of  thyroid  function. 

The  echocardiogram  revealed  a diffusely  hypokinetic 
myocardium  with  a left  ventricular  ejection  fraction  estimat- 
ed to  be  10%  (normal  55%  to  70%).  The  heart  valves  were 
functioning  normally.  A mural  thrombus  was  present  in  the 
apex  of  the  left  ventricle.  An  endomyocardial  biopsy  of  the 
right  ventricle  showed  no  signs  of  myocardial  inflammation. 
A diagnosis  of  peripartum  cardiomyopathy  was  made,  and 
treatment  was  begun  with  an  angiotension-converting  enzyme 
inhibitor  (ACEI)  for  afterload  reduction,  a diuretic,  digitalis, 
and  warfarin.  In  the  five  months  following  her  discharge  from 
the  hospital,  her  tolerance  for  exertion  became  normal,  and 
her  left  ventricular  ejection  fraction  as  measured  by  echocar- 
diogram had  increased  from  10%  to  50%;  the  mural  throm- 
bus had  resolved.  She  was  advised  that  future  pregnancies 
might  pose  significant  risk  to  her. 

Discussion 

Peripartum  cardiomyopathy  is  defined  as  a car- 
diomyopathy that  manifests  symptoms  and  signs  be- 
tween one  month  before  and  six  months  after  delivery 
in  the  absence  of  other  identifiable  causes  of  heart 
failure  or  previous  history  of  heart  disease.1  The  dis- 
order was  first  recognized  in  Paris  around  1880  and 
was  described  first  in  the  American  literature  in  1937. 


Prepared  by  Robert  D.  Schreiner,  M.D..  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  Medical  Center,  Nashville. 
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The  incidence  in  the  United  States  is  approximately 
one  in  1,300  to  4,000  births,  but  the  incidence  in  Af- 
rica is  much  higher,  perhaps  one  in  100  births.  Risk 
factors  for  its  development  include  older  age,  pre- 
eclampsia, twin  pregnancy,  and  black  race.  The  path- 
ophysiology is  unknown. 

The  differential  diagnosis  of  respiratory  distress 
during  delivery  includes  pulmonary  embolism  with  or 
without  right  ventricular  dysfunction,  and  amniotic  fluid 
embolism  with  or  without  the  development  of  the  adult 
respiratory  distress  syndrome  (ARDS).  The  more 
common  causes  of  left  ventricular  dysfunction  in  oth- 
erwise healthy  young  women  are  viral  myocarditis, 
toxic  cardiomyopathy  (i.e.,  ethanol),  and  congestive 
heart  failure  caused  by  valvular  dysfunction  from 
rheumatic  heart  disease.  It  should  be  emphasized  that 
fatigue,  dyspnea  on  exertion,  pedal  edema,  systolic 
murmurs,  and  a third  heart  sound  are  all  common 
clinical  findings  in  normal  pregnancy.  Furthermore,  the 
physician  should  beware  of  misdiagnosing  prior  sub- 
clinical  heart  disease  as  peripartum  cardiomyopathy, 
since  pregnancy  is  known  to  expose  underlying  heart 
disease  by  increasing  blood  volume  and  metabolic  de- 
mands, while  the  hematocrit  falls  and  peripheral  vas- 
cular resistance  rises. 

The  treatment  of  peripartum  cardiomyopathy  is 
similar  to  the  treatment  of  other  forms  of  dilated  car- 
diomyopathy. Diuretics,  digitalis,  and  angiotensin- 
converting enzyme  inhibitors  (ACEI)  for  afterload  re- 
duction comprise  the  typical  medical  regimen.  The 
routine  use  of  warfarin  for  long-term  anticoagulation 
is  supported  by  the  high  incidence  of  systemic  and  pul- 
monary thromboemboli,  but  its  use  is  controversial. 
Immunosuppressive  agents  are  often  used  if  the  my- 
ocardial biopsy  contains  an  inflammatory  infiltrate,  but 
their  use  is  controversial  as  well. 

The  mortality  from  peripartum  cardiomyopathy  is 
25%  to  50%  within  the  first  three  months  of  symp- 
toms. No  reliable  data  are  available  that  allow  the 
physician  to  determine  the  patient’s  prognosis  based 
on  the  hemodynamic  status  of  the  patient  at  the  time 
of  presentation.  Fetal  outcome  is  generally  good  even 
if  the  onset  of  the  mother’s  congestive  heart  failure  is 
prior  to  delivery.  Peripartum  cardiomyopathy  tends  to 
recur  in  those  patients  whose  left  ventricular  function 
fails  to  return  to  normal  within  the  first  six  months 
after  presentation. 
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Subcutaneous  Gas  and  Shock 


Case  Report 

A 69-year-old  man  was  in  his  usual  state  of  health  until 
one  week  prior  to  admission  when  he  sustained  a contusion 
on  his  left  anterior  thigh  by  using  his  leg  as  a platform  for  a 
stapler.  The  bruise  seemed  to  be  healing  adequately  until  the 
afternoon  of  admission  when  he  developed  moderate  pain  in 
the  region  of  the  contusion.  He  was  seen  in  his  neighborhood 
emergency  room  and  given  an  intramuscular  injection  of  me- 
peridine and  sent  home.  He  returned  to  the  emergency  room 
several  hours  later  complaining  of  severe  pain  in  the  same 
left  anterior  thigh. 

The  patient  had  a mvelodysplastic  disorder  for  which  he 
had  been  receiving  periodic  red  blood  cell  transfusions.  There 
were  no  other  major  illnesses.  He  was  taking  no  medicines. 

His  blood  pressure  was  normal  and  he  was  afebrile.  A 20- 
cm  circular  area  of  the  left  anterior  thigh  was  discolored  and 
there  was  subcutaneous  crepitation. 

Four  million  units  of  aqueous  penicillin  was  administered 
intravenously  and  the  patient  was  transported  by  Life  Flight 
to  Vanderbilt  Hospital.  Twelve  hours  had  elapsed  since  the 
onset  of  symptoms.  On  arrival  at  Vanderbilt,  he  was  hypo- 
tensive and  had  tachycardia.  He  responded  to  commands  but 
did  not  move  his  left  leg  due  to  pain:  the  leg  was  tense  and 
mottled.  There  were  necrotic  changes  of  the  anterior  thigh 
and  crepitation  was  present  to  the  level  of  inguinal  ligament. 
Clinical  and  laboratory  data  revealed  septic  shock,  with  pro- 
found acidosis  and  disseminated  intravascular  coagulation.  He 
received  a single  treatment  in  the  hyperbaric  oxygen  cham- 
ber. but  cardiopulmonary  arrest  occurred  soon  afterwards. 
Clostridium  perfringes  grew  from  a culture  of  the  wound. 

Discussion 

Clostridium  perfringes  is  a gram-positive,  spore- 
forming, obligate  anaerobe  widely  present  in  soil  and 
in  animals.  It  exists  in  the  normal  gastrointestinal  tract 
and  female  genital  tract,  and  occasionally  on  the  skin. 
It  produces  12  toxins,  but  the  alpha-toxin  is  responsi- 
ble for  producing  gas  gangrene  (clostridial  myonecros- 
is).1 

Gas  gangrene  is  a rapidly  destructive  process  of 
muscle  that  produces  tissue  gas  and  systemic  toxicity, 
often  culminating  in  death  within  hours  of  the  onset  of 
symptoms.  The  incubation  time  is  variable  (8  hours  to 
20  days)  and  usually  follows  surgery  or  trauma.  The 
initial  clinical  manifestation  is  the  sudden  onset  of  pain 
extending  beyond  the  original  borders  of  the  involved 
area.  The  skin  color  changes  from  pale  to  magenta  be- 
fore hemorrhagic  bullae  appear.  Shock  follows  soon 
after,  and  soft  tissue  gas  occurs  last. 

The  differential  diagnosis  of  crepitant  soft  tissue 
wounds  can  be  divided  into  three  etiologic  categories. 
Local  trauma  or  surgery  can  be  associated  with  clos- 
tridial cellulitis,  streptococcal  myositis,  or  necrotizing 
fascitis,  all  of  which  produce  gas.  Diabetes  mellitus  is 


associated  with  nonclostridial  anaerobic  gas-forming 
cellulitis  and  with  necrotizing  fascitis.2  Finally,  nonin- 
fectious  causes  of  tissue  gas  include  the  mechanical  in- 
troduction of  air  from  trauma  or  the  infiltration  of  air 
through  an  intravenous  catheter.  Pneumothorax  may 
be  accompanied  by  subcutaneous  crepitation,  as  may 
the  irrigation  of  wounds  with  hydrogen  peroxide. 

The  diagnosis  of  clostridial  myonecrosis  must  be 
made  early  if  there  is  hope  of  preventing  shock  and 
death.  Early  diagnosis  depends  on  alert  clinical  suspi- 
cion in  the  presence  of  infection  or  trauma  of  any  kind. 
If  the  wound  is  open,  necrotic  muscle  is  beefy  red:  the 
development  of  gas  is  a late  manifestation.  Gram-pos- 
itive bacilli  may  be  present  in  the  drainage,  and  blood 
cultures  are  positive  in  15%  of  patients.  Wound  cul- 
tures are  positive  in  80%  and  often  contain  a second 
organism.1 

One  should  not  await  laboratory  results  to  begin 
treatment.  A large  dose  of  intravenous  penicillin  should 
be  started  at  once;  an  alternative  antibiotic  is  chlor- 
amphenicol. Use  of  the  alpha-antitoxin  is  controver- 
sial. Hvperoxia  inhibits  toxin  formation  and  kills  Clos- 
tridia in  vitro,  but  there  is  no  conclusive  evidence  to 
support  its  use  in  human  infection.  On  the  other  hand, 
if  hyperbaric  oxygen  (HBO)  is  available,  it  is  generally 
used.  Debridement  of  the  necrotic  tissue  or  amputa- 
tion of  extremity  is  usually  necessary. 

The  prognosis  is  related  to  the  location  of  the  initial 
site  of  infection.  Mortality  is  25%  for  patients  with  in- 
fected extremities;  for  those  patients  with  an  abdomi- 
nal infection  it  is  50%.  Poor  prognostic  signs  include  a 
low  leukocyte  count,  lowr  platelets,  and  abnormal  he- 
patic or  renal  function.  This  patient  had  all  of  these 
plus  hemibody  crepitus  at  the  time  of  death. 

In  summary,  clostridial  myonecrosis  is  a rapidly  de- 
structive process  of  soft  tissue  resulting  from  infection 
by  C.  perfringes.  Progression  from  apparent  wellness 
to  death  often  occurs  in  a matter  of  hours.  When  the 
diagnosis  of  clostridial  myonecrosis  is  first  suspected, 
immediate  administration  of  penicillin  greatly  im- 
proves the  chance  of  survival.  It  remains  to  be  proven 
whether  hyperbaric  oxygen  will  favorably  influence  this 
disease.  £1 ^ 
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Health  Department  Implements  Care  Coordination 

WENDY  McCURDY,  M.D. 


The  Tennessee  Department  of  Health  and  Envi- 
ronment is  developing  care  coordination  services  for 
three  population  groups — pregnant  women,  infants, 
and  children  with  special  health  care  needs.  These 
services,  referred  to  as  Project  HUG  (Help  us  Grow), 
will  be  implemented  over  the  year  beginning  July  1, 
1989. 

Care  coordination  refers  to  activities  that  supple- 
ment medical  treatment  and  contribute  to  a patient’s 
health  outcome.  They  have  traditionally  been  referred 
to  as  “case  management,”  but  patients  have  begun  to 
object  to  the  label  of  “case”  and  generally  do  not  be- 
lieve they  need  to  be  “managed.”  As  a result,  the  more 
descriptive  term,  care  coordination,  has  been  adopted. 

Historically  the  health  department  has  attempted  to 
meet  the  unique  needs  of  the  patient  population  it 
serves  by  offering  such  services.  Public  health  nurses 
intuitively  recognized  that  they  could  not  provide  the 
low  income,  unmarried,  poorly  educated  woman  with 
the  same  care  typically  provided  to  an  upper-middle 
class,  married,  well-educated  woman  and  expect  both 
women  to  have  satisfactory  pregnancy  outcomes.  The 
indigent  population  has  a variety  of  nonmedical  needs 
which,  if  left  unmet,  can  affect  the  health  of  the  pa- 
tient as  significantly  as  a lack  of  medical  care. 

The  importance  of  care  coordination  is  perhaps  best 
illustrated  by  considering  a routine  patient  visit  to  an 
obstetrician  following  the  diagnosis  of  pregnancy.  A 
history  will  be  taken  from  the  patient,  including  such 
information  as  complications  with  previous  pregnan- 
cies, current  medical  problems,  drug  allergies,  etc.  A 
physicial  examination  will  be  performed  and  appropri- 
ate laboratory  tests  completed.  Next,  the  physician  will 
have  allotted  several  minutes  to  talk  with  the  patient 
about  a variety  of  topics.  The  importance  of  avoiding 
cigarettes,  alcohol,  and  drugs  during  pregnancy  will 
most  likely  be  discussed,  along  with  the  importance  of 
a well-balanced  diet.  The  patient  will  be  advised  of  the 
need  for  monthly  physician  visits  throughout  much  of 
the  pregnancy.  She  will  also  receive  information  con- 
cerning certain  danger  signals  that  should  alert  her  to 
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contact  her  physician.  These  might  include  abdominal 
pain,  vaginal  bleeding,  and  decreased  fetal  movement 
as  the  pregnancy  progresses.  Finally,  the  physician  may 
mention  the  availability  of  childbirth  classes  and  rec- 
ommend that  at  some  point  in  the  future  the  patient 
and  her  spouse  consider  enrolling. 

While  this  may  represent  a completely  adequate 
prenatal  visit  for  many  women,  it  is  unlikely  that  it  will 
meet  the  needs  of  the  population  traditionally  served 
by  the  health  department.  To  begin  with,  the  history 
illicited  from  the  patient  was  probably  inadequate. 
Most  obstetricians  do  not  ask  their  patients  if  they  have 
a place  to  live  and  if  it  has  running  water  and  heat. 
They  do  not  address  the  potential  of  violence  in  the 
home.  Yet,  these  are  important  questions  to  ask  the 
indigent  population. 

The  patient  may  have  listened  as  the  physician  dis- 
cussed the  dangers  of  smoking  during  pregnancy,  but 
she  has  heard  from  her  friends  that  “if  you  smoke 
while  you’re  pregnant  you’ll  have  a smaller  baby,  and 
labor  and  delivery  is  easier  if  the  baby  is  small.”  Based 
on  that  logic,  she  has  no  intention  of  giving  up  smok- 
ing during  the  pregnancy.  As  for  the  importance  of  a 
well-balanced  diet,  the  patient  may  not  know  what  a 
well-balanced  diet  consists  of,  and  even  if  she  does  she 
may  not  have  the  resources  to  put  that  kind  of  food 
on  the  table. 

The  patient  may  understand  that  the  physician  would 
like  to  see  her  once  a month  during  the  pregnancy,  but 
she  has  no  telephone  to  make  the  appointment  and  no 
car  to  get  to  it.  Or,  perhaps  she  does  have  a telephone 
and  transportation,  but  she  has  two  small  children  at 
home  and  no  one  to  watch  them  while  she  is  at  the  phy- 
sician’s office. 

She  tried  to  pay  attention  as  the  physician  spoke 
about  danger  signals  during  pregnancy,  but  she  really 
did  not  understand  the  language  he  was  using  and  ul- 
timately decided  that  it  probably  was  not  very  impor- 
tant anyway.  After  all,  ‘die  didn't  have  any  problems 
with  her  last  pregnancy,  except  that  the  baby  came  a 
little  early. 

Finally,  she  heard  what  the  doctor  said  about  child- 
birth classes,  but  she  attended  one  of  those  during  her 
last  pregnancy  and  never  returned  to  complete  the 
course.  The  room  was  full  of  married  couples  and  the 
instructor  constantly  referred  to  the  importance  of  the 
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husband’s  role  in  the  delivery  room.  She  had  attended 
the  course  with  her  sister  and  felt  extremely  uncom- 
fortable with  the  entire  process. 

Care  coordination  is  designed  to  provide  the  nec- 
essary integration  of  nonmedical  services  with  contin- 
uing medical  care  to  facilitate  the  best  possible  out- 
come. Care  coordination  consists  of  asking  the  “right 
questions”  in  order  to  assess  patient  needs,  developing 
a care  plan  to  meet  those  needs,  and  helping  the  pa- 
tient to  gain  access  to  the  appropriate  services. 

In  the  situation  described  above,  care  coordination 
would  involve  assessing  the  patient's  psychosocial  sta- 
tus and  addressing  any  identified  needs.  This  might  in- 
clude calling  the  gas  company  to  help  the  patient  get 
her  service  reconnected,  or  simply  helping  the  patient 
to  find  temporary  shelter.  The  patient  would  receive 
counseling  regarding  the  effects  of  tobacco,  alcohol, 
and  drugs  on  the  fetus,  and  would  be  encouraged  to 
participate  in  a smoking  cessation  class.  She  would  be 
enrolled  in  the  WIC  program,  where  she  would  re- 
ceive a nutritional  assessment,  and  be  given  informa- 
tion and  vouchers  to  be  used  for  the  purchase  of  spec- 
ified food  items.  Transportation  and/or  child  care  would 
be  arranged  to  enable  the  patient  to  keep  her  sched- 
uled clinic  visits,  and  there  would  be  prompt  follow- 
up on  any  missed  appointments.  Education  on  a vari- 
ety of  topics  would  be  provided  at  an  educational  level 
appropriate  for  the  patient.  Childbirth  classes  would 
be  offered  in  a familiar  and  comfortable  setting.  Fol- 
lowing delivery,  the  patient  would  be  scheduled  for 
postpartum  and  family  planning  visits,  and  a medical 
home  would  be  found  for  the  infant. 

Recent  studies  have  confirmed  the  value  of  care  co- 
ordination services  in  promoting  positive  health  out- 
comes. In  Buescher’s  study  (Am  J Obstet  Gynecol 
156:204-210,  1987)  conducted  in  North  Carolina, 
women  receiving  care  through  the  prenatal  program  of 
the  public  health  department  were  compared  to  preg- 
nant Medicaid-eligible  women  who  received  prenatal 


care  from  private  physicians.  He  found  that  women 
receiving  their  care  in  the  private  sector  were  signifi- 
cantly more  likely  to  deliver  low-birthweight  infants. 

It  is  extremely  unlikely  that  the  difference  in  preg- 
nancy outcomes  between  the  two  groups  was  due  to 
any  difference  in  the  quality  of  medical  care  provided. 
Public  health  physicians,  nurses  and  private  practition- 
ers attend  the  same  schools,  and  prenatal  care  is  one 
of  the  more  standardized  areas  of  medical  practice.  It 
appears  that  the  care  coordination  services  provided  in 
the  health  department  explain  the  better  birthweight 
among  these  patients. 

As  mentioned  above,  care  coordination  services 
have  been  delivered  through  local  health  departments 
for  years,  but  unfortunately,  as  resources  have  become 
more  limited,  and  as  the  health  department  has  be- 
come more  involved  in  treatment,  the  delivery  of  these 
services  has  become  sporadic.  Because  in  the  past  there 
was  no  Medicaid  reimbursement  for  care  coordina- 
tion, health  departments  could  often  afford  to  provide 
these  services  only  in  connection  with  some  other 
reimbursable  service  such  as  medical  treatment.  By 
implementing  care  coordination  as  a Medicaid  reim- 
bursable service,  the  health  department  can  continue 
to  provide  it  in  a systematic  and  organized  manner.  At 
the  same  time,  every  effort  will  be  made  to  arrange 
for  the  patient  to  receive  her  medical  care  in  the  pri- 
vate sector.  Care  coordination  will  be  billable  sepa- 
rately, and  will  in  no  way  affect  the  private  provider’s 
ability  to  bill  for  medical  treatment. 

Care  coordination  is  a supplement  to,  and  in  no 
way  replaces,  the  medical  management  of  the  patient. 
Ideally  it  will  benefit  both  the  medical  care  provider 
and  the  patient  by  increasing  compliance  with  the  rec- 
ommended treatment  plan  and  decreasing  the  number 
of  missed  appointments.  Care  coordination  offers  the 
opportunity  for  the  public  and  private  sectors  to  work 
together  to  meet  the  needs  of  the  patient  and  improve 
health  in  the  state  of  Tennessee.  /~  ^ 
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A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 


USAF  Health  Professions 
(800)  423-USAF 
Toll-Free 
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Toward  a Kinder , Gentler  Nation 

At  the  154th  annual  meeting  of  the  TMA  House  of  Delegates,  Tennessee 
physicians  made  a significant  move  toward  President  George  Bush's  kinder, 
gentler  nation.  The  passage  of  Substitute  Resolution  No.  11-89  allowed  the 
beginning  of  the  TMA-Tennessee  Medicare  Access  Program.  This  evolved 
with  the  help  of  the  Tennessee  Society  of  Internal  Medicine,  American 
Academy  of  Family  Practice,  Richard  Light,  M.D.,  chief  medical  officer  for 
the  Department  of  Health  and  Environment,  and  much  encouragement  and 
support  from  Commissioner  Luna,  acting  in  behalf  of  Governor  McWherter. 
Let  me  reproduce  these  resolutions  for  those  who  were  not  present. 

SUBSTITUTE  RESOLUTION  NO.  11-89 
Tennessee  Medical  Association-Tennessee  Medicare  Access  Program 

Whereas,  The  Tennessee  Medical  Association  (TMA)  has  long  been  committed  to  providing  quality  medical  care  to  all 
Tennesseans,  regardless  of  ability  to  pay;  and 

Whereas,  Approximately  17%  of  Tennessee’s  population  is  over  65  years  of  age  and  enrolled  in  the  federal  Medicare 
Program;  and 

Whereas,  Approximately  85,000  of  this  elderly  group  have  family  incomes  more  than  100%  of  the  poverty  level  but  less 
than  150%  of  that  level,  therefore  making  them  ineligible  for  the  state  Medicaid  Program  but  still  unable  to  contribute  ade- 
quately to  their  own  health  care  needs;  and 

Whereas,  The  Medicare  reimbursement  rates  paid  to  physicians  for  the  care  rendered  to  these  patients  are  lower  in  most 
cases  than  the  rates  paid  by  private  pay  patients;  and 

Whereas,  Most  Tennessee  physicians  have  long  agreed,  in  cases  of  need,  to  accept  Medicare  assignment  for  services  to 
Medicare  patients  on  an  individual  and  voluntary  basis,  even  though  such  reimbursement  is  often  much  less  than  the  physician’s 
usual  and  customary  charge  for  providing  such  services;  and 

Whereas,  Other  states  have  unwisely  chosen  to  mandate  acceptance  of  Medicare  assignment  as  a prerequisite  for  medical 
licensure,  an  act  which  is  totally  contrary  to  the  best  interests  of  the  physician  community  and  to  the  interests  of  patients  in 
such  states;  and 

Whereas,  The  TMA  should  continue  its  leadership  role  in  devising  private  voluntary  solutions  to  shortcomings  in  the  deliv- 
ery of  health  care  to  Tennessee  citizens.  Now,  therefore  be  it 

RESOLVED , That  the  TMA  establish  a formal  program  whereby  physicians  voluntarily  provide  quality  care  to  qualified 
Medicare  patients  and  accept  Medicare's  assignment,  all  in  keeping  with  the  Tennessee  physicians'  tradition  of  service  to  fellow' 
Tennesseans;  and  be  it  further 

RESOLVED , That  such  a program  be  entitled  the  Tennessee  Medical  Association-Tennessee  Medicare  Access  Program 
(TMA-TMAP);  and  be  it  further 

RESOLVED,  That  senior  citizen  groups  and  county  health  departments  will  be  requested  to  conduct  the  issuance  of  en- 
rollment cards  to  senior  citizens  who  qualify  for  the  program  on  the  basis  of  income;  and  be  it  further 

RESOLVED,  That  the  TMA  Board  of  Trustees  shall  appoint  a special  committee  for  the  purpose  of  overseeing  the  imple- 
mentation and  activities  of  the  TMA-TMAP.  including  setting  and  adjusting  the  appropriate  income  levels  necessary  to  qualify 
for  senior  citizen  participation  in  the  program,  and  reporting  on  the  activities  and  status  of  the  program  to  the  TMA  Board  of 
Trustees  as  appropriate;  and  be  it  further 

RESOLVED,  That  physicians  desiring  to  participate  in  the  TMA-TMAP  submit  their  names  for  placement  on  a roster  to 
be  maintained  by  the  local  medical  societies,  county  health  departments,  and  local  senior  citizen  service  organizations;  and  be 
it  further 

RESOLVED,  That  participation  in  the  TMA-TMAP  obligates  a physician  to  accept  Medicare  assignment  for  services  pro- 
vided to  those  Medicare  patients  providing  proof  of  enrollment  in  the  TMA-TMAP  prior  to  treatment,  but  does  not  obligate 
him  to  render  service  for  TMA-TMAP  patients  in  excess  of  the  number  deemed  reasonable  and  necessary  by  the  physician,  as 
participation  is  voluntary  and  at  the  discretion  of  the  participating  physician;  and  be  it  further 

RESOLVED,  That  the  TMA  Board  of  Trustees  be  directed  to  actively  pursue  timely  creation  of  the  TMA-TMAP  and  in 
so  doing  is  directed  and  authorized  to  execute  all  necessary  steps  to  implement  this  resolution;  and  be  it  further 

RESOLVED,  That  the  TMA  encourage  all  physicians  to  enter  into  voluntary  efforts  to  care  for  the  elderly  indigent;  and 
be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or  modified  prior  thereto,  shall  terminate  after  the  regular  annual 
meeting  of  the  House  of  Delegates  in  1996. 

As  a result  of  the  resolution's  adoption,  the  Tennessee  Medicare  Access  Committee  has  begun 
work  to  establish  working  pilot  projects,  and  will  begin  to  seek  your  help  by  your  submitting  your 
names  to  be  placed  on  the  list  of  physicians  accepting  voluntary  Medicare  assignments. 

I believe  we  as  Tennessee  physicians  can  be  justly  proud  of  this  expression  of  care  and  concern  for 
all  Tennesseans  regardless  of  their  ability  to  pay. 
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Stuff  Glut,  or, 

Your  Slip  Is  Showing 

If  he  had  half  a mind  to,  a body  could  easily 
run  himself  crazy  thinking  about  the  chicken  or 
the  egg  riddle.  He  could  pick  any  one  of  a num- 
ber of  topics  on  which  to  try  it  out;  usually  it  has 
at  least  something  to  do  these  days  with  ad- 


vances in  technology.  For  instance,  did  the  infor- 
mation explosion  give  rise  to  or  derive  from  the 
ease  of  dissemination  of  information?  One  could 
argue  that  folks  came  up  with  all  of  these  great 
ideas,  and  just  had  to  find  a way  to  spread  the 
word.  Or  alternatively,  one  might  argue  that  the 
ability  to  transmit  knowledge — assuming  all  of 
that  information  is  knowledge,  which  is  likely 
specious — thereby  stimulated  its  acquisition.  A 
third  proposition  might  be  that  the  two  devel- 
oped along  independent,  parallel  pathways,  and 
that  the  development  of  the  technology  was 
nothing  more  than  acquisition  of  other  knowl- 
edge. I wouldn’t  spend  a whole  lot  of  time  with 
that  if  I were  you,  unless,  of  course,  it  turns  you 
on,  since  it  is  only  tangential  to  this  argument, 
and  really  isn’t  likely  very  important,  anyway. 

What  is  important  is  that  we  are  inundated 
with  information,  and  the  problem  is  compound- 
ed by  all  of  the  technology  that  we  have  at  our 
command  to  help  inundate  us  with  it.  Sometimes 
that  is  useful,  to  be  sure,  but  at  least  as  often  it 
is  just  a nuisance.  It  is  certainly  not  an  exagger- 
ation to  say  that  it  has  revolutionized  the  way  we 
function;  the  fax  machine  alone  has  brought  about 
major  dislocations.  I started  to  say  “advances,” 
but  I think  just  as  many  of  the  changes  have  been 
retrogressive,  considering  the  calibre  of  material 
that  can  load  up  unsuspecting  wires.  It  can  be, 
and  often  is,  nothing  more  than  intrusive  tele- 
phone calls  with  hard  copy,  the  difference  being 
that  sound  waves  dissipate,  whereas  the  hard  copy 
has  to  be  put  somewhere,  contributing  to  the  glut 
of  “stuff,”  call  it  whatever  else  you  like.  What- 
ever else  I like  to  call  it  is  unprintable. 

Such  is  the  flood  of  minutiae  that  there  is  no 
such  thing  as  a general  practitioner  anymore, 
whether  it  be  in  medicine,  the  law,  or  even  the 
Christian  ministry — and  likely  the  same  of  other 
faiths.  “Scientist”  has  been  no  more  than  a ge- 
neric term  for  a couple  of  centuries  or  so.  When 
I was  a member  of  the  pathology  department  at 
Vanderbilt  under  Dr.  Ernest  Goodpasture,  un- 
der whom  I trained  shortly  after  World  War  II, 
pathology  was  divided  into  only  anatomic  pa- 
thology (also  referred  to  as  “morbid  anatomy”) 
and  clinical  pathology.  You  couldn’t  get  training 
in  clinical  pathology  in  those  days  in  Dr.  Good- 
pasture’s department,  or  in  most  other  academic 
departments  of  pathology,  either,  because  it  was 
widely  considered  by  the  old  line  pathologists  to 
be  no  more  than  “piss  boilin’.”  I well  remember 
that  when  it  was  proposed  that  there  be  a new 
board  in  microbiology.  Dr.  Goodpasture  allowed 
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as  how  he  was  an  old  man  and  glad  he  wouldn't 
have  to  contend  with  such  foolishness.  He  should 
see  what  it’s  like  now,  with  heaven  knows  how 
many  subspecialty  boards  in  pathology,  both 
clinical  and  anatomic. 

All  of  this  has  its  effects,  many  of  them  ar- 
cane, on  us  all.  Did  you  ever  stop  to  consider, 
for  instance,  how  much  most  of  our  lawmakers 
actually  know  about  all  of  the  things  they  so 
blithely  legislate  about?  I will  answer  for  you:  not 
much.  A few  of  them  know  a lot  about  a few 
things.  A lot  of  them  know  a little  bit  about  a lot 
of  things.  It  is  easy  to  get — or  maybe  more  ac- 
curately, hard  not  to  get — the  impression  that  a 
whole  lot  more  of  them  know  almost  nothing 
about  anything — except  how  to  get  elected,  which 
is,  of  course,  important  for  them  to  know.  So, 
though,  are  a lot  of  other  things  important.  How 
then  do  they  find  out  how  to  vote?  Well,  first — 
and  this  is  important  to  their  staying  in  office — 
they  listen  to  their  constituents.  They  may  not, 
however,  hear  anything  of  substance  there,  ex- 
cept that  a vote  against  us  is  a vote  against  your- 
self— again,  not  unimportant. 

Ultimately,  it  is  staff — the  bureaucrats — who 
advise  their  legislators,  write  the  bills,  and  advise 
them  about  how  they  should  vote,  taking  into  ac- 
count the  wishes  of  their  disparate  constituency 
and  weighing  the  relative  influence  of  each  seg- 
ment in  getting  him  back  in  office.  Once  the  piece 
of  legislation,  which  is  either  exceedingly  narrow 
of  application,  or  appallingly  broad,  is  enacted, 
it  must  be  implemented.  The  narrow  ones  can 
take  care  of  themselves;  the  broad  ones  need 
regulations  for  their  implementation.  And  where 
do  those  come  from?  You  guessed  it;  they  come 
from  the  various  involved  agencies,  which  are 
peopled  by  other  bureaucrats.  What  they  not  in- 
frequently come  up  with  can  totally  frustrate  and 
subvert  the  wishes  of  the  Congress  that  enacted 
the  legislation  and  the  president  who  signed  it. 
You  may  be  the  accidental  (as  far  as  the  bill's 
authors  are  concerned)  or  the  deliberate  (as  far 
as  the  bureaucrats  are  concerned)  victims  of  the 
process.  Either  way,  you  are  being  governed  by 
unelected  officials,  aka  bureaucrats,  whom  it  is 
next  to  impossible  to  unseat,  either  now  or  later; 
only  death  can  be  reasonably  certain  to  see  that 
they  depart. 

There  are  some  very  dangerous  booby  traps 
built  into  the  Medicare  regulations  that  appar- 
ently a lot  of  you  are  unfamiliar  with;  you  need, 
for  your  own  welfare,  to  get  familiar  with  one  of 
them  in  particular,  and  stay  familiar  with  it.  It 


has  to  do  with  confidentiality.  The  release  of  in- 
formation about  a patient  without  that  patient’s 
specific  written  authorization  can  result  in  a 
$10,000  fine  and  a year  in  the  pokey  someplace. 
The  PROs  and  other  such  entities  have  been  di- 
rected by  the  Health  Care  Financing  Administra- 
tion (HCFA)  to  be  more  careful  than  they  have 
been  in  enforcing  that  provision. 

Now,  why  do  you  suppose  that  regulation  was 
promulgated?  You  say  it  is  because  HCFA  is 
concerned  about  patient  privacy?  Be  serious. 
HCFA  itself  releases  mountains  of  confidential 
matters  all  the  time.  It  was  just  that  doctors  and 
other  health  care  entities  kept  writing  their  con- 
gressmen about  abuses  they  had  been  on  the 
business  end  of.  The  congressmen  then  turned 
around  and  pestered  the  ribbon  clerks  et  al  at 
HCFA  about  how  come  y’all  are  being  so  mean 
to  kin’ly  ol’  Doc  Whoozis.  So  HCFA  said  we’ll 
fix  that,  and  so  they  passed  this  regulation.  Now 
try  writing  your  congressman.  If  you  try  fighting 
it,  what  you'll  get  is,  “You  doctors  are  the  ones 
always  mouthing  about  patient  confidentiality; 
and  now  you're  against  it?” 

Construct  that  scenario  any  way  you  please. 
Try  fighting  it  if  you  wish,  or  try  subverting  it  at 
your  peril.  Only  remember:  Your  slip  is  showing, 
and  they’re  out  to  get  what’s  under  it! 

J.B.T. 


The  Money  Tree 

When  I was  growing  up  the  New  Year  came 
in  with  a bang,  firecrackers  not  having  yet  come 
under  a pall,  and  not  much  else — at  least  not  out 
in  the  open,  Prohibition  having  set  in;  it  did  set 
out  not  too  much  later,  and  then  some  serious 
celebrating  set  in.  We  celebrated  Robert  E.  Lee’s 
birthday,  and  it  was  followed  after  a bit  by  Val- 
entine’s Day,  which  was  almost  exclusively  for 
children,  except  for  the  moonstruck.  Aside  from 
the  few  Yankees  who  stayed  behind  after  the  set- 
tlement of  the  unpleasantness,  we  paid  scant  heed 
to  Lincoln’s  birthday — no  more  than  for  any  oth- 
er president,  but  we  made  a big  to-do  over 
George  Washington,  since  he  and  not  FDR  was 
still  considered  the  father  of  our  country.  Easter, 
in  addition  to  its  religious  significance,  was  the 
day  everyone  dressed  out  in  new  spring  outfits, 
even  if  they  froze  doing  it,  as  they  (we)  often 
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did.  We  celebrated  Decoration  Day  in  June, 
honoring  our  war  dead,  Memorial  Day  having  too 
few  adherents  in  the  South  to  make  its  celebra- 
tion worthwhile. 

The  big  day  was  the  Fourth  of  July,  which  was 
still  always  celebrated  on  July  4,  whether  it  was 
on  a Monday  or  not,  long  weekends  not  having 
come  into  vogue,  except  for  Labor  Day,  which 
came  next.  That  was  the  day  when  those  who 
lived  up  East  where  it  was  comfortable  enough 
to  do  so  decreed  that  from  that  day  forth  fall 
clothes  would  be  the  fashion.  Except  for  the 
fashion-minded,  who  weren’t  very  numerous,  at 
least  for  purposes  of  suffocation,  that  Yankee 
custom  was  largely  ignored  until  around  Thanks- 
giving, which  came  next.  Though  we  all  admired 
Christopher  Columbus,  he  was  accorded  the  same 
treatment  as  President  Lincoln,  but  for  different 
reasons.  On  Armistice  Day,  the  occasion  for  a 
parade  in  Chattanooga  by  the  Sixth  Cavalry, 
which  was  stationed  at  Fort  Oglethorpe,  and  by 
the  prep  schools,  which  were  military  schools,  and 
ROTC  units  in  the  high  schools,  we  observed  a 
moment  of  silence  at  eleven  o’clock  in  memory 
of  the  dead  in  the  most  recent  war — a memory 
still  fresh  among  many  families.  And  finally  came 
Christmas,  which  was  mostly  a time  for  family 
gatherings — and  little  else  during  the  Depres- 
sion. And  that  was  about  it. 

Except  for  birthdays.  Everybody  of  course  has 
a birthday;  there’s  no  escaping  it.  Neither,  for  all 
practical  purposes,  is  the  celebration  of  its  anni- 
versary. It  is  a big  event  for  the  young — perhaps 
at  its  biggest  at  16,  when  one  can  drive  legally, 
at  18,  which  is  a sort  of  mini-majority,  what  with 
high-school  graduation  and  all  that  sort  of  things, 
and  21,  when  a boy  officially  becomes  a man, 
though  he  may  have  been  killed  fighting  in  a war 
several  years  before  he  became  old  enough  to  be. 
After  that  it’s  downhill  all  the  way,  until  it  finally 
becomes  something  you’d  sooner  forget — unless 
you  reach  100,  which  is  cause  for  a real  celebra- 
tion, sure  enough,  always  provided,  of  course, 
one  is  in  condition  to  enjoy  it;  otherwise  not. 

I suspect  the  florists  started  the  boom,  with 
the  greeting  card  industry  riding  in  on  its  coat- 
tails. Soon,  though,  the  entire  mercantile  com- 
munity got  into  the  act.  I certainly  have  nothing 
against  secretaries,  depending  heavily  on  them  as 
I do  for  my  aplomb  and  well-being.  Without  my 
highly  efficient  ones  I’d  never  get  the  journals 
out,  and  I would  soon  jerk  the  telephone  off  the 
wall,  I’m  certain,  if  not  even  sooner  than  that.  I 
was  always  under  the  impression  that  one  should 
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be  kind  and  pleasant  to  one’s  secretary  all  the 
time;  now  I find  it’s  all  right  if  you  do  it  only 
once  a year,  provided,  of  course,  one  makes  a 
big  enough  thing  of  it.  And  I would,  given  a 
choice,  rather  have  a day  set  aside  for  secretaries 
than  for  PBX  operators.  But  I’m  not  given  a 
choice;  we  have  both,  plus  a whole  lot  more. 
There  are  only  365  days  to  choose  from,  and 
they’re  all  rapidly  being  spoken  for. 

I always  resent  it  when  circumstances  force  me 
into  the  position  of  being  a curmudgeon,  and  in 
this  case  they  have.  I certainly  bear  no  grudge 
against  any  of  those  being  memorialized — only 
against  the  perpetrators  of  the  travesty.  And  who 
might  those  perpetrators  be?  The  merchants?  We 
know  better.  It  is  all  the  promoters  in  the  world. 
The  merchants  could  survive  without  the  services 
of  the  promoters  by  doing  what  they  always  do; 
if  they  can’t  they  shouldn’t.  Promoters  survive, 
though,  like  leeches,  by  sucking  the  life-blood 
from  the  system.  Ad  men  do  contribute  some- 
thing to  the  system,  though  what  they  contribute 
is  not  always  proportional  to  the  cost.  Pro- 
moters, on  the  other  hand,  contribute  only  to 
their  own  well-being,  and,  if  they  have  a family, 
theirs — which  I guess  is  something;  it  at  least 
keeps  them  in  shoes  and  so  on.  (I  was  about  to 
say  off  the  streets,  but  I guess  one  shouldn’t  count 
on  that.) 

So  don’t  be  offended  when  I refuse  to  recognize 
PBX  Operators’  Day  or  Secretaries’  Day  or  Ditch- 
diggers’  Day  or  whatever  day  happens  to  turn  you 
on.  I didn’t  celebrate  Doctors’  Day  either,  when 
Administration  in  the  hospital  where  I work  felt 
impelled,  in  honor  of  the  occasion,  I’m  sure,  and 
not  of  the  doctors,  protestations  to  the  contrary 
notwithstanding,  to  pin  a yellow  carnation  with  a 
banner  proclaiming  Doctors'  Day  on  every  doctor 
that  happened  by  (I  wonder  if  the  color  was  of 
significance),  and  erect  a poster  in  the  doctors’ 
lounge  proclaiming,  “We  appreciate  our  doctors.” 
There  are  many  much  better  ways  than  that  to  show 
it;  so  do  it,  say  I.  I found  that  one  the  most  offen- 
sive special  day  of  them  all. 

So  whenever  you  happen  to  wonder  how  it 
came  about  that  pipefitters  were  given  a special 
day  through  a special  proclamation  by  the  gov- 
ernor, remember  your  friendly  curmudgeon,  who 
at  the  time  you  thought  anything  but  friendly. 
And  just  so  the  celebration  of  my  birthday  won’t 
seem  unseemly,  I,  like  Jack  Benny,  am  on  per- 
manent hold  at  39,  even  if  it  costs  me  my  Medi- 
care. 

J.B.T. 
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Somethin’  Maybe  Gon’  Getcha — 
An’  Maybe  Not! 

I have  always  operated  under  the  assumption 
that  disaster  lurks  around  every  corner.  That  way 
one  is  less  likely  to  be  caught  napping.  On  the 
other  hand,  if  one  is  to  avoid  a completely  jaun- 
diced view  of  the  world,  one  has  to  be  prepared 
for  all  the  delights  lurking  about  out  there  as  well, 
because  a lot  of  them  are,  maybe  even  more  than 
disasters. 

The  other  evening  I left  my  office  on  the  way 
home  in  a rainstorm.  I never  found  out  why,  but 
somewhere  ahead  of  me  the  flow  of  traffic  had 
clotted,  and  I spent  the  next  25  minutes  going 
about  a half  of  a mile,  which  was  where  my  turn- 
off is.  A minor  disaster  of  sorts,  one  might  say. 
It  was  just  about  sunset. 

Several  years  ago  a cruise  ship  I was  on  put  in 
at  Villefranche,  on  the  Mediterranean  coast  of 
France  a short  distance  east  of  Nice.  Having  been 
stationed  near  there  shortly  after  World  War  II, 
having  visited  Nice  on  a number  of  occasions,  and 
having  some  fond  memories  of  its  Negresco  Ho- 
tel (still  a splendidly  refurbished  landmark),  I 
decided  to  take  the  proffered  tour  bus  into  Nice 
for  old  times’  sake.  The  ship  was  anchored,  not 
tied  up;  it  was  raining,  the  wind  was  blowing,  and 
the  sky  was  dark  overhead.  The  tender  we  rode 
to  shore  in,  once  we  were  finally  able  to  board 
it,  bobbed  about  like  a cork,  and  by  the  time  we 
reached  the  dock  several  of  our  number  were  de- 
cidedly unwell.  Minor — or  maybe  for  a few,  ma- 
jor— disaster. 

I walked  along  the  streets  of  Nice,  mostly  in 
the  rain,  seeing  mostly  things  that  hadn’t  been 
there  before — until  I reached  the  waterfront  es- 
planade. There  everything  was  just  as  I remem- 
bered it,  Negresco,  seawall,  beach,  and  all.  After 
a brief  tour  around  the  hotel’s  magnificent  public 
rooms,  and  a brief  respite  in  the  famous  (at  least 
to  me)  bar,  where  I had  a glass  (expensive)  of 
wine  for  old  times’  sake,  and  mine,  I headed  out 
for  a walk  along  the  esplanade.  It  was  about  sun- 
set, and  it  had  quit  raining.  The  sky  was  still 
heavy,  though,  with  dense,  black  clouds  except 
for  a narrow  band  of  golden  sky  along  the  west- 
ern horizon.  Even  as  I looked,  the  sky  and 
everything  about  me  caught  fire;  behind  me  as  I 
turned  I discovered  a gorgeous  rainbow  pasted 
on  a billowy  black  and  gray  backdrop. 

The  colors  slowly  changed  to  deep  orange  to 
red  and  gradually  faded  to  dusk  over  the  next  20 


or  30  minutes  or  so  as  I walked  along  the  water- 
front, and  shot  up  a couple  of  rolls  of  film  in 
what  turned  out  to  be  a futile  effort  at  capturing 
nature’s  grandeur.  Though  amongst  those  pho- 
tographs are  some  of  the  most  gorgeous  I ever 
shot,  they  fell  far  short  of  the  real  thing. 

As  traffic  crept  at  a snail’s  pace,  or  less,  along 
West  End  Avenue  the  other  evening,  and  I had 
resigned  myself  to  a long  wait,  along  the  western 
horizon  ahead  of  me  a rent  appeared  that  slowly 
turned  itself  and  everything  around  it — and  me — 
to  pure  gold.  In  my  rearview  mirror  I caught  a 
glimpse  of  a gorgeous  rainbow;  the  flow  of  traf- 
fic— or  lack  of  it — being  what  it  was,  I had  plen- 
ty of  opportunity  to  enjoy  it  before  the  rent 
healed  itself,  everything  went  black,  and,  turning 
off  the  obstructed  artery,  I picked  up  speed  and 
went  home. 

Some  disasters!  At  the  same  time,  though,  one 
has  to  recognize  that  at  the  head  of  the  pack  there 
was  likely  someone  disinclined,  or  perhaps  un- 
able, to  appreciate  the  finer  points  of  the  situa- 
tion. 

J.B.T. 


Unclass  Action 

To  the  Editor: 

I am  writing  in  response  to  your  editorial,  “Class 
Action”  in  the  March  issue  of  the  Journal  ( J Tenn  Med 
Assoc  82:152-153,  1989).  This  letter  is  more  of  an  ad- 
dendum than  a rebuttal. 

I agree  wholeheartedly  with  everything  you  said, 
but  there  are  a few  feelings  I have  in  addition  to  yours 
that  physicians  should  consider.  Not  only  is  it  impera- 
tive that  in  this  day  and  age  physicians  maintain  close 
ties  with  one  another  within  organizations  such  as 
county  medical  societies  and  auxiliary  hospital  staff  or- 
ganizations, but  I believe  it  is  equally  important  that 
physicians  adhere  to  certain  moral  and  ethical  stand- 
ards, which  seemed  to  have  slipped  considerably  in  the 
last  10  to  20  years,  as  competition  has  increased  be- 
tween both  hospitals  and  physicians. 

There  comes  a point  when  physicians  must  put 
aside  considerations  of  competition  among  themselves 
and  financial  gain  in  order  to  promote  patient  care  and 
the  control  of  our  own  destinies.  From  what  I have 
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seen,  the  short  term  greed  of  some  physicians  is  going 
to  lead  to  long  term  financial  instability  for  the  major- 
ity. In  one  situation  there  has  been  competition  be- 
tween hospitals  that  has  resulted  in  instability  within 
the  medical  community.  Not  only  has  this  instability 
come  from  physicians  not  being  organized  and  not  co- 
operative among  themselves,  but  also  because  the 
medical  community  is  rife  with  petty  jealousies.  In  their 
rush  to  make  as  much  money  as  possible  through 
whatever  means  possible,  several  physicians  have  put 
themselves  in  very  compromising  positions  vis-a-vis  the 
hospital  administration  by  accepting  financial  favors 
from  the  administration.  The  bottom  line  is  that 
whoever  controls  the  purse  strings  will  control  the 
method  and  location  of  a physician’s  practice. 

Recruited  physicians  are  guaranteed  a salary  in- 
come. This  is  a very  common  practice,  but  it  has  been 
taken  a few  steps  further  by  the  paying  of  the  salaries 
of  new  partners  in  already  established  practices,  in  or- 
der to  draw  their  patients  into  a particular  hospital; 
the  employment  of  wives  of  physicians  within  the  hos- 
pital in  positions  for  which  they  are  untrained  at  sal- 
aries much  higher  than  those  normally  paid  for  such 
services;  and  providing  funds  for  cars,  vacations  as  well 
as  building  offices  for  the  physicians,  and  buying  old 
offices  at  much  higher  than  market  value  in  order  to 


move  physicians  into  a particular  hospital. 

All  of  these  things  can  mean  only  that  physicians 
can  be  bought,  and  some  of  them  are  being  bought 
quite  cheaply.  Unfortunately,  the  result  of  all  of  this 
is  that  physicians  are  no  longer  independent.  Another 
party  is  able  to  tell  them  what  to  do,  where  to  do  it, 
and  when  to  do  it,  and  the  people  who  ultimately  pay 
for  this  are  not  only  the  physicians  themselves  but  the 
patients  through  higher  cost  of  medical  care  that  the 
hospitals  have  to  charge  to  recoup  these  expenditures. 

This  also  decreases  the  quality  of  care  because  of 
the  friction  created  among  the  physicians.  I think  the 
administrators  are  very  clever  in  their  abilities  to  ma- 
nipulate physicians.  Also  by  bringing  competing  spe- 
cialists in  and  controlling  physicians  financially  by  cov- 
ering up  impaired  physicians’  problems  with  the  vague 
threat  of  exposure  if  they  don’t  cooperate,  these  ad- 
ministrators are  keeping  physicians  very  busy  attack- 
ing one  another,  thereby  keeping  the  attention  of 
practitioners  directed  away  from  the  manipulation  by 
the  administrators  themselves. 

Jack  A.  Coleman,  Jr.,  M.D. 

Department  of  Otolaryngology 
Vanderbilt  University  Medical  Center 
S-6441  Medical  Center  North 
Nashville,  TN  37232-2559 


TMA  Members  Receive  AMA  Physician's  Recognition  Award 

The  following  TMA  members  qualified  for  the  AMA  Physician’s  Recognition  Award  during  March 
1989.  This  list,  supplied  by  the  AMA,  does  not  include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate,  valid  for  one,  two,  or  three  years.  For  the  one-year 
award,  physicians  report  50  hours  of  continuing  medical  education,  including  20  hours  of  Category  1; 
for  the  two-year  award,  physicians  report  100  hours  of  CME,  including  40  hours  of  Category  1;  for 
the  three-year  award,  physicians  report  150  hours  of  CME,  60  of  which  are  Category  1. 


David  D.  Alfery,  M.D.,  Nashville 

Vinita  Anand,  M.D. , Nashville 

Joe  P.  Anderson,  M.D.,  Memphis 

John  A.  Anderson,  III,  M.D.,  Tullahoma 

Coleman  L.  Arnold,  M.D.,  Chattanooga 

Richard  L.  Bilbrey,  M.D.,  Crossville 

William  A.  Bryant,  M.D.,  Woodbury 

James  A.  Burdette,  M.D.,  Lenoir  City 

Winston  C.  Clark,  M.D.,  Memphis 

Sue  C.  Cox,  M.D.,  Chattanooga 

Andrew  S.  Edgar,  Sr.,  M.D.,  Nashville 

Byron  W.  Frizzell,  M.D.,  Johnson  City 

Morris  L.  Gavant,  M.D.,  Memphis 

Lewis  W.  George,  M.D.,  Memphis 

Clarence  E.  Goulding,  III,  M.D.,  Johnson  City 

James  M.  Grisolano,  M.D.,  Cookeville 

James  M.  Hamlett,  III,  M.D.,  Memphis 

Jamshed  U.  Haq,  M.D.,  Knoxville 

Paul  D.  Hartzheim,  M.D.,  Springfield 

Patricia  J.  Hicks,  M.D.,  Nashville 

Paul  W.  Hoffmann,  M.D.,  Maryville 

Tom  N.  Humphrey,  M.D.,  Selmer 

Jerry  K.  Humphreys,  M.D.,  Mt.  Juliet 

Gilbert  L.  Hyde,  M.D.,  Knoxville 

Henry  S.  Jennings,  M.D.,  Nashville 

Charles  W.  Kimsey,  M.D.,  Chattanooga 


Donald  R.  Lechler,  M.D.,  Chattanooga 
Robert  J.  Linn,  M.D.,  Nashville 
Frank  H.  Lowry,  M.D.,  Madisonville 
Rogelio  D.  Martinez,  M.D.,  Nashville 
Michael  A.  McAdoo,  M.D.,  Milan 
Kenneth  L.  Moore,  M.D.,  Columbia 
Mark  S.  Mumford,  M.D. , Knoxville 
Harrell  Odom,  III,  M.D.,  Nashville 
Warren  R.  Patterson,  M.D.,  Nashville 
Howard  C.  Pomeroy,  M.D.,  Nashville 
Warren  G.  Reed,  M.D.,  Knoxville 
Thomas  V.  Roe,  M.D.,  Savannah 
Ronald  S.  Roney,  M.D.,  Memphis 
Sol  A.  Rosenblum,  M.D.,  Nashville 
James  D.  Rucker,  M.D.,  Germantown 
Mary  B.  Sentef,  M.D.,  Crossville 
Michael  B.  Seshul,  M.D.,  Nashville 
William  N.  Smith,  M.D. , New  Tazewell 
Lawrence  C.  Swan,  M.D.,  Cleveland 
Viston  Taylor,  Jr.,  M.D.,  So.  Pittsburg- 
Miriam  B.  Tedder,  M.D.,  Harriman 
Arthur  W.  Walker,  M.D.,  Waverly 
John  J.  Warner,  M.D.,  Nashville 
Carl  D.  Yates,  M.D.,  Chattanooga 
George  G.  Young,  M.D.,  Chattanooga 
Cynthia  C.  Youree,  M.D.,  Brentwood 
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Glenn  M.  Clark,  age  72.  Died  May  18,  1989.  Graduate 
of  University  of  Colorado  School  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 

Fred  A.  Goldberg,  age  78.  Died  February  21,  1989. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Bernard  M.  Zussman,  age  82.  Died  April  8,  1989. 
Graduate  of  New  York  University  School  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical  So- 
ciety. 


pcf/onol  new/ 


L.  Dean  Knoll,  M.D.,  Nashville,  has  been  certified  as 
a diplomate  of  the  American  Board  of  Urology. 

Lawrence  R.  Nickell,  M.D.,  Columbia,  has  received 
an  Outstanding  Service  Award  from  the  Tennessee 
Radiological  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Richard  P.  Armstrong,  M.D.,  Chattanooga 
John  T.  Johnston,  M.D.,  Chattanooga 
Kenneth  D.  Ragan,  M.D.,  Chattanooga 
Mark  A.  Talley,  M.D.,  Chattanooga 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Ralph  M.  Bard,  M.D.,  Tullahoma 

DEKALB  COUNTY  MEDICAL  SOCIETY 

William  D.  Young,  M.D.,  Smithville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Richard  Aeberly,  M.D.,  Knoxville 
Charles  Brooks,  M.D.,  Knoxville 
Phillip  R.  Mitchell,  M.D.,  Knoxville 


NASHVILLE  ACADEMY  OF  MEDICINE 

(Students) 

Loren  Heilweil,  Nashville 
Todd  R.  Wilcox,  Nashville 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Stephen  K.  Wilson,  M.D.,  Johnson  City 


announcement/ 


Aug.  2-6 

CALENDAR  OF  MEETINGS 

NATIONAL 

American  Association  of  Medical  Society 

Aug.  12-16 

Executives — Marriott,  San  Diego 
Association  of  Medical  Illustrators — The 

Aug.  13-17 

Fairmont,  Dallas 

American  Society  of  Pharmacology  and  Ex- 

Sept. 6-9 

perimental  Therapeutics — Salt  Palace,  Salt 
Lake  City 

American  Thyroid  Association — Hyatt,  San 

Sept.  7-10 

Francisco 

American  Academy  of  Cosmetic  Surgery  and 

Sept.  12-15 

the  American  Society  of  Liposuction  Sur- 
gery— Houston 

American  Group  Practice  Association — 

Sept.  13-16 

Hyatt  Regency  Capitol  Hill,  Washington, 
D.C. 

American  Society  for  Surgery  of  the  Hand — 

Sept.  13-17 

Convention  Center,  Seattle 

American  Association  of  Electromyography 

Sept.  18-21 

and  Electrodiagnosis — Shoreham,  Washing- 
ton, D.C. 

American  Academy  of  Family  Physicians — 

Sept.  21-23 

Bonaventure  Hotel,  Los  Angeles 
American  Academy  of  Facial  Plastic  and 

Sept.  21-23 

Reconstructive  Surgery — Hilton,  New  Or- 
leans 

American  Academy  of  Otolaryngic  Aller- 

Sept. 21-23 

gy — Convention  Center,  New  Orleans 
Association  of  American  Physicians  and 

Sept.  23 

Surgeons — Grosvenor  Resort,  Orlando 
American  Rhinologic  Society — New  Orle- 

Sept. 23-25 

ans 

American  College  of  Nutrition — Omni  In- 

Sept. 23-28 

ternational,  Norfolk,  Va. 

Society  of  Uroradiology — Intercontinental 

Sept.  24-27 

Hotel,  Hilton  Head,  S.C. 

American  Neurological  Association — Sher- 

Sept. 24-28 

aton,  New  Orleans 

American  Academy  of  Otolaryngology-Head 

Aug.  25-27 

and  Neck  Surgery — Hilton,  New  Orleans 

STATE 

Tennessee  Society  of  Anesthesiology,  Fall 

Scientific  Session — Bent  Creek  Resort,  Gat- 
linburg 
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The  Tennessee  Medical  Associatio: 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That's  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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Highlights  of  the  TMA  Board  of  Trustees  Meetings 

April  12  and  April  15,  1989 

The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  second  quarter  meetings  in  Nashville,  April  12  and  April  15,  1989. 


Committee  Appointments 


Committee  on  Drug  Education 
and  Evaluation 


Mid-South  Foundation  for 
Medical  Care 


Impaired  Physician  Committee 


Board  Positions  on  Resolutions 
Report  from  Equicor 

Contribution  for  Medicine’s 
Commemorative  Stone 

Annual  Washington  Trip 

Request  for  Funding  of  a 
Field  Representative 

Student  Delegate  Expenses 

Letter  from  Medicaid  re:  Fraud 
Investigations 

1988  Audit 

Recognition  of  Retiring 
Board  Members 

Board  Leadership 
Proposal  on  HMO  Regulations 


Referral  of  Resolutions  on 
HIV/AIDS 


THE  BOARD: 

(A  complete  listing  of  committee  appointments  is  published  elsewhere  in  this 
issue.) 

Appointed  members  to  the  new  special  Committee  on  Drug  Education  and 
Evaluation.  The  committee  will  serve  in  an  advisory  role  on  inappropriate  pre- 
scribing practices  and  the  scheduling  of  drugs  under  the  Tennessee  Drug  Con- 
trol Act;  it  will  also  advise  the  Medicaid  Formulary  Committee  and  the  Board 
of  Medical  Examiners. 

Received  a report  from  Dr.  Otis  Warr  on  proposed  regulations  for  denial  of 
payment  for  substandard  care.  Dr.  Warr  also  outlined  a new  “point  system” 
which  is  being  implemented  by  the  PRO. 

Voted  to  endorse  the  Impaired  Physician  Committee’s  plan  for  establishing  a 
group  of  approximately  20  physicians  across  the  state  to  serve  as  “Regional 
Aftercare  Monitors”  or  “RAM  Teams.”  These  physicians  will  share  responsi- 
bilities in  monitoring  the  aftercare  of  those  physicians  in  the  Impaired  Physi- 
cian Program. 

Adopted  positions  on  resolutions  submitted  to  the  TMA  House  of  Delegates. 

Received  a report  from  Dr.  Robert  M.  Zone,  Medical  Director,  Equicor  Med- 
icare Administration,  and  designated  the  Governmental  Medical  Services 
Committee  to  work  directly  with  Dr.  Zone  on  several  issues. 

Approved  a contribution  of  five  cents  per  TMA  member  for  the  restoration  of 
Medicine’s  Commemorative  Stone,  located  in  the  Washington  Monument. 

Established  a policy  of  reimbursing  expenses  for  a maximum  of  16  individuals 
for  attendance  at  the  annual  TMA  Washington  trip  and  congressional  visits. 

Denied  a request  from  the  Memphis-Shelby  County  Medical  Society  for  TMA 
to  share  expenses  for  a field  representative  in  Shelby  County. 

Voted  to  reimburse  the  Medical  Student  Section  delegate  and  alternate  dele- 
gate for  expenses  to  attend  TMA  Annual  Meeting. 

Received  a report  on  letters  sent  to  all  physicians  in  the  state  by  Medicaid 
regarding  fraud  investigations. 

Accepted  the  1988  Audit  Report. 

Recognized  Drs.  Mitchell,  Gerkin,  Galyon,  Canale,  and  Jordan  for  their  serv- 
ice to  TMA  as  members  of  the  Board  of  Trustees. 

Elected  Drs.  James  T.  Craig,  chairman  of  the  Board  of  Trustees;  John  R. 
Nelson,  Jr.,  vice-chairman;  Howard  L.  Salyer,  secretary-treasurer;  and  Mr.  L. 
Hadley  Williams,  assistant  secretary-treasurer. 

Referred  to  the  Legislative  Committee  a proposal  from  the  Governmental 
Medical  Services  Committee  for  establishing  TMA  policy  regarding  the  regu- 
lation of  health  maintenance  organizations. 

Referred  Resolution  No.  14-89  (TMA’s  Role  in  Mandatory  AIDS  Policies, 
which  was  adopted  as  amended  by  the  House  of  Delegates)  and  Resolution 
No.  20-89  (HIV  Testing  for  Protection  of  Health  Care  Workers)  to  the  Com- 
mittee on  HIV  Infection  and  AIDS  and  the  Legislative  Committee.  r T7 
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OFFICERS  AND  COMMITTEES  1989-1990 

Tennessee  Medical  Association 


OFFICERS  OF  THE  ASSOCIATION 

President 

President-Elect 

Vice-President  (East) 

Vice-President  (Middle) 

Vice-President  (West) 

Secretary-T  reasurer 

Speaker — House  of  Delegates 

Vice-Speaker — House  of  Delegates 


. . . . William  O.  Miller,  M.D. 

Knoxville 

Hamel  B.  Eason,  M.D. 

Memphis 

Jacob  T.  Bradsher,  Jr.,  M.D. 

Knoxville 

. . .Thurman  L.  Pedigo,  M.D. 

McMinnville 
. . Montie  E.  Smith,  Jr.,  M.D. 

Selmer 

. . . . Howard  L.  Salyer,  M.D. 

Nashville 

F.  Hammond  Cole,  Jr.,  M.D. 

Memphis 

. . . . George  H.  Wood,  M.D. 

Knoxville 


BOARD  OF  TRUSTEES 

R.  Benton  Adkins,  Jr.,  M.D Nashville 

Rex  A.  Amonette,  M.D Memphis 

Robert  E.  Bowers,  M.D Chattanooga 

F.  Hammond  Cole,  Jr.,  M.D Memphis 

James  T.  Craig,  Jr.,  M.D.,  Chairman Jackson 

Hamel  B.  Eason,  M.D Memphis 

William  O.  Miller,  M.D Knoxville 

John  R.  Nelson,  Jr.,  M.D.,  Vice-Chairman Knoxville 

Evelyn  B.  Ogle,  M.D Memphis 

Howard  L.  Salyer,  M.D Nashville 

Hal  S.  Stubbs,  M.D Bristol 

John  B.  Thomison,  M.D Nashville 

George  H.  Wood,  M.D Knoxville 

William  M.  Young,  M.D Fayetteville 


COUNCILORS 

First  District J.  Lawrence  Jayne,  Jr.,  M.D.,  Bristol 

Second  District Robert  M.  Overholt,  M.D.,  Knoxville 

Third  District John  F.  Boxell,  M.D.,  Chattanooga 

Fourth  District R.  Gary  Samples,  M.D.,  Cookeville 

Fifth  District Fred  Ralston,  Jr..  M.D.,  Fayetteville, 

Secretary 

Sixth  District Thomas  C.  Krueger,  M.D.,  Springfield 

Seventh  District Tom  R.  Duncan,  M.D.,  Columbia, 

Chairman 

Eighth  District Michael  A.  McAdoo,  M.D.,  Milan 

Ninth  District Kenneth  R.  Maloney,  M.D.,  Dyersburg 

Tenth  District Hugh  Francis,  Jr.,  M.D.,  Memphis 

DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 

Charles  E.  Allen,  M.D Johnson  City 

Thomas  K.  Ballard,  M.D Jackson 

John  S.  Derryberry,  M.D Shelbyville 

Hamel  B.  Eason,  M.D Memphis 

Allen  S.  Edmonson,  M.D.,  Chairman Memphis 

William  O.  Miller,  M.D Knoxville 

John  B.  Thomison,  M.D Nashville 

George  A.  Zirkle,  Jr.,  M.D Knoxville 


ALTERNATE  DELEGATES  TO  THE  AMA 

Robert  E.  Bowers,  M.D Chattanooga 

Hugh  Francis,  Jr.,  M.D Memphis 

Francis  W.  Gluck,  Jr.,  M.D Nashville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

Thurman  L.  Pedigo,  M.D McMinnville 

James  R.  Royal,  M.D Chattanooga 

Clarence  R.  Sanders,  M.D Gallatin 

A.  Roy  Tyrer,  Jr.,  M.D Memphis 

YOUNG  PHYSICIAN  SECTION  ALTERNATE  AND  DELEGATE 

Ann  H.  Price,  M.D.  (Delegate) Nashville 

Paul  D.  Parsons,  M.D.  (Alt.  Delegate) Franklin 


COMMITTEES  OF  THE  TMA  BOARD  OF  TRUSTEES 


EXECUTIVE  COMMITTEE 

William  O.  Miller,  M.D.,  Chairman Knoxville 

Hamel  B.  Eason,  M.D Memphis 

John  B.  Thomison,  M.D Nashville 

Howard  L.  Salyer,  M.D Nashville 

James  T.  Craig,  Jr.,  M.D Jackson 

FINANCE  COMMITTEE 

Howard  L.  Salyer,  M.D.,  Chairman Nashville 

William  M.  Young,  M.D Fayetteville 

Hal  S.  Stubbs,  M.D Bristol 

PUBLICATIONS  COMMITTEE 

John  B.  Thomison,  M.D.,  Chairman Nashville 

Oscar  M.  McCallum,  M.D Henderson 

Addison  B.  Scoville,  Jr.,  M.D Nashville 

COMMITTEE  ON  LONG  RANGE  PLANNING 

John  B.  Thomison,  M.D Nashville 

William  O.  Miller,  M.D Knoxville 

Hamel  B.  Eason,  M.D Memphis 

James  T.  Craig,  Jr.,  M.D Jackson 

Howard  L.  Salyer,  M.D Nashville 
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COMMITTEE  ON  EXHIBITS 

John  R.  Nelson,  Jr.,  M.D Knoxville 

TRAVEL  COMMITTEE 

John  B.  Thomison,  M.D Nashville 

William  O.  Miller,  M.D Knoxville 

Hamel  B.  Eason,  M.D Memphis 

TENNESSEE  MEDICARE  ACCESS  COMMITTEE 

Hamel  B.  Eason,  M.D Memphis 

Charles  W.  White,  M.D : Lexington 

M.  Douglas  Leahy,  M.D Knoxville 

Richard  T.  Light,  M.D Nashville 

William  O.  Miller,  M.D Knoxville 

James  M.  High,  M.D Madison 

Hays  Mitchell,  M.D Nashville 

ANNUAL  MEETING  COMMITTEE 

William  O.  Miller,  M.D Knoxville 

Hamel  B.  Eason,  M.D Memphis 

F.  Hammond  Cole,  Jr.,  M.D Memphis 

John  R.  Nelson,  Jr.,  M.D Knoxville 
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STANDING  COMMITTEES  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


COMMITTEE  ON  LEGISLATION 

Charles  W.  White,  M.D.,  Chairman Lexington 

James  M.  High,  M.D Madison 

James  C.  Bradshaw,  Jr..  M.D Lebanon 

Thurman  L.  Pedigo,  M.D McMinnville 

Allen  S.  Edmonson.  M.D Memphis 

Arden  J.  Butler,  Jr.,  M.D Ripley 

James  R.  Royal,  M.D Chattanooga 

David  G.  Gerkin,  M.D Knoxville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Richard  T.  Light,  M.D.  (Ex-Officio) Nashville 

Ralph  E.  Wesley,  M.D.  (Ex-Officio) Nashville 

Mrs.  Mickey  Griffith  (Ex-Officio) Nashville 

Mrs.  Bonnie  Hixson  (Ex-Officio) Signal  Mtn. 

Rex  A.  Amonette,  M.D. 

(Div.  Coordinator) Memphis 

Chairman  of  Four  Metropolitan  Societies’ 

Legislative  Committees 

H.  Victor  Braren,  M.D Nashville 

James  C.  Fleming,  M.D Memphis 

M.  Douglas  Leahy,  M.D '. Knoxville 

David  R.  Barnes,  M.D Chattanooga 

COMMITTEE  ON  GOVERNMENTAL  MEDICAL  SERVICES 

Eugene  W.  Fowinkle,  M.D.,  Chairman Nashville 

Bergein  F.  Overholt,  M.D Knoxville 

Hays  Mitchell,  M.D Nashville 

David  K.  Garriott,  M.D Kingsport 

Dee  J.  Canale,  M.D Memphis 

Arden  J.  Butler,  Jr.,  M.D Ripley 

Oscar  M.  McCallum,  M.D Henderson 

William  F.  Fleet,  Jr.,  M.D Goodlettsville 

Larry  M.  Faust,  M.D Clarksville 

Richard  T.  Light,  M.D.  (Ex-Officio) Nashville 

Rex  A.  Amonette,  M.D. 

(Div.  Coordinator) Memphis 

COMMITTEE  ON  CONSTITUTION  AND  BYLAWS 

John  H.  Burkhart,  M.D.,  Chairman Knoxville 

R.  Leslie  Hargrove,  M.D Knoxville 

Henry  P.  Pendergrass.  M.D Nashville 

David  R.  Yates,  M.D Hermitage 

F.  Hammond  Cole,  Jr.,  M.D Memphis 

C.  Eugene  Jabbour,  M.D Memphis 

PEER  REVIEW  COMMITTEE 

Thomas  K.  Ballard,  M.D.,  Chairman Jackson 

Clarence  R.  Sanders,  M.D Gallatin 

James  R.  Royal,  M.D Chattanooga 

James  T.  Galyon,  M.D Memphis 

John  B.  Thomison,  M.D Nashville 

James  T.  Craig,  Jr.,  M.D. 

(Div.  Coordinator) Jackson 

COMMITTEE  ON  COMMUNICATIONS  AND  PUBLIC  SERVICE 

Robert  E.  Bowers,  M.D.,  Chairman Chattanooga 

Alfred  P.  Rogers,  M.D Chattanooga 

A.  Bernard  Kliefoth,  III,  M.D Knoxville 

L.  D.  Strader,  Jr.,  M.D Bristol 

Charles  E.  White,  M.D Memphis 

Eugene  J.  Spiotta,  Jr.,  M.D Memphis 

James  T.  Craig,  Jr.,  M.D Jackson 

Fred  Ralston,  Jr.,  M.D Fayetteville 

John  W.  Lamb,  M.D Nashville 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator) Fayetteville 

INTERPROFESSIONAL  LIAISON  COMMITTEE 

Thomas  K.  Ballard,  M.D.,  Chairman Jackson 

James  A.  Moore,  M.D Memphis 

John  P.  Nash,  M.D Memphis 


Joseph  B.  Moon,  M.D Knoxville 

Hays  Mitchell,  M.D Nashville 

Duane  C.  Budd,  M.D Johnson  City 

Melborne  A.  Williams,  M.D Nashville 

Henry  P.  Pendergrass,  M.D Nashville 

Charles  E.  Jordan,  III,  M.D Cookeville 

Richard  T.  Light,  M.D.  (Ex-Officio) Nashville 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator) Chattanooga 

IMPAIRED  PHYSICIAN  PEER  REVIEW  COMMITTEE 

Charles  B.  Thorne,  M.D.,  Chairman Nashville 

Howard  W.  Thomas,  M.D Savannah 

Parks  W.  Walker,  Jr.,  M.D Memphis 

Kenneth  Tullis,  M.D Memphis 

Robert  W.  Booher,  M.D Knoxville 

David  G.  Gerkin,  M.D Knoxville 

John  W.  Adams,  Jr.,  M.D Chattanooga 

A.  Glenn  Kennedy,  M.D Knoxville 

Ben  D.  Hall,  M.D Johnson  City 

Paul  A.  Johnson,  M.D Nashville 

William  C.  Anderson,  M.D Nashville 

Thomas  B.  Miller,  M.D Madison 

David  T.  Dodd,  M.D.  (Medical  Director) Murfreesboro 

Mrs.  Gayanne  Burns  (Auxiliary  Rep.) Signal  Mtn. 

John  B.  Thomison,  M.D. 

(Div.  Coordinator) Nashville 

COMMITTEE  ON  CONTINUING  MEDICAL  EDUCATION 

Winston  P.  Caine,  Jr.,  M.D.,  Chairman Chattanooga 

Jefferson  Pennington,  M.D Nashville 

J.  Kelley  Avery,  M.D Nashville 

Charles  T.  Womack,  III,  M.D Cookeville 

Thomas  K.  Ballard,  M.D Jackson 

Daniel  R.  Ramey,  III,  M.D Memphis 

T.  James  Humphreys,  M.D Jackson 

Joseph  A.  Weinberg,  M.D Germantown 

William  P.  Grigsby,  M.D Kingsport 

Hal  S.  Stubbs,  M.D Bristol 

Joseph  W.  Harb,  M.D Knoxville 

Richard  J.  DePersio,  M.D Knoxville 

Jack  B.  McCallie,  M.D Chattanooga 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Howard  L.  Salyer,  M.D. 

(Div.  Coordinator) Nashville 


Representatives  of  Medical  Schools  and  Clinical  Education  Centers 
James  H.  Donnell,  M.D. — UTCEC.  Jackson 
E.  William  Rosenberg,  M.D. — UTCHS,  Memphis 
C.  Gordon  Peerman,  Jr.,  M.D. — Vanderbilt  University 
School  of  Medicine,  Nashville 


COMMITTEE  ON  HOSPITALS 

John  R.  Nelson,  Jr.,  M.D.,  Chairman Knoxville 

A.  Roy  Tyrer,  Jr.,  M.D Memphis 

William  L.  Moffatt,  III,  M.D Memphis 

John  R.  Morgan.  M.D Chattanooga 

Boyce  M.  Berry,  M.D Johnson  City 

George  H.  Wood,  M.D Knoxville 

George  R.  Mayfield,  Jr.,  M.D Columbia 

Mark  A.  Doyne,  M.D Nashville 

James  T.  Craig.  M.D. 

(Div.  Coordinator) Jackson 

COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

Oscar  M.  McCallum.  M.D.,  Chairman Henderson 

Sidney  L.  Bicknell,  M.D Jackson 

Frederick  D.  Slaughter,  M.D Bristol 

Winston  P.  Caine,  Jr.,  M.D Chattanooga 

Francis  W.  Gluck.  Jr.,  M.D Nashville 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

John  B.  Thomison,  M.D. 

(Div.  Coordinator) Nashville 
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SPECIAL  COMMITTEES  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


COMMITTEE  ON  BLOOD  BANKS  AND  MEDICAL  LABORATORIES 


Samuel  H.  Dillard,  Jr.,  M.D.,  Chairman Nashville 

Augustus  L.  Middleton,  M.D Jackson 

Michael  L.  Smith,  M.D Savannah 

Edward  P.  Scott,  M.D Memphis 

Frances  S.  Jones,  M.D Knoxville 

Jere  Ferguson,  M.D Bristol 

R.  Glenn  Hall,  M.D Cookeville 

John  B.  Thomison,  M.D. 

(Div.  Coordinator)  Nashville 

COMMITTEE  ON  RURAL  AND  COMMUNITY  HEALTH 

F.  Houston  Lowry,  M.D.,  Chairman Madisonville 

Joseph  L.  Willoughby,  M.D Franklin 

Joe  Raymond  Troop,  Jr.,  M.D McMinnville 

Melvin  L.  Blevins,  M.D Smithville 

Fred  Ralston,  Jr Fayetteville 

Forest  Lang,  M.D Johnson  City 

Lester  F.  Littell,  Jr.,  M.D Dayton 

John  S.  Burrell,  M.D Lake  City 

Hobart  H.  Beale,  M.D Martin 

John  D.  Lay,  M.D Savannah 

J.  Mack  Worthington,  M.D Memphis 

Edgar  L.  Scott,  Jr.,  M.D Chattanooga 

John  W.  Runyan,  Jr.,  M.D Memphis 

Fred  A.  Hurst,  M.D Knoxville 

Fredia  S.  Wadley,  M.D Nashville 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator) Chattanooga 


Consultants 

Hyram  Kitchen,  D.V.M.,  Ph.D. — Dean,  UT  College  of 
Veterinary  Medicine,  Knoxville 
M.  Lloyd  Downen,  Ph.D. — LIT  Agricultural  Extension 
Service,  Knoxville 

Kenneth  Cherry — Tennessee  Rural  Health  Improvement 
Association,  Columbia 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 


James  C.  Prose,  M.D.,  Chairman Knoxville 

R.  Phillip  Burns,  M.D Chattanooga 

James  H.  Creel,  Jr.,  M.D Chattanooga 

Jan  A.  DeWitt,  M.D Johnson  City 

Calvin  V.  Morgan,  Jr.,  M.D Johnson  City 

Kimball  I.  Maull,  M.D Knoxville 

Jerry  Devane,  M.D Cleveland 

Fred  R.  Knickerbocker,  M.D Bristol 

James  L.  Allen,  M.D Sweetwater 

Shawn  Gazaleh,  M.D Chattanooga 

Robert  Riley  Jones,  M.D Memphis 

Loren  A.  Crown,  M.D Memphis 

Thomas  A.  Russell,  M.D Memphis 

Daniel  J.  Scott,  Jr.,  M.D Memphis 

Jerry  D.  Peters,  M.D Jackson 

John  A.  Morris,  Jr.,  M.D Nashville 

R.  Benton  Adkins,  M.D Nashville 

Stephen  Schillig,  M.D Nashville 

John  B.  Thomison,  M.D. 

(Div.  Coordinator)  Nashville 

ADVISORY  COMMITTEE  TO  THE  TMA  AUXILIARY 

Jacob  T.  Bradsher,  M.D.,  Chairman Knoxville 

William  F.  Buchner,  M.D Chattanooga 

Kent  Kyger,  M.D Nashville 

Rex  A.  Amonette,  M.D Memphis 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator)  Chattanooga 

COMMITTEE  ON  HIV  INFECTION  AND  AIDS 

Dianne  Murphy,  M.D.,  Chairman Knoxville 

Douglas  L.  Bechard,  M.D Chattanooga 

Stephen  Felts,  M.D Hermitage 

William  Schaffner,  M.D Nashville 

John  W.  Lamb,  M.D Nashville 

Wahid  Hannah,  M.D Knoxville 


Richard  C.  Rose,  III,  M.D Knoxville 

J.  Kelly  Smith,  M.D Johnson  City 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator)  Chattanooga 

COMMITTEE  ON  MENTAL  HEALTH 

Kent  Kyger,  M.D.,  Chairman Nashville 

Lloyd  C.  Elam,  M.D Nashville 

Henry  B.  Brackin,  Jr.,  M.D Nashville 

Bradley  C.  Diner,  M.D Nashville 

Frederick  J.  Chapin,  M.D Cookeville 

Robert  T.  Spalding,  M.D Chattanooga 

William  C.  Greer,  M.D Chattanooga 

Kenneth  B.  Carpenter,  M.D Knoxville 

Harold  M.  West,  M.D Memphis 

Harris  L.  Smith,  M.D Jackson 

William  B.  Daniels,  Jr.,  M.D Memphis 

John  B.  Thomison,  M.D. 

(Div.  Coordinator)  Nashville 


Consultant 

Eric  Taylor — Commissioner,  Tennessee  Department 
of  Mental  Health  and  Mental  Retardation 


COMMITTEE  ON  MEDICINE  AND  RELIGION 

Alfred  P.  Rogers,  M.D.,  Chairman Chattanooga 

John  J.  Ingram,  III,  M.D Maryville 

Doran  D.  Edwards,  M.D Nashville 

Ted  W.  Hill,  M.D Gallatin 

William  R.  Mitchum,  M.D Memphis 

Robert  P.  N.  Shearin,  M.D Memphis 

James  H.  Donnell,  M.D Jackson 

M.  David  Stockton,  M.D Sewanee 

Mrs.  Mickey  Griffith  (Auxiliary  Rep.) Nashville 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator)  Chattanooga 

COMMITTEE  ON  MATERNAL  AND  CHILD  CARE 

John  W.  Chambers,  M.D.,  Chairman Cleveland 

Herbert  A.  Taylor,  III,  M.D Memphis 

E.  Louise  Pinson,  M.D Memphis 

Diane  M.  Long,  M.D Memphis 

Jesse  C.  Woodall,  M.D Memphis 

Bruce  E.  Walker,  M.D Knoxville 

Lewis  F.  Cosby,  Jr.,  M.D Johnson  City 

Samuel  S.  Binder,  M.D Chattanooga 

Joseph  V.  Lavecchia,  Jr.,  M.D Chattanooga 

R.  Gary  Samples,  M.D Cookeville 

Charles  N.  Spencer,  M.D Gallatin 

B.  K.  Hibbitt,  III,  M.D Thompson  Station 

James  C.  Hudgins,  Jr.  M.D Lawrenceburg 

William  M.  Young,  M.D Fayetteville 

Fredia  S.  Wadley,  M.D Nashville 

John  B.  Thomison,  M.D. 

(Div.  Coordinator)  Nashville 

GERIATRICS  COMMITTEE 

James  A.  Greene,  M.D.,  Chairman Knoxville 

Richard  T.  Light,  M.D Nashville 

Joseph  L.  Willoughby,  M.D Franklin 

Richard  G.  Lane,  M.D Franklin 

Ira  S.  Pierce,  Jr.,  M.D Knoxville 

Jacqueline  J.  Lloyd,  M.D Johnson  City 

John  T.  Moore,  Jr.,  M.D Algood 

Robert  T.  Tucker,  Jr.,  M.D Jackson 

Charles  L.  Clarke,  M.D Memphis 

John  B.  Thomison,  M.D. 

(Div.  Coordinator)  Nashville 


Consultants 

E.  Conrad  Shackleford,  Jr.,  M.D.,  Hendersonville 
Judy  Powell,  R.N.,  National  Health  Corp.,  Murfreesboro 
Richard  Sadler — Executive  Director,  Tennessee  Health  Care 
Association,  Nashville 
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COMMITTEE  ON  DRUG  EDUCATION  AND  EVALUATION 


Fred  A.  Hurst,  M.D Knoxville 

E.  Harris  Pierce,  M.D Cleveland 

James  M.  High,  M.D Madison 

William  C.  Anderson,  M.D Nashville 

Charles  W.  White,  M.D Lexington 

David  L.  Cunningham,  M.D Memphis 

David  T.  Dodd,  M.D.  (Medical  Director) Murfreesboro 

Howard  L.  Salyer,  M.D. 

(Div.  Coordinator)  Nashville 

MEDICAL  PRACTICE  COMMITTEE 

Duane  C.  Budd,  M.D.,  Chairman Johnson  City 

Arden  J.  Butler,  Jr.,  M.D Ripley 

James  C.  Fleming,  M.D Memphis 

Lawrence  G.  Gardner,  Jr.,  M.D Memphis 

Richard  G.  Lane,  M.D Franklin 

Thurman  L.  Pedigo,  M.D McMinnville 

Robert  E.  Bowers,  M.D Chattanooga 

John  R.  Nelson,  Jr.,  M.D Knoxville 

James  T.  Craig,  Jr.,  M.D. 

(Div.  Coordinator) Jackson 

PRIMARY  CARE  LIAISON  COMMITTEE 

Hays  Mitchell,  M.D.,  Chairman Nashville 

James  W.  Hays,  M.D Nashville 

Richard  T.  Light,  M.D Nashville 

E.  Conrad  Shackleford,  M.D Hendersonville 

Norman  L.  Henderson,  M.D Lawrenceburg 

John  O.  Williams,  Jr.,  M.D Mt.  Pleasant 

David  G.  Doane,  M.D Johnson  City 

Alfred  D.  Beasley,  M.D Knoxville 

John  Chambers,  M.D Cleveland 

Hamel  B.  Eason,  M.D Memphis 

James  H.  Donnell,  M.D Jackson 

James  T.  Craig,  Jr. , M.D. 

(Div.  Coordinator) Jackson 


Division  Coordinators  are  members  of  the  Board  of  Trustees  as- 
signed to  oversee  the  activities  of  the  respective  committees. 


TENNESSEE  MEDICAL  ASSOCIATION 
STUDENT  EDUCATION  FUND 

Board  of  Directors 


Charles  E.  Allen,  M.D.,  President Johnson  City 

Allen  S.  Boyd,  Jr.,  M.D.,  Vice-President Memphis 

Robert  L.  Chalfant,  M.D.,  Secretary-Treasurer.  . . . Nashville 

Patrick  J.  Murphy,  M.D Memphis 

Billy  J.  Allen,  M.D Ooltewah 

Ronald  C.  Pack,  M.D Knoxville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

William  Hickerson,  M.D Memphis 

James  T.  Craig,  Jr.,  M.D.  (Ex-Officio) Jackson 

John  H.  Burkhart,  M.D.  (Consultant) Knoxville 


INDEPENDENT  MEDICINE’S  POLITICAL 
ACTION  COMMITTEE— TENNESSEE 

Board  of  Directors 


First  District Nat  E.  Hyder,  Jr.,  M.D.  (Johnson  City) 

Second  District David  G.  Gerkin,  M.D.  (Knoxville) 

Third  District David  R.  Barnes,  M.D.  (Chattanooga) 

Fourth  District Virgil  H.  Crowder,  Jr.,  M.D. 

(Lawrenceburg) 

Fifth  District Ralph  E.  Wesley,  M.D.  (Nashville) 

Secretary- Treasurer 

Sixth  District Will  G.  Quarles,  Jr.,  M.D.  (Livingston) 

Seventh  District Charles  W.  White,  M.D.  (Lexington) 

Eighth  District James  T.  Craig.  Jr.,  M.D.  (Jackson) 

Ninth  District Robert  D.  Kirkpatrick,  M.D.  (Memphis) 

Chairman 

Representing  the 

TMA  Auxiliary Mrs.  Debbie  Godwin  (Knoxville) 


GOVERNING  COUNCILS 
HOUSE  OF  DELEGATES  SECTIONS 

Hospital  Medical  Staff  Section 


Chairman Peter  L.  Ballenger,  M.D.  (Memphis) 

Vice-Chairman John  R.  Nelson,  Jr.,  M.D.  (Knoxville) 

Secretary Eugene  Wolcott,  M.D.  (Lewisburg) 

TMA  Delegate Don  Gaines,  M.D.  (Nashville) 

TMA  Alt.  Delegate William  Tyler,  M.D.  (Knoxville) 

Member-at-Large  . . . Elijah  H.  Dudney,  M.D.  (Gainesboro) 
Member-at-Large D.  Nelson  Gwaltney,  M.D.  (Bristol) 

Young  Physician  Section 

Chairman Paul  Parsons,  M.D.  (Franklin) 

Vice-Chairman Fred  Ralston,  Jr.,  M.D.  (Fayetteville) 

Secretary David  Donahue,  M.D.  (Memphis) 

AMA  Delegate Ann  H.  Price,  M.D.  (Nashville) 

AMA  Alt.  Delegate Paul  Parsons,  M.D.  (Franklin) 

East  Tenn.  Rep Gerald  L.  Manceoo,  M.D.  (Knoxville) 

Middle  Tenn.  Rep Larimore  Warren,  M.D.  (Lebanon) 

Board  Liaison Howard  L.  Salyer,  M.D.  (Nashville) 


Medical  Student  Section 


Chairman Tom  Thompson  (Memphis) 

Vice-Chairman David  Stallard  (Nashville) 

Secretary Bill  Block  (Johnson  City) 

TMA  Delegate Stephanie  Johnson  (Nashville) 

TMA  Alt.  Delegate Pam  Ralph  (Nashville) 

Member-at-Large Mark  Woodard  (Johnson  City) 

Member-at-Large Marsha  Anderson  (Memphis) 

Board  Liaison Evelyn  Ogle,  M.D.  (Memphis) 
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COMPONENT  SOCIETIES— 1989-1990  OFFICERS 

Tennessee  Medical  Association 


BEDFORD 

Pres. — Pamela  G.  Standard.  M.D.,  Shelbyville 
Secy. — Sue  P.W.  Johnson,  M.D. 

841  Union  St.,  Shelbyville  37160 

BENTON-HUMPHREYS 

Pres. — Robert  I.  Bourne.  Jr.,  M.D.,  Camden 
Secy. — Subhi  D.  Ali.  M.D. 

P.O.  Box  786.  Waverly  37185 

BLOUNT 

Pres. — Marvin  Beard,  M.D.,  Maryville 
Secy. — Robert  Potter,  M.D. 

807  Hamilton  St.,  Alcoa  37701 

BRADLEY 

Pres. — James  P.  Stone,  M.D.,  Cleveland 
Secy. — Michael  A.  Daubner,  M.D. 

2301  N.  Ocoee  St.,  Cleveland  37311 

BUFFALO  RIVER  VALLEY 

Pres. — Virinder  Anand,  M.D.,  Hohenwald 
Secy. — Parker  D.  Elrod,  M.D. 

P.O.  Box  277,  Centerville  37033 

CAMPBELL 

Pres. — Elijah  G.  Cline,  Jr.,  M.D.,  LaFollette 
Secy. — Lee  J.  Seargeant,  Jr.,  M.D 
P.O.  Box  1381,  LaFollette  37766 

CARTER 

Pres. — Edgar  E.  Perry,  M.D.,  Elizabethton 
Secy. — Richard  G.  Gallaher,  M.D.,  Elizabethton 
Exec.  Secv. — Evelvn  Dugger 
901  W.  G St.,  Elizabethton  37643 

CHATTANOOGA-HAMILTON 

Pres. — John  F.  Boxell,  M.D.,  Chattanooga 
Secy. — David  R.  Barnes.  M.D.,  Chattanooga 
Exec.  Dir. — Andrew  McGill 
1917  E.  Third  St.,  Chattanooga  37404 

COCKE 

Pres. — Thomas  W.  Conway,  M.D.,  Newport 
Secv. — Wesley  V.  Eastridge,  M.D. 

P.O.  Box  608,  Newport  37821 

COFFEE 

Pres. — Glenn  A.  Davis,  M.D.,  Manchester 
Secy. — Allen  R.  Craig,  M.D. 

1803  N.  Jackson,  Tullahoma  37388 

CONSOLIDATED 

Pres. — James  T.  Craig,  Jr.,  M.D.,  Jackson 
Secy. — Ricky  A.  Smith,  M D. 

616  W.  Forest  Ave.,  Jackson  38301 

CUMBERLAND 

Pres. — Beatrice  L.  Durham,  M.D.,  Crossville 
Secy. — Christopher  M.  Bell,  M.D. 

108  Hayes  St.,  Crossville  38555 

Dekalb 

Pres. — Kenneth  H.  Abbott.  II,  M.D.,  Smithville 
Secy. — Melvin  L.  Blevins,  M.D 
P.O.  Box  667,  Smithville  37166 

DICKSON 

Pres. — Robert  W.  Orgain,  M.D.,  Dickson 
Secy. — Rolland  E.  Luplow,  M.D. 

Ill  Hwy.  70  East,  Dickson  37055 

FENTRESS 

Secy. — Baley  F.  Allred,  M.D. 

P.O.  Box  40,  Jamestown  38556 

FRANKLIN 

Pres. — Patrick  Greer,  M.D.,  Winchester 
Secy. — Walter  J.  Boyanton,  M.D. 

308  N.  Main  St.,  Estill  Springs  37330 

GILES 

Secy. — Robert  B Agee,  M.D. 

215  Cedar  Lane,  Pulaski  38478 


GREENE 

Pres. — Michael  J.  Odell,  M.D.,  Greeneville 
Secy. — Elliott  B.  Smith,  Jr.,  M.D. 

904  Tusculum  Blvd.,  Greeneville  37743 

HARDIN 

Pres. — Malcolm  A.  Cox,  M.D.,  Savannah 
Secy. — John  D.  Lay,  M.D. 

2101  Wayne  Rd.,  Savannah  37372 

HAWKINS 

Pres. — Larry  H.  Elkins,  M.D.,  Rogersville 
Secy. — Francis  Goyeau,  M.D. 

201  W.  Main  St.,  Rogersville  37857 

HENRY 

Pres. — Roger  T.  Swanson,  M.D.,  Paris 
Secv. — Glenn  S.  Garrett,  M.D. 

P.O.  Box  489,  Paris  38242 

JACKSON 

Pres. — E.M.  Dudney,  M.D. 

P.O.  Box  126.  Gainesboro  38562 

KNOXVILLE 

Pres. — Robert  N.  Montgomery,  M D.,  Knoxville 
Secy. — Leon  J.  Bogartz,  M.D.,  Knoxville 
Exec.  Secy. — Jane  Smith 
422  W.  Cumberland.  Knoxville  37902 

LAKEWAY 

Pres. — John  W.  Zirkle,  M.D.,  Jefferson  City 
Secy. — Michael  C.  Carver,  M.D. 

2504  Valley  Home  Rd.,  Morristown  37813 

LAWRENCE 

Pres. — Haresh  Khatri,  M.D.,  Lawrenceburg 
Secy. — Matthew  C.  Dobias,  M.D. 

Medical  Arts  Bldg.,  Lawrenceburg  38464 

LINCOLN 

Pres. — Warren  T.  Norman,  M.D.,  Fayetteville 
Secy. — Larry  W.  Barnes,  M.D. 

1797  Wilson  Pkwy,  Fayetteville  37334 

MACON 
(No  Report) 

MARSHALL 

Pres. — Joseph  F.  VonAlmen,  M.D.,  Lewisburg 
Secy. — Melvin  G.  Lewis,  M.D. 

P.O.  Box  2057,  Lewisburg  37091 

MAURY 

Pres. — William  N.  Jernigan,  M.D.,  Columbia 
Secy. — George  J.  Heard,  Jr.,  M.D 
Maury  County  Hospital.  Columbia  38401 

McMINN 

Pres. — Clyde  S.  Martin,  M.D.,  Athens 
Secy. — H.  Joseph  Holliday.  M.D. 

719  Cook  Dr.,  Athens  37303 

MEMPHIS-SHELBY 

Pres. — Richard  M.  Pearson,  M.D.,  Memphis 
Secy. — Reed  C.  Baskin,  M.D.,  Memphis 
Exec.  Vice  Pres. — Michael  Cates 

1067  Cresthaven  Rd.,  Memphis  38119 

MONROE 

Pres. — Paulus  Zee,  M.D.,  Sweetwater 
Secy. — Gary  W.  Killen,  M.D. 

202  N.  Church  St.,  Sweetwater  37874 

MONTGOMERY 

Pres. — Michael  S.  Hall,  M.D.,  Clarksville 
Secy. — Danny  W.  Futrell,  M.D.,  Clarksville 
Exec.  Secy. — Betty  Swaffer 
Memorial  Hospital.  Clarksville  37040 

NASHVILLE 

Pres. — Howard  L.  Salyer,  M.D.,  Nashville 
Secy. — R.  Benton  Adkins,  Jr.,  M.D.,  Nashville 
Exec.  Dir. — Margaret  Click 
205  23rd  Ave.  North,  Nashville  37203 


NORTHWEST 

Pres. — Joe  Hunt,  M.D. 

123  Westwood  Circle,  Ripley  38063 

OVERTON 

Pres. — Larry  M.  Mason,  M.D..  Byrdstown 
Exec.  Secy. — Joyce  Thomas 
315  Oak  St.,  Livingston  38570 

PUTNAM 

Pres. — James  M.  Grisolano,  M.D  , Cookeville 
Secy. — Donald  W.  Tansil,  M.D. 

585  N.  Pickard  Ave.,  Cookeville  38501 

ROANE-ANDERSON 

Pres. — Clifford  Posman,  M.D.,  Oak  Ridge 
Secy. — Thomas  C.  Caldwell,  Jr..  M.D.,  Oak  Ridge 
Exec.  Secy. — Silvia  Aliberti 
207  W.  Tennessee  Ave.,  Cookeville  37830 

ROBERTSON 

Pres. — Sarbjeet  S.  Kumar,  M.D.,  Springfield 
Secy. — Tommy  H.  Crunk,  M.D. 

900  Brown  St..  Springfield  37172 

RUTHERFORD/STONES  RIVER 

Pres. — David  L.  Hudson,  M.D.,  Murfreesboro 
Secy. — J.  Daniel  Rudd,  M.D. 

1255  N Highland  Ave.,  Murfreesboro  37130 

SCOTT 

Pres. — Thomas  K.  Hall,  M.D.,  Oneida 
Secy. — George  L.  Kline,  M.D. 

Alberta  Ave..  Oneida  37841 

SEVIER 

Pres. — Vincent  B.  Tolley,  M.D.,  Sevierville 
Secy. — John  C.  Jacobs,  Jr.,  M.D. 

507  Alderman  Rd.,  Sevierville  37862 

SMITH 

Pres. — Richard  T.  Rutherford,  M.D.,  Carthage 
Secy. — Hugh  E.  Green,  M.D. 

622  Jackson  Ave.,  Carthage  37030 

SULLIVAN 

Pres. — Jere  W.  Ferguson,  M.D.,  Bristol 
Secy. — William  D.  Smith,  M.D.,  Bristol 
Exec.  Secy. — Jan  Hagy 
350  Blountville  Hwy.,  #205,  Bristol  37620 

SUMNER 

Pres. — William  R.  Caldwell,  M.D.,  Gallatin 
Secv. — Haldon  W.  Hooper,  Sr.,  M.D. 

P.O.  Box  1798.  Gallatin  37066 

TIPTON 

Pres. — Jimmie  L.  Beasley,  M.D.,  Covington 
Secy. — Samuel  L.  Broffitt,  M.D. 

Box  351H,  Route  2,  Covington  38019 

WARREN 

Pres. — Wendell  McAbee,  M.D.,  McMinnville 
Secy. — Brian  C.  Beatty,  M.D. 

Sparta  Road,  McMinnville  37110 

WASHINGTON-UNICOI-JOHNSON 

Pres. — Daniel  J.  David.  M.D.,  Johnson  City 
Secy. — James  W.  Gibson,  Jr.,  M.D.,  Johnson  City 
Exec.  Secy. — Beatrice  Hudswell 
400  State  of  Franklin  Road,  Johnson  City  37601 

WHITE 

Pres. — Alan  Drake,  M.D.,  Sparta 
Secy. — George  T.  Wall.  M.D. 

White  County  Community  Hosp.,  Sparta  38583 

WILLIAMSON 

Pres. — Starling  C.  Evins,  M.D.,  Franklin 
Secy. — Elliot  Himmelfarb,  M.D 
P.O.  Box  745,  Franklin  37065 

WILSON 

Pres. — James  C.  Bradshaw,  Jr.,  M.D.,  Lebanon 
Secy. — George  C.  Martin,  M.D. 

433  Park  Ave.,  Lebanon  37087 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  soh 
diers  with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Farm 
ily  Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing  not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums,  or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals,  you  can  receive 
assignments  almost  anywhere 
in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive.  Tou’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation  and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Aj*my  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment  Counselor  for  more  information. 

ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BUILDING 
1407  UNION  AVENUE,  SUITE  702 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901 ) 725-5851 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 


394 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


joui nol  of  Hie 

tennc//ee 

medkcil  o/zockiHon 

OWNED  AND  PUBUSHED  BY  THE  ASSOCIATION 

AUGUST,  1989 
VOL.  82,  NO.  8 


Cryptococcal  Meningitis  Manifested  as 

Transient  Ischemic  Attacks 


JAMES  V.  FERGUSON,  M.D. 


Cryptococcosis  is  caused  by  the  nonmycelial 
budding  yeast  Cryptococcus  neof ormans.  There 
are  many  species  in  the  genus  Cryptococcus  but 
only  C.  neoformans  is  thought  to  be  pathogenic 
in  man.1  This  organism  is  ubiquitous  in  nature 
and  has  been  recovered  from  fruit,  milk,  pigeon 
manure,  soil,  wood,  intestinal  tract  of  horses,  cow 
udders,  and  the  skin  and  mucous  membranes  of 
man.17  Cryptococcus  has  been  found  in  virtually 
every  organ  of  the  body  but  perhaps  its  best 
known  and  most  serious  manifestation  occurs  in 
the  central  nervous  system.8  I present  two  cases 
of  cryptococcal  meningitis  manifested  by  tran- 
sient neurologic  symptoms,  and  discuss  its  path- 
ogenesis, diagnosis,  and  therapy. 

Case  Reports 

Case  1.  A 52-year-old  right-handed  white  woman  with  in- 
sulin-dependent diabetes  mellitus  and  arteriosclerotic  heart 
disease  was  admitted  to  the  hospital  for  evaluation  of  her 
inability  to  raise  her  eyelids.  Approximately  2Vi  months  ear- 
lier she  began  to  notice  a dull  occipital  headache  which  was 
associated  with  discomfort  in  her  neck  and  shoulders.  One 
week  prior  to  admission  she  had  an  episode  of  numbness  in 
her  right  arm  and  garbled  speech  that  resolved  completely 
after  10  minutes;  four  days  later  she  had  a second  such  epi- 
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sode  in  her  right  arm  with  a similar  difficulty  of  speech  that 
again  resolved  completely  over  the  next  10  to  15  minutes.  On 
the  morning  of  admission  she  awoke  with  “blurred  vision” 
and  noticed  that  she  was  feeling  even  less  well  than  she  had 
previously.  Some  time  later  she  realized  that  she  could  no 
longer  raise  her  eyelids,  and  also  noted  for  the  first  time  that 
when  she  would  manually  raise  her  eyelids,  she  had  double 
vision. 

She  had  had  a myocardial  infarction  six  years  earlier  and 
on  this  present  admission  she  was  taking  a number  of  medi- 
cines including  Lanoxin,  Peritrate,  Quinidex  for  heart  palpi- 
tations, NPH  Insulin,  and  trinitroglycerin  as  needed.  Perti- 
nent physical  findings  on  admission  revealed  an  absent 
superficial  abdominal  reflex  on  the  right,  diminished  but 
symmetrical  deep  tendon  reflexes,  bilateral  ptosis,  bilateral 
decrease  in  upward  gaze,  bilateral  vertical  nystagmus  on 
downward  gazing,  inability  to  adduct  the  left  eye  across  the 
midline,  and  nystagmus  in  both  eyes  on  gaze  to  the  right. 
Gaze  to  the  left  was  normal,  as  was  the  remainder  of  the 
physical  examination  except  for  cardiomegaly. 

It  was  initially  thought  that  she  had  suffered  a brainstem 
infarct,  possibly  embolic  in  nature,  due  to  her  previous  left 
hemispheric  symptoms  and  the  finding  on  admission  chest 
x-ray  of  characteristic  changes  of  a left  ventricular  aneurysm. 
An  M mode  and  2D  echocardiogram  did  not  reveal  throm- 
bus, myxoma  or  a definite  aneurysm,  however,  but  did  show 
enlargement  of  the  left  ventricle  and  borderline  left  atrial  size. 
A DSA  study  of  the  carotids  and  a CT  scan  of  the  head  were 
normal.  The  SMA-18,  CBC,  erythrocyte  sedimentation  rate 
(ESR)  and  ANA  panel  were  all  normal  on  admission  with 
the  exception  of  a blood  sugar  of  255  mg/dl.  An  EEG  showed 
generalized  encephalopathy.  She  began  to  run  a low-grade 
fever  and  became  more  lethargic,  in  addition  to  manifesting 
signs  of  meningeal  irritation.  A lumbar  puncture  showed  76 
WBC/cu  mm,  of  which  97%  were  lymphocytes.  The  protein 
was  137  mg/dl  and  the  spinal  fluid  sugar  was  87  mg/dl  at  the 
same  time  that  her  blood  sugar  was  346  mg/dl.  Yeastlike  or- 
ganisms were  seen  that  after  initially  being  mistaken  for  red 
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blood  cells  were  identified  and  culturally  confirmed  as  Cryp- 
tococcus neoformans.  A spinal  fluid  cryptococcal  antigen  was 
1:160.  A follow-up  cerebral  spinal  fluid  sugar  was  26  mg/dl. 
She  was  treated  with  a combination  of  amphotericin  B and 
flucytosine  for  six  weeks  with  resulting  improvement  of  the 
spinal  (luid  studies,  but  unfortunately  without  objective  im- 
provement in  her  clinical  status.  She  is  now  confined  to  a 
nursing  home.  A follow-up  CT  scan  showed  areas  of  enceph- 
alomalacea  in  the  area  of  the  brainstem.  It  was  later  learned 
that  the  patient  had  cleaned  an  empty  room  three  months 
prior  to  the  onset  of  her  illness,  and  that  the  room  was  cov- 
ered with  pigeon  droppings. 

Case  2:  A 67-year-old  right-handed  white  woman  was  ad- 
mitted to  the  hospital  for  evaluation  of  recurrent  episodes  of 
transient  right-sided  weakness  and  numbness.  The  first  epi- 
sode began  while  flying  on  a commercial  airline  and  was  as- 
sociated with-  slurred  speech,  confusion,  blurred  vision,  and 
frontal  headache.  This  episode  resolved  completely  in  six  to 
eight  hours,  and  in  the  next  ten  days  she  had  recurrent  epi- 
sodes with  similar  symptoms  despite  the  institution  of  anti- 
coagulant therapy  by  her  local  physician.  Her  examination  on 
admission  was  unremarkable.  CT  scan  of  the  head  and  digital 
subtraction  angiography  (DSA)  of  the  carotid  vessels  were 
also  normal.  Likewise  an  SMA-18,  CBC,  ESR,  fluorescent 
antinuclear  antibody  (FANA),  urinalysis,  and  chest  x-ray  were 
all  normal.  Lumbar  puncture  revealed  367  WBC/cu  mm,  of 
which  86%  were  mononuclear.  The  protein  was  125  mg/dl 
and  the  sugar  was  38  mg/dl  at  a time  when  the  blood  sugar 
was  95  mg/dl.  The  cryptococcal  antigen  was  positive  at  1:4 
and  subsequent  cultures  revealed  Cryptococcus  neoformans . 
The  spinal  fluid  VDRL  was  negative  and  an  EEG  showed 
generalized  encephalopathy.  She  was  treated  for  six  weeks 
with  a combination  of  amphotericin  B and  flucytosine  and 
four  months  after  discharge  her  clinical  course  has  remained 
stable.  She  has  had  no  further  neurologic  episodes,  and  her 
follow-up  spinal  fluid  studies  are  completely  normal. 

Discussion 

It  is  well  accepted  that  the  virulence  of  the  or- 
ganism, size  of  the  inoculum,  and  the  adequacy 
of  the  host  defenses  determine  the  outcome  of 
infection.  The  pathogenicity  of  Cryptococcus 
cannot  be  disputed  because  of  the  hundreds  of 
cases  in  the  literature  dating  back  to  1905  when 
Von  Hansemann  described  the  first  cases  of  cen- 
tral nervous  system  infection.9  This  contention  is 
further  supported  by  Butler’s  observations  that 
only  50%  of  patients  with  cryptococcal  meningi- 
tis have  identifiable  predisposing  underlying  dis- 
ease.10 There  are  no  data  addressing  the  size  of 
the  inoculum  as  a prerequisite  for  clinical  infec- 
tion, but  again  this  must  not  be  of  paramount 
importance,  since  accidental  inoculation  with 
presumably  large  numbers  of  organisms  has  been 
reported  without  resulting  in  clinical  infection.11 
The  major  portal  of  entry  is  considered  to  be  via 
the  respiratory  tract  and  perhaps  the  relatively 
large  size  of  the  organism  limits  its  access  to  the 
distal  airways  and  alveoli,  as  suggested  by  Litt- 
man  and  Schneierson.12  Animal  studies  have  sug- 
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gested  that  the  initial  response  of  the  body  to 
cryptococcal  infection  is  mediated  through  the 
neutrophil.13  It  is  well  known  that  encapsulated 
organisms  resist  phagocytosis  and  therefore  are 
generally  considered  more  virulent.  This  proper- 
ty of  the  capsule  is  most  likely  due  to  the  protec- 
tion of  the  organism’s  antigens  from  immune 
mechanisms,  and  would  be  expected  to  limit  the 
host’s  ability  to  make  specific  opsonizing  anti- 
bodies. C.  neoformans  has  a large  “mucoid  cap- 
sule which  varies  in  thickness  from  1:18 
microns’’14;  it  is  considered  to  be  responsible  for 
virulence  of  the  organism  in  man.15  Asympto- 
matic infection  has  been  reported  but  infrequent- 
ly,16 though  it  is  probable  that  asymptomatic  in- 
fection does  occur  with  some  frequency, 
especially  in  some  high-risk  groups  such  as  pi- 
geon breeders,  and  that  the  incidence  of  infec- 
tion is  underestimated  by  the  lack  of  good  sero- 
logic tests.17 

After  an  initial  nidus  of  infection  in  the  lung 
had  been  established,  dissemination  to  other  parts 
of  the  body  occurs  via  the  bloodstream  in  an  es- 
timated 10%  of  the  cases  and  may  be  due  to  sub- 
tle defects  of  the  body’s  immune  system.18  21  The 
predilection  of  C.  neoformans  for  the  central 
nervous  system  may  be  explained  by  its  depen- 
dency on  cerebrocides.22  Additionally,  Igel  and 
Boland  have  described  a substance  in  the  serum 
which  inhibited  growth  of  the  Cryptococcus;  it  is 
not  present  in  the  cerebrospinal  fluid.  These  au- 
thors also  noted  that  glucose  and  thiamine  were 
important  growth  requirements  for  the  organism 
in  the  cerebrospinal  fluid.23  These  studies  would 
suggest  that  there  are  specific  congenital  or  ac- 
quired defects  in  the  immune  system  that  con- 
tribute to  clinical  infection.  Other  authors  have 
called  attention  to  the  association  of  cryptococcal 
infection  with  lymphoma,  Hodgkin’s  disease, 
leukemia,  collagen  disease,  sarcoidosis,  diabetes, 
immunosuppressive  therapy,  and  corticosteroid 
therapy.24  These  diseases  have  well-known  asso- 
ciated nonspecific  defects  in  the  body’s  immune 
system  that  might  increase  the  likelihood  of  in- 
fection and  dissemination. 

Transient  ischemic  attacks  (TIAs)  have  not 
been  previously  described  as  presenting  manifes- 
tation of  cryptococcal  meningitis.  The  majority 
of  patients  have  headaches  (75%)  or  mental 
changes  (50%)  but  as  many  as  15%  may  have  no 
symptoms  at  all  of  central  nervous  system  infec- 
tion.10 Liss  and  Rimland  also  called  attention  to 
the  existence  of  central  nervous  system  infection 
in  the  absence  of  symptoms;  it  should  be  sus- 
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pected  when  Cryptococcus  is  isolated  from  other 
tissues  or  body  fluids.25  Okun’s  study  from  the 
NIH  revealed  that  44%  of  the  patients  with  cryp- 
tococcal  meningitis  showed  some  type  of  eye 
symptom.26  Other  ocular  complications  of  this  in- 
fection have  included  photophobia,  diplopia, 
ptosis,  amblyopia,  nystagmus,  ophthalmoplegia, 
anisocoria,  papilledema,  neuroretinitis,  and  pri- 
mary optic  atrophy.27  A variety  of  other  neuro- 
logic findings  may  be  encountered,  and  can  be 
explained  in  part  by  cryptococcal  infection's 
presence  as  an  expanding  mass,  meningitis,  or  a 
meningoencephalitis.  Consequently,  symptoms 
have  included  a stiff  neck,  seizure,  dementia, 
coma,  delerium,  hydrocephalus,  cerebellar  signs, 
and  hemoplegia.25  Fujita  has  called  attention  to 
paraparesis  and  quadraparesis  from  involvement 
of  the  spinal  cord  by  cryptococcomas.24 

The  two  patients  presented  here  are  unique 
because  of  the  transient  nature  of  their  neuro- 
logic findings,  which  has  either  not  been  report- 
ed or  unemphasized  by  other  investigators.  An 
interesting  patient  with  transient  internuclear 
ophthalmoplegia,  described  by  Gonyea,  was 
unique  in  that  necropsy  showed  endarteritis  of 
the  branches  of  the  basilar  artery  and  a midbrain 
infarction.28  Although  earlier  authors  have  de- 
scribed an  “arteritis”  in  association  with  the 
meningitic  and  meningoencephalitic  forms  of 
Cryptococcus ,29  later  investigators  have  been  im- 
pressed with  the  relative  absence  of  tissue  reac- 
tion to  infection  with  this  organism.1417  Vascular 
thrombosis  and  hemorrhagic  infarction  due  to  an 
intense  tissue  reaction  have  been  described  in 
clinical  infections  with  Aspergillus , Candida  spe- 
cies, Penicillium  commune  and  Rhizopus  species, 
but  are  apparently  not  typical  in  cryptococcosis.14 

The  definitive  diagnosis  of  cryptococcosis  is 
established  by  culture  of  the  organism  from  tis- 
sue or  body  fluids  that  are  normally  sterile.  Since 
the  lung  is  considered  the  major  portal  of  entry, 
it  is  not  surprising  that  Duperval  from  the  Mayo 
Clinic  reported  isolation  of  C.  neoformans  from 
lung  tissue,  pleural  effusions,  and  sputa.30  These 
same  authors  emphasized  the  high  frequency  of 
underlying  systemic  illness,  which  presumably 
compromised  the  hosts’  resistance,  and  the  un- 
expected high  frequency  of  underlying  occult  lung 
carcinoma  in  those  patients  presenting  with  a pa- 
renchymal lesion  on  chest  x-ray  and  the  isolation 
of  C.  neoformans  from  sputa. 

The  predilection  of  Cryptococcus  for  the  cen- 
tral nervous  system  had  been  alluded  to,  and  in 
an  extensive  review  by  Fetter  it  was  found  to  be 


the  fungus  most  frequently  isolated  from  the  cen- 
tral nervous  system.14  This  was  recently  chal- 
lenged by  Parker  et  al  who  found  that  Candida 
species  had  become  the  most  frequent  central 
nervous  system  mycosis  due  to  the  increasing 
prevalence  of  immunocompromised  hosts.31 

Central  nervous  system  infection  with  Crypto- 
coccus should  be  suspected  when  the  organism  is 
isolated  from  tissues  or  body  fluids  outside  the 
central  nervous  system,  or  when  the  cerebral 
spinal  fluid  reveals  a low  sugar,  high  protein,  high 
pressure,  or  monocytic  leukocytosis.  The  India 
ink  preparation  may  demonstrate  the  organism, 
but  it  should  be  emphasized  that  a negative  test 
does  not  exclude  infection,  and  in  fact  a review 
from  the  NIH  emphasized  a poor  prognosis  in 
those  patients  where  cryptococci  were  seen  on 
CSF  smears.32  One  potential  pitfall  is  the  confu- 
sion of  cryptococcal  organisms  with  other  cells 
present  in  the  cerebral  spinal  fluid  sediment.  This, 
in  fact,  happened  with  the  first  patient  when  the 
spinal  fluid  was  evaluated  by  the  night  shift,  and 
it  was  only  the  low  sugar  in  the  spinal  fluid  that 
prompted  reevaluation  of  the  sediment;  a repeat 
LP  confirmed  the  presence  of  the  cryptococcal 
organisms.  The  latex  slide  agglutination  test  for 
cryptococcal  antigen  is  thought  to  be  more  sen- 
sitive than  the  India  ink  preparation.33  False-neg- 
ative tests  can  occur  especially  if  there  is  a high 
titer  of  cryptococcal  antigen  causing  the  so-called 
prozone  phenomena.34 

Before  the  advent  of  amphotericin  B,  crypto- 
coccal meningitis  was  an  almost  universally  fatal 
disease  with  few  patients  surviving  past  the  first 
year.  There  have  been  rare  reports  of  prolonged 
survival  without  therapy.  Beeson  reported  a case 
where  there  was  active  infection  for  16  years.35 
The  standard  therapy  at  this  time  is  a combina- 
tion of  amphotericin  B and  flucytosine  as  de- 
scribed by  Bennet  et  al.36  Intrathecal  therapy  is 
occasionally  recommended  in  patients  who  do  not 
respond  to  the  intravenous  therapy  or  in  whom 
the  toxic  manifestations  of  therapy  prevent  ade- 
quate curative  doses.37  Alternatively,  intrathecal 
therapy  has  been  advocated  in  certain  patients 
who  relapse  with  standard  therapy.37  In  Butler's 
study,  combined  use  of  intravenous  and  intrathe- 
cal amphotericin  B appeared  to  lesson  the  rate 
of  relapse,  but  this  difference  was  not  statistically 
significant.10  Importantly,  in  Butler’s  series  there 
were  two  relapses  in  11  patients  who  received 
both  intravenous  and  intrathecal  amphotericin  B. 
By  comparison,  only  one  of  24  patients  who  were 
treated  with  both  amphotericin  and  flucytosine 
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in  Bennet’s  study  relapsed. 

C.  neoformans  is  a ubiquitous  pathogen  capa- 
ble of  causing  widespread  infection  in  susceptible 
hosts.  Central  nervous  system  infection  remains 
the  most  dramatic  manifestation  of  cryptococco- 
sis, and  can  be  manifested  in  many  different  ways. 
The  two  cases  presented  here  should  alert  phy- 
sicians to  consider  an  infectious  etiology  when 
evaluating  a patient  with  transient  neurologic 
symptoms.  r ^ 
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Cylindrical  Battery  Ingestion: 
A Case  of  Endoscopic  Retrieval 


THOMAS  L.  YOUNG,  M.D.  and  ROBERT  M.  LUBITZ,  M.D. 


Introduction 

Battery  ingestion  in  the  pediatric  population 
has  become  more  common  since  the  develop- 
ment of  button-shaped  batteries.1  Larger,  cylin- 
drical battery  ingestion  is  less  common,  with  only 
four  recently  reported  cases.2  3 We  present  a case 
of  a convict  who  ingested  five  AAA  batteries  in 
a suicide  attempt.  Despite  previously  formed  py- 
loric and  esophageal  strictures,  the  cells  were 
rapidly  retrieved  by  the  dormia  basket  through  a 
flexible  endoscope. 

Case  Report 

A 33-year-old  incarcerated  white  man  was  brought  to  the 
emergency  room  after  ingesting  five  AAA-type  batteries  in  a 
suicide  attempt.  He  had  a history  of  a previous  suicide  at- 
tempt seven  years  earlier,  when  he  had  ingested  razor  blades 
and  required  laparotomy  for  removal.  He  complained  of  mild 
epigastric  discomfort,  but  was  otherwise  asymptomatic.  His 
physical  examination  was  normal  except  for  a well-healed 
midline  abdominal  surgical  scar.  Abdominal  roentgenogram 
revealed  five  cylindrical  batteries  impacted  at  the  pylorus  (Fig. 
1).  Approximately  six  hours  after  ingesting  the  batteries,  the 
patient  underwent  flexible  endoscopy,  which  revealed  both 
esophageal  and  pyloric  strictures,  with  five  batteries  arrested 
at  the  pyloric  sphincter.  The  gastroesophageal  junction  was 
approximately  15  mm  in  diameter.  Using  the  dormia  basket, 
the  batteries  were  removed  one  at  a time.  Despite  some  dif- 
ficulty traversing  the  gastroesophageal  junction,  all  batteries 
were  extracted.  The  gastric  mucosa  was  essentially  undam- 
aged; the  batteries  showed  only  minimal  leakage  (Fig.  2). 

Discussion 

Battery  ingestion  can  cause  mucosal  damage 
by  three  different  mechanisms.  Leakage  or  dis- 
integration of  the  casing  may  lead  to  a direct  cor- 
rosive erosion. 4 6Alkaline  batteries  contain  potas- 
sium hydroxide,  which  may  cause  liquification 
necrosis.2-7-8  Low  voltage  burns  may  occur,4-5  9 as 
well  as  pressure  necrosis  and  perforation.4-9 
Charge-depleted  cells  retain  the  danger  of  necro- 
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sis  and  perforation.6  The  potential  for  obstruc- 
tion is  present. 3-4-9  Button-battery  ingestion  has 
resulted  in  two  recently  reported  deaths.7-8  No 
deaths  have  been  reported  from  cylindrical  bat- 
tery ingestion. 

We  know  of  four  reported  cases  of  cylindrical 
battery  ingestion.  In  two  pediatric  cases,  AAA 
batteries  were  ingested.3  The  batteries  were 
passed  without  incidence  within  36  hours.  The 
third  case  involved  a 30-year-old  male  convict 
who  ingested  four  cylindrical  mercuric  oxide  bat- 


Figure  1.  Abdominal  roentgenogram  showing  five  AAA-type  batteries 
impacted  at  the  pylorus. 
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Figure  2.  Extracted  batteries  showing  minimal  damage. 


teries;  three  of  these  were  reingested  after  excre- 
tion without  apparent  toxicity.3  Finally,  a 31-year- 
old  schizophrenic  woman  was  reported  to  have 
an  alkaline  C-cell  battery  in  her  stomach  for  two 
weeks  prior  to  removal  by  gastrotomy.  Despite 
extensive  battery  corrosion,  she  apparently  re- 
covered well.2 

Unlike  the  third  case  above,  we  doubted  the 
patient  could  pass  the  batteries  through  his  py- 
loric stricture.  Although  magnetic  retrieval  has 
been  described  in  the  literature,  we  believed  these 


cells  were  too  heavy  to  be  successfully  pulled 
through  his  gastroesophageal  stricture.  Removal 
was  achieved  with  the  flexible  endoscope  and 
dormia  basket. 

Cylindrical  battery  ingestion  is  unusual  but 
potentially  lethal.  Although  some6  910  recom- 
mend immediate  removal  in  all  cases,  smaller  cells 
in  the  presence  of  normal  gastrointestinal  anato- 
my may  be  approached  more  conservatively.1311 
For  larger  cells,  or  in  the  presence  of  altered 
anatomy,  we  suggest  endoscopic  retrieval  with  the 
dormia  basket.  r ^ 


Acknowledgements: 

We  thank  Dr.  Judith  Monroe,  Bonnie  Hufford,  and  Patty 
Huff  for  assistance  in  preparing  this  manuscript. 

REFERENCES 

1.  Webb  WA:  Management  of  foreign  bodies  of  the  upper  gastrointestinal 
tract.  Gastroenterology  94:204-216,  1988. 

2.  Levine  MJ,  Jacob  H,  Rubin  M:  Battery  ingestion:  a potential  form  of 
alkaline  injury  to  the  gastrointestinal  tract.  Ann  Emerg  Med  13:143-145,  1984. 

3.  Litovitz  TL:  Battery  ingestions:  product  accessibility  and  clinical  course. 
Pediatrics  75:469-476,  1985.' 

4.  Litovitz  TL:  Button  battery  ingestions.  JAMA  249:2485-2500,  1983. 

5 Katz  L,  Cooper  MT:  Danger  of  small  children  swallowing  hearing  aid  bat- 
teries. J Otolaryngol  7:467,  1978. 

6.  Yasui  T:  Hazardous  effects  due  to  alkaline  button  battery  ingestion:  an 
experimental  study.  Ann  Emerg  Med  15:901-906,  1986. 

7.  Blatnik  BS,  Toohill  RJ.  Lehman  RH:  Fatal  complications  from  an  alkaline 
battery  foreign  body  in  the  esophagus.  Ann  Otol  86:611-615,  1977. 

8.  Shabino  CL.  Feinberg  AN:  Esophageal  perforation  secondary  to  alkaline 
battery  ingestion  J Am  Coll  Emerg  Physicians  8:360-362,  1979. 

9.  Temple  DM,  McNeese  MC:  Hazards  of  battery  ingestion.  Pediatrics  71:100- 
103,  1983. 

10.  Jaffe  RB,  Corneli  HM:  Fluoroscopic  removal  of  ingested  alkaline  batter- 
ies. Radiology  150:585-586,  1984. 

11.  lto  Y,  Ihara  N,  Sohma  S:  Magnetic  removal  of  alkaline  batteries  from 
the  stomach.  J Pediatric  Surg  20:250-251,  1985. 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 


416 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Tularemia  and  Atypical  Lymphocytosis 


MICHAEL  S.  GELFAND,  M.D.;  NEERA  MEHRA,  M.D.;  and  BRYAN  P.  SIMMONS,  M.D. 


Introduction 

Atypical  lymphocytosis  of  the  peripheral  blood 
has  been  reported  in  association  with  a variety  of 
conditions,1  among  them  Epstein-Barr  virus 
(EBV),  mononucleosis,  cytomegalovirus  (CMV), 
toxoplasmosis,  acute  viral  hepatitis,  rubella, 
measles,  mumps,  and  drug  reactions  (especially 
PAS  and  phenytoin).2  Recently,  acute  infection 
with  a human  immunodeficiency  virus  (HIV)  has 
been  reported  to  cause  atypical  lymphocytosis.3 
Bacterial  infections  rarely  cause  atypical  lympho- 
cytosis, though  pertussis,  tuberculosis,  salmonel- 
losis, syphilis  and  streptococcal  infections  are 
among  the  rare  causes.1-2  We  report  a case  of 
atypical  lymphocytosis  associated  with  tularemia. 

Case  Report 

A 59-year-old  black  man  came  to  the  hospital  in  June  of 
1988  with  a four-day  history  of  fever,  chills,  and  cough  pro- 
ductive of  white  mucoid  sputum.  He  was  not  receiving  any 
medications,  there  was  no  history  of  contact  with  pets  or  wild 
animals,  and  the  patient  was  a monogamous  heterosexual  who 
denied  use  of  illicit  drugs.  He  received  several  units  of  blood 
in  1985  following  a gunshot  injury  to  the  chest.  He  had  smoked 
one  pack  of  cigarettes  per  day  and  drunk  up  to  two  pints  of 
whiskey  per  week  for  many  years.  Physical  examination  on 
admission  showed  a moderately  ill  thin  man  with  a tempera- 
ture of  104°F,  pulse  80/min,  blood  pressure  106/70  mm  Hg, 
and  respiratory  rate  20/min.  There  was  no  pharyngitis,  rash, 
lymphadenopathv,  or  enlarged  liver  or  spleen.  Rales  were 
heard  over  the  middle  third  of  the  left  lung  field  posteriorly. 

Laboratory  studies  on  admission  showed  a WBC  count  of 
4,100/cu  mm  with  80%  segmented  neutrophils,  10%  band 
forms,  8%  lymphocytes,  and  2%  monocytes,  hematocrit  of 
45.8%,  platelet  count  of  49,000/cu  mm.  Blood  chemistries 
showed  sodium  148  mEq/L.  potassium  3.7  mEq/L.  chloride 
87  mEq/L,  bicarbonate  26  mEq/L,  BUN  24  mg/dl.  creatinine 
1.8  mg/dl,  glucose  114  mg/dl,  globulins  3.2  gm/dl,  albumin 
3.4  gm/dl,  calcium  4.1  mEq/L,  total  bilirubin  0.7  mg/dl,  al- 
kaline phosphatase  127  IU/L,  creatine  kinase  859  IU/L,  lactic 
dehydrogenase  828  IU/L,  aspartate  aminotransferase  87  IU/ 
L,  alanine  aminotransferase  87  IU/L.  Urinalysis  revealed  3 + 
proteinuria,  4+  blood,  1 to  2 WBC/HPF,  2 to  3 RBC/HPF. 
Chest  x-ray  showed  a small  alveolar  infiltrate  in  the  left  mid- 
lung field.  Routine  and  fungal  sputum  and  blood  cultures  ob- 
tained on  admission  subsequently  showed  no  growth.  The  pa- 
tient was  given  ceftazidime,  1 gm,  and  amikacin,  300  mg. 


From  the  Department  of  Medicine,  Methodist  Hospitals  of  Mem- 
phis. 

Reprint  requests  to  188  S.  Bellevue,  Suite  420.  Memphis.  TN  38104 
(Dr.  Gelfand). 


intravenously  every  eight  hours.  Serum  tests  for  Legionella 
pneumophilia,  mycoplasma,  hepatitis  A and  B.  VDRL,  and 
febrile  agglutinins  were  all  negative  (tularemia  and  Brucella 
titers  both  < 1:20).  The  serum  rheumatoid  factor  and  anti- 
nuclear antibodies  were  negative.  The  patient  remained  fe- 
brile, and  on  the  third  hospital  day  a history  of  numerous 
recent  tick  bites  while  fishing  was  elicited.  Ceftazidime  and 
amikacin  were  discontinued  and  therapy  with  tetracyline,  500 
mg  orally  every  six  hours,  was  begun.  CBC  showed  a WBC 
count  of  4,000/cu  mm  with  72%  segmented  neutrophils,  1% 
band  forms,  2%  monocytes,  and  25%  lymphocytes  with  a few 
atypical  lymphocytes.  Hematocrit  was  38.6%  and  platelets 
43,000/cu  mm.  The  tests  for  HIV  antibodies,  CMV  IgG  and 
IgM  antibodies,  EBV  IgG  and  IgM  antibodies,  toxoplasma 
IgG  and  IgM  antibodies,  and  monospot  test  were  all  nega- 
tive. Rocky  Mountain  spotted  fever  IgG  and  IgM  antibodies 
were  negative. 

On  the  fifth  hospital  day  a CBC  showed  a WBC  count  of 
20,800/cu  mm  with  24%  segmented  neutrophils,  1%  band 
forms,  3%  monocytes,  and  72%  lymphocytes.  Over  90%  of 
the  lymphocytes  were  large  oval  atypical  mononuclear  cells, 
15  to  20  p.  in  diameter,  with  lobulated  nuclei  and  vacuolated 
basophilic  cytoplasm  and  with  cell  borders  indented  by  adja- 
cent red  blood  cells.  Hematocrit  was  38%  and  platelet  count 
111.000/cu  mm.  A bone  marrow  aspiration  and  biopsy  was 
done  and  showed  mild  granulocytic  and  erythroid  hypoplasia, 
adequate  megakaryocytes,  and  frequent  epithelioid  granu- 
lomas. Stains  and  cultures  for  mycobacteria  and  fungi  were 
negative.  Repeat  daily  blood  counts  on  the  sixth  through 
eighth  days  of  hospitalization  showed  a WBC  count  of  20,400 
to  27,300/cu  mm  with  67%  to  73%  atypical  lymphocytes.  On 
the  ninth  hospital  day  a right  inguinal  lymph  node.  2 x 3cm 
in  size,  was  palpated;  it  was  firm,  mobile,  and  nontender,  and 
there  was  no  fluctuance  or  erythema  of  the  overlying  skin.  A 
lymphogranuloma  venereum  titer  was  less  than  1:4.  Patient 
denied  any  contact  with  cats.  WBC  count  decreased  to  9,800/ 
cu  mm  by  the  14th  hospital  day  with  the  resolution  of  atypical 
lymphocytosis,  and  abnormal  serum  chemistries  present  on 
admission  gradually  returned  to  normal  levels.  The  patient 
became  afebrile  by  the  10th  hospital  day  and  was  discharged 
home  on  hospital  day  15.  Tetracycline  therapy  was  continued 
for  16  days.  On  a follow-up  visit  four  weeks  after  the  dis- 
charge the  patient  was  asymptomatic  and  without  lymphade- 
nopathy,  and  the  CBC  and  chemistry  profile  were  normal. 
Convalescent  CMV  and  EBV  titers  remained  negative.  Tu- 
laremia titer  was  positive  at  1:1.280  dilution:  Brucella  titer 
was  less  than  1:20. 


Discussion 

Atypical  lymphocytosis  has  not  previously  been 
reported  in  association  with  tularemia.  Evans  et 
al,4  in  the  review  of  88  cases  of  tularemia,  briefly 
mention  six  patients  with  more  than  50%  lym- 
phocytes in  the  differential  of  WBC  counts,  but 
they  do  not  describe  atypical  lymphocytosis. 
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Dienst,5  in  a classic  review  of  339  cases  of  tula- 
remia, reported  no  patients  with  lymphocytosis. 
Atypical  lymphocytosis  in  tularemia  is  not  men- 
tioned in  the  standard  infectious  disease  refer- 
ences.6-7 

We  believe  that  tularemia  was  the  cause  of 
atypical  lymphocytosis  in  our  patient.  Serocon- 
version to  tularemia  antigen,  acute  inguinal 
lymphadenopathy,  pneumonic  infiltrate,  history 
of  numerous  tick  bites,  and  apparent  therapeutic 
response  to  tetracycline  support  the  diagnosis  of 
tularemia.6  Biochemical  evidence  of  rhabdomy- 
olysis  (elevated  CPK  and  a positive  urine  blood 
test  without  hematuria)  and  bone  marrow  gran- 
ulomas have  previously  been  reported  in  tulare- 
mia.4 Failure  to  isolate  Francisella  tularensis  is  not 
surprising,  as  it  is  rarely  grown  from  routine  blood 
cultures.8 

Serological  testing  failed  to  demonstrate  infec- 
tions known  to  cause  atypical  lymphocytosis; 
acute  EBV,  CMV,  toxoplasma,  hepatitis  A.  and 
B,  and  HIV-1  titers  were  all  negative,  and  con- 
valescent EBV  and  CMV  titers  were  also  nega- 
tive. We  did  not  order  follow-up  HIV-1  titers  in 
the  absence  of  risk  factors. 

Ceftazidime9  (p525  542)  and  amikacin9  (p696  721)  have 


not  been  reported  to  cause  lymphocytosis,  and  in 
any  case  atypical  lymphocytes  were  already  pres- 
ent in  the  blood  when  tetracycline  was  started. 
Our  patient  did  not  receive  para-aminosalicylic 
acid  or  anticonvulsant  medications,  which  have 
been  reported  to  cause  atypical  lymphocytosis. 

Tularemia  is  a relatively  common  infection  in 
the  endemic  areas  of  the  United  States.6  Glan- 
dular and  pharyngeal  forms  of  tularemia  may  be 
confused  with  infectious  mononucleosis.  Tulare- 
mia should  be  considered  in  the  appropriate  clin- 
ical setting  even  in  the  presence  of  atypical  lym- 
phocytosis. r s* 
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Introduction 

Schwannomas  are  neurogenic  tumors  and  were 
first  described  by  Verocay  in  1908.  The  exact  or- 
igin is  not  certain.  Characteristically,  such  a tu- 
mor is  a slow  growing,  solitary,  well  encapsulat- 
ed, benign  mass  that  seldom  recurs  when  excised. 
Twenty-five  percent  to  35%  of  all  reported  neu- 
rogenic tumors  occur  in  the  region  of  the  head 
and  neck.1 

Granular  cell  tumors  have  been  found  in  all 
segments  of  the  gastrointestinal  tract,  from  the 
esophagus  to  the  rectum.  About  one-third  occur 
in  the  lingular  musculature,  but  they  have  also 
been  found  in  the  respiratory  tract,  thyroid, 
breast,  biliary  system,  central  nervous  system, 
vagina,  and  skin;  rarely  they  occur  in  the  poste- 
rior pharyngeal  wall. 

The  esophagus  is  a more  uncommon  location 
for  granular  cell  tumors.2-3  Seven  cases  were  re- 
ported by  Andrade  et  al4  in  the  esophagus,  all  in 
the  distal  esophagus. 

Case  Report 

A 50-year-old  black  woman  entered  the  emergency  room 
with  chest  pain  that  occurred  soon  after  hearing  of  the  death 
of  a friend.  She  was  admitted  for  cardiac  w'orkup.  which  was 
negative.  She  gave  a history  of  dysphagia  for  the  past  two  to 
three  years.  Upper  G1  series,  including  esophagogram,  was 
performed,  and  was  negative.  Esophagogastroduodenoscopy 
revealed  a 2.5-cm  sessile  polyp,  biopsy  of  which  revealed 
granular  cell  tumor.  Radiographic  studies  (including  a repeat 
esophagram)  located  the  tumor  at  the  level  of  the  aortic  win- 
dow. 

Because  the  tumor  was  on  the  left  lateral  wall  adjacent  to 
the  aortic  window,  a right  thoracotomy  was  performed  and 
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the  esophagus  was  mobilized;  through  a longitudinal  incision, 
the  tumor  was  completely  excised,  and  a two-layer  closure 
was  performed.  The  chest  was  drained  with  chest  tubes,  and 
on  the  fourth  postoperative  day  an  esophagogram  showed  no 
evidence  of  leakage.  The  patient  was  then  started  on  a pro- 
gressive diet,  and  was  discharged  on  the  seventh  postopera- 
tive day  on  an  unrestricted  diet. 

Discussion 

The  first  diagnosis  of  granular  cell  tumor  of 
the  esophagus  was  made  at  autopsy  in  1931.  Most 
tumors  are  diagnosed  by  esophagoscopy,  which 
is  performed  for  other  symptoms.  Usually,  these 
symptoms  are  not  related  to  granular  cell  tumor, 
as  they  were  in  this  case.  Granular  cell  tumors  of 
the  esophagus  are  rare,  with  most  occurring  in 
the  distal  esophagus.  We  believe  this  to  be  the 
first  report  of  a middle  one-third  esophageal  le- 
sion. 

The  endoscopic  characteristics  of  the  tumor  range 
from  a submucosal  yellow-white  polypoid  mass,  to  a 
yellow-white  mucosal  plaque.  In  our  case, 
the  tumor  was  a sessile  polyp  measuring  2.5  cm. 

Surgical  removal  is  the  treatment  of  choice  of 
intraluminal  tumors,  although  some  have  been 
removed  by  means  of  snare  introduced  through 
an  esophagoscope.5  The  site  of  the  tumor  must 
be  defined  preoperatively  in  order  to  select  the 
proper  surgical  approach.  Treatment  in  our  case 
was  through  a thoracotomy.  r T7 
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Special  Item 


Sweet  Memories 

A.  ROY  TYRER,  JR.,  M.D. 


This  subject  was  selected,  because  for  many  of  you, 
I am  aware  that  these  memories  do  not  exist.  It  is  per- 
haps unfortunate,  but  it  is  a reality  of  the  passage  of 
time,  just  like  for  many  of  you  World  War  II  is  mostly 
a date  to  be  remembered,  and  a page  in  history.  The 
memories  of  World  War  II  are  memories  most  of  us 
want  to  forget,  but  lessons  must  be  learned,  and  we 
absolutely  can’t  afford  to  continually  be  relearning 
them,  time  and  time  again.  No  teaching  modality  is  as 
vivid  an  instructor  as  experience  itself.  I am  convinced 
a surgeon  is  a better  doctor  after  he  himself  has  lain 
on  the  operating  table  and  experienced  the  blinding 
bright  lights  overhead,  and  that  misty  awareness  of 
impending  surgery,  laced  with  an  innate  sense  of  ap- 
prehension and  fear. 

The  sweet  memory  I refer  to  relates  to  the  practice 

of  medicine  after  World  War  II  and  pre-Medicare. 
Never  then  was  the  cost  of  medical  care  a subject  of 
prime  and  continuing  consideration,  as  it  is  today.  The 
availability  of  medical  care  when  it  is  needed  is  a nor- 
mal and  natural  concern  for  everyone,  yet  a concern 
the  majority  of  us  tend  not  to  ponder  a great  deal. 
Somehow,  the  philosophy  that  it  is  never  going  to  be 
us — it’s  always  going  to  be  the  other  fellow — is  prev- 
alent. But,  whether  the  care  needed  and  referred  to  is 
to  be  provided  by  the  witchcraft  shaman,  who  treated 
our  redskin  forebearers,  or  by  the  itinerant  medicine 
man  and  his  proprietary  drugs,  or  by  the  horse  and 
buggy  family  doctor,  cost  has  not  previously  been  a 
dominant  consideration  or  an  insurmountable  deter- 
rent. The  biblical  admonition  found  in  the  book  of 
Deuteronomy  (chapter  15,  verse  11)  which  reads,  “For 
the  poor  shall  never  cease  out  of  thy  land;  therefore  I 
command  thee,  saying,  thou  shalt  open  thine  hand  wide 
unto  thy  brother,  to  thy  poor,  and  thy  needy,  . . .”  is 
an  accepted  reality.  We  know  the  poor  shall  always  be 
amongst  us.  It  has  always  been  the  case,  and  it  shall 
always  continue  to  be  the  case.  Politicians,  with  or 
without  all  the  money  in  the  world  at  their  disposal, 
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can’t  change  this  unalterable  fact.  President  Bush  can’t 
eliminate  the  homeless,  a fact  I am  sure  he  is  aware 
of,  although  this  might  appear  to  be  one  of  his  admin- 
istration’s objectives. 

During  the  sweet  memory  period  referred  to,  find- 
ing needed  care  for  the  truly  indigent  wasn’t  always 
easy,  but  it  could  be  accomplished,  and  it  was  accom- 
plished time  and  time  again.  The  process  wasn't  per- 
fect, and  indeed  in  recent  years  we  have  seen  some  im- 
provement, but  a great  deal  more  is  needed,  now  at  a 
time  when  dollars  are  woefully  scarce,  if  available  at  all. 

During  this  same  sweet  memory  period,  patients  and 
their  doctor  advocate  quite  handily  managed  whatever 
the  health  care  problem  was,  with  supporting  assist- 
ance from  the  hospitals,  and  increasing  help  from  a 
growing  third  party  insurance  industry.  The  doctor-pa- 
tient relationship  was  extremely  close  and  significant. 
Patients  confided  in  their  physician,  and  relied  heavily 
on  him  as  their  personal  advisor,  as  well  as  physician. 
The  physician  in  turn  accepted  that  responsibility  and 
enjoyed  this  close  doctor-patient  interchange.  The  re- 
ward was  not  solely  monetary;  there  was  much  self- 
satisfaction,  enriched  by  patient  esteem.  Today  this 
type  of  relationship  still  prevails,  but  to  a limited  ex- 
tent, and  in  a much  more  tenuous  and  less  identifiable 
form. 

Instead,  today  we  are  concerned  and  dominated  by 
such  realities  as  preadmission  certification,  mandated 
second  surgical  opinion,  documentation  of  treatment 
plan,  surgery  approved  only  on  an  outpatient  basis, 
five  day  authorized  hospitalization  for  a postoperative 
brain  tumor,  utilization  review,  professional  standard 
review,  determination  of  medical  necessity,  mandatory 
assignment,  benefit  denial,  participating  physician, 
preferred  provider  organization,  prospective  or  diag- 
nosis related  pricing,  etc.,  etc.,  etc.,  ad  infinitum  and 
ad  nauseam. 

Quoting  from  an  article  in  the  Wall  Street  Journal, 
“A  doctor  who  submits  to  this  smothering  regulation 
will  have  little  time  left  for  his  patients  ...  my  own 
observations  of  the  bureaucratic  virus  persuade  me  that 
the  PSRO  plan  is  a wasting  disease,  insidious  and  de- 
structive, demeaning  and  degrading,  and  sad  to  say, 
the  bureaucratic  disease  is  easy  enough  to  diagnose, 
but  almost  impossible  to  cure.’’ 
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What  has  made  the  difference?  As  complex  as  in- 
deed the  present  situation  is,  the  etiology  is  really  very 
simple.  Today’s  health  care  problems  started  in  1965 
with  passage  of  the  Medicare  Law,  when  politicians 
and  Uncle  Sam  began  to  practice  medicine  and  be 
health  care  providers.  Uncle  Sam,  with  his  long  beard, 
top  hat,  and  striped  attire,  with  his  finger  pointed  at 
you  saying,  “I  want  you,”  may  be  a great  motivator, 
but  he  has  never  been  even  a D grade  student  when  it 
comes  to  economics  and  administrative  affairs.  The 
very  nature  of  our  democratic  process  precludes  ad- 
ministrative efficiency.  That,  however,  doesn’t  mean 
there  is  no  role  for  government. 

In  my  opinion,  there  absolutely  is  a proper  place 
for  governmental  involvement  and  participation,  but 
this  involvement,  be  it  by  federal,  state,  or  local  gov- 
ernment, must  be  limited  to  the  barest  minimum,  with 
full  recognition  that  inefficiency  will  inevitably  prevail. 
Health  care  of  the  truly  indigent  and  the  medically  in- 
digent is  a responsibility  of  all  citizens,  not  just  the 
medical  profession  or  the  hospital  industry.  Thus,  this 
is  a proper  area  for  governmental  concern  and  a par- 
ticipatory role,  and  it  holds  true  for  any  age  patient, 
be  he  7 or  70  years  of  age.  It  is  not,  however,  the 
government’s  role  to  be  providing  health  care  for  non- 
indigent  patients,  be  they  age  7 or  70  years,  which,  as 
previously  noted,  inevitably  can  only  be  done  in  an 
inept  and  inefficient  manner. 

Consider  our  congressional  representatives,  all  of 
whom  are  constantly  cloaked  and  embroiled  in  the 
morass  of  politics;  the  majority  on  every  day  of  the 
year  are  subconsciously  contemplating  their  position 
and  sustenance  two  years  hence.  Every  breath  they 
take,  every  decision  they  make,  every  thought  they 
have,  is  enveloped  in  this  political  atmosphere.  Con- 
sider the  recent  congressional  pay  bill.  Can  you  imag- 
ine maintaining  a respectable  residence  in  your  home- 
town, commuting  constantly — almost  weekly  to  and 
from  Washington — and  maintaining  a second  resi- 
dence in  a city  that,  if  not  the  world’s  most  expensive 
place  to  live,  could  compete  for  that  title  with  nearly 
any  other  metropolis  on  the  face  of  the  globe?  You 
have  to  do  all  of  this  on  a salary  of  about  $90,000  an- 
nually, supplemented  by  some  fringe  benefits  and  travel 
expenses,  which  are  constantly  being  audited  and  crit- 
icized by  the  media  and  the  public.  I do  not  know  how 
they  do  it,  and  in  fact  the  great  majority  don’t,  yet 
nearly  all  were  so  concerned  about  their  political  ca- 
reer and  their  own  job  future  they  wouldn’t  bite  the 
bullet  and  vote  as  they  wanted  to,  and  in  my  opinion 
should  have,  on  the  recent  congressional  pay  legisla- 
tion. This,  in  a single  example,  provides  superb  prima 
facie  evidence  of  both  the  strength  and  weaknesses  of 
our  democratic  process. 

Medicare  was  enacted  over  the  objection  of  the 
medical  profession,  and  for  nearly  two  decades  the 
medical  profession  and  hospitals  have  enjoyed  a bo- 
nanza. Now,  however,  evil  vultures  have  gradually  be- 
gun circling  high  over  the  weakening  health  care  car- 
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cass,  ready  to  clean  the  meat  from  the  bones,  c*. 
the  same  breath  propose  national  health  insurance, 
while  politicians  continue  holding  to  the  tail  of  a roar- 
ing Medicare  tiger,  which  will  devour  and  retire  them 
whenever  they  let  loose.  With  Medicare,  doctors  and 
hospitals  enjoyed  reimbursement  for  procedures  and 
services  previously  provided  free.  In  my  opinion,  both 
partook  generously  from  the  horn  of  plenty  provided 
by  a dreamy-eyed  Congress,  obviously  more  interested 
in  voter  contentment  than  fiscal  responsibility.  At  the 
same  time,  Congress  was  on  a roll,  expanding  benefits 
and  services,  with  little  attention  to  increasing  de- 
mand, measured  against  available  resources.  Few  are 
the  congressman  who  seem  to  have  any  rational  un- 
derstanding of  the  colloquialism,  “There  is  no  free 
lunch.”  New  technology  added  further  cost,  but  never, 
never  make  the  mistake  of  identifying  this  as  the  real 
culprit,  primarily  responsible  for  today’s  spiraling  health 
care  costs. 

Not  only  did  health  care  providers  thrive  well  dur- 
ing this  bonanza,  but  the  public  also  recognized  some 
lucrative  opportunities  in  the  area  of  disability  bene- 
fits, established  by  Congress,  no  doubt  sincere  in  its 
intent,  yet  constantly  influenced  and  fettered  by  per- 
sonal survival  and  homesteading  interests.  This  has 
been  a costly  area  that  has  been  sorely  abused,  aug- 
mented by  our  legal  adversarial  system,  and  unfortu- 
nately, but  predictably,  extremely  sensitive  to  personal 
congressional  appeal.  Simultaneously,  motivation  is 
stifled,  and  personal  honesty  and  integrity  strained. 

Compounding  all  of  this,  there  emerged  a few  years 

ago  the  concept  that  all  of  these  ailments  could  be 
eliminated  by  creating  competition  between  doctors  and 
all  components  of  the  health  care  industry.  With  this 
new  philosophy,  long  established  ethics  were  thrown 
out  the  window,  advertising  was  both  encouraged  and 
approved,  and  the  Federal  Trade  Commission  began 
breathing  heavily  on  the  medical  profession  and  all 
other  health  care  providers,  looking  minutely  for  any 
veiled  evidence  of  restraint  of  trade.  We  are  still  under 
this  abominable  spell  today.  At  the  AMA  House  of 
Delegates  interim  meeting  last  December,  Charles  F. 
Rule,  assistant  attorney  general  and  head  of  the  An- 
titrust Division  of  the  U.S.  Department  of  Justice, 
made  it  very  clear  that  records,  reports,  and  rumors 
are  constantly  being  closely  monitored  and  scrutinized 
to  identify  any  evidence  of  restraint  of  trade  or  free 
collusion  by  physicians,  medical  staffs,  or  hospital  ad- 
ministrators. The  intent  of  all  of  this  is  to  reduce  cost 
through  the  mechanism  of  competition,  while  being 
totally  oblivious  to  the  principal  underlying  cause  for 
today’s  spiraling  health  care  costs  that  are  being  tar- 
geted for  control. 

Consider  further  the  substantial  added  cost  to  you 
to  conduct  your  office  operation  today.  Phone  call  af- 
ter phone  call  after  phone  call  is  placed  to  obtain  pre- 
admission certification,  only  to  hear  a sweet  voice  on 
the  other  end  say,  “Will  you  please  hold?”  or,  after 
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you  have  arranged  a patient’s  precertification,  and  you 
want  to  ask  about  required  second  surgical  opinion, 
“That  question  can’t  be  answered  here — you’ll  have  to 
call  another  department,”  and  the  whole  process  starts 
over.  It  is  time  we  began  to  say  NO,  forcefully,  re- 
peatedly, and  respectfully  in  a professional  manner,  to 
this  type  of  nonsense — either  that,  or  put  a time  mon- 
itor on  our  phone  as  does  the  legal  profession,  and 
start  billing  third  party  payors,  who  are  really  our 
friends,  for  this  time.  Not  only  is  there  the  phone  time 
involved,  but  a recent  article  in  AM  News  admonished 
us  that  one  way  to  keep  out  of  government  trouble  is 
to  establish  a “paper  trail.”  The  article  went  on  to  say 
that  government  means  bureaucracy,  and  bureaucracy 
means  paper.  The  matter  of  keeping  meticulous  rec- 
ords is  emphasized,  and  the  article  goes  on  to  recom- 
mend that  all  verbal  discussions  with  government  en- 
tities and  third  party  representatives  should  be  followed 
by  a written  response  for  documentation.  This  is  no 
doubt  sound  advice,  but  it  means  more  secretarial  time, 
more  office  overhead,  and  less  time  for  patient  care — 
and  all  of  this  created  as  a mechanism  to  reduce  costs. 
Whereas  statistics  do  support  some  reduction  in  health 
care  expenditures  engendered  by  some  of  these  de- 
vices, cost  shift  to  you  is  also  not  inconsequential. 

Before  the  FTC  fright,  when  most  medical  societies 

had  functioning  grievance  committees,  dealing  with 
excessive  physician  charges  presented  no  problem.  I 
have  never  seen  a peer  hesitant  to  censure  or  chastise 
a physician  “gouger.”  This  in  my  opinion  is  a far  bet- 
ter way  to  control  excessive  physician  fees  than  to  en- 
courage advertising  for  the  purpose  of  stimulating 
competition  to  reduce  the  cost  of  services.  Purchasing 
a cholecystectomy  or  a physical  examination  is  not  like 
shopping  for  the  latest  model  lawnmower.  While  a few 
may  be  supportive  and  delighted  with  the  approach,  I 
feel  like  the  firefly  that  just  suffered  the  cutting  expe- 
rience of  going  through  the  lawnmower,  and  on  taking 
inventory  afterwards,  declared,  “I’m  de-lited.”  I share 
that  firefly’s  sentiments.  The  last  thing  that  the  patient 
is  interested  in  pursuing  is  shopping  around  for  the 
cheapest  examination  or  operation.  If  they  didn’t  feel 
ill  to  start  with,  they  certainly  will  after  such  an  adven- 
ture. In  this  computer  era,  high-charging  physicians  and 
hospitals  can  be  immediately  identified.  They  should 
be  dealt  with  individually  and  not  through  blanket  in- 
dictment of  all  physicians  and  hospitals. 

Not  only  do  we  as  physicians  have  to  put  up  with 
the  Medicare  morass,  but  now,  building  on  the  shab- 
by, ill-conceived  example  set  by  government,  a multi- 
tude of  third  party  carriers,  anxious  to  save  a dime  at 
anyone’s  expense,  whether  patient  or  provider,  have 
adopted  many  of  these  same  senseless  concepts,  so  that 
now  you  and  I as  physicians  have  not  only  to  spend 
hours  and  dollars  satisfying  Uncle  Sam,  but  are  also 
faced  with  the  same  frustrating  dilemma  in  dealing  with 
many  other  third  party  carriers.  How  many  times  have 
you  been  asked  over  the  phone  to  outline  your  plan  of 


treatment  for  a patient  by  a sweet  someone  who,  after 
a moment’s  consideration,  you  can’t  help  wondering 
how  she  managed  to  find  her  way  to  work  that  day, 
and  without  help  how  she  was  going  to  find  her  way 
home  at  its  end?  Your  immediate  reaction  to  such  a 
question  is  fury;  your  heart  begins  to  race,  your  blood 
pressure  boils,  your  mouth  becomes  dry,  and  you  want 
to  tear  the  phone  off  the  wall.  If  you  are  a normal 
person,  dealing  daily  with  difficult  medical  problems, 
it  is  hard  to  react  in  any  other  way,  but  I must  tell 
you,  that  response  is  futile,  and  deadly  only  to  you; 
it’s  better  to  bite  your  lip,  at  least  for  the  moment, 
and  try  to  maintain  a semblance  of  professionalism, 
yet  at  the  same  time  let  the  third  party  carrier  know 
that  you  are  the  treating  physician,  you  are  the  pa- 
tient’s decision-maker,  and  you  are  and  will  continue 
to  be  the  patient’s  advocate.  Today  the  majority  of 
third  party  carriers  are  practicing  medicine  through  one 
mechanism  or  another.  We,  the  physicians,  suffer  the 
immediate  annoyance  and  are  the  initial  loser,  but  the 
patient  becomes  the  ultimate  victim.  The  time  is  here 
for  us  to  begin  to  say  NO,  and  to  continue  to  say  NO 
in  a firm,  forceful  and  forthright  manner.  With  contin- 
uation of  this  trend,  in  today’s  litigious  environment, 
third  party  carrier  liability  may  someday  outdistance 
professional  liability,  and  when  this  occurs  I will  be 
standing  by  my  patients’  side  firmly  as  their  advocate, 
just  as  I am  now. 

America’s  real  health  care  problem  today  is  making 

available,  and  providing,  acceptable  medical  care  to 
the  truly  indigent,  and  to  the  medically  indigent  citi- 
zens and  noncitizens  of  these  United  States.  From  the 
physician’s  standpoint,  this  calls  for  a modest  fee 
schedule,  established  on  a resource-based  evaluation 
system,  with  appropriate  geographic  adjustment  for 
cost  differences  in  doing  business,  and  annually  read- 
justed for  inflation.  In  providing  care  to  this  group  of 
patients,  age  should  not  be  an  eligibility  factor,  and 
never  should  age  serve  as  the  principal  yardstick  for  a 
governmental  health  program,  as  in  the  case  of  Medi- 
care. Instead,  conservative,  reasonable,  and  rational 
eligibility  standards  must  be  established  and  forcefully 
maintained  for  this  special  group  of  indigent  or  near- 
indigent  individuals.  The  real  question  is,  “Can  poli- 
ticians do  it,  or  can  they  be  trusted  with  this  respon- 
sibility?” I don't  believe  they  can.  I believe  the  stan- 
dards of  eligibility,  and  operation  of  such  a program, 
must  be  provided  by  as  independent,  a-political,  and 
broad-based  a governing  board  as  can  be  established, 
responsible  only  and  directly  to  the  public.  Even  at 
best,  the  program  will  still  be  governmental,  and  une- 
quivocally inefficient,  yet  I believe  we  must  accept  it 
as  the  best  that  can  be  done.  It  will  be  far  from  per- 
fect. It  should  never  serve  as  a model  or  springboard 
for  broader  national  health  insurance,  which  indeed  is 
a risk  that  I believe  we  must  accept,  acknowledging 
that  some  irresponsible  politicians  will  certainly  and 
constantly  press  in  this  direction,  as  they  regularly  do 
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now.  Physicians  are  rightfully  concerned  that  any  es- 
tablished fee  schedule  for  this  special  group  of  individ- 
uals will  provide  a pressure  base  for  extending  these 
fees  to  the  nonindigent,  private  sector  patient,  but  this 
too  is  a risk  I believe  the  medical  profession  must  take, 
while  at  the  same  time  exercising  a constant  vigilance 
against  the  extension  of  these  services,  or  the  liberali- 
zation for  individual  qualification  for  the  services,  re- 
membering that  the  program  will  always  have  its  pitfalls, 
and  will  be  inefficient  and  imperfect,  as  only  a govern- 
mentally  controlled  and  operated  program  can  be. 

Let  me  digress  briefly  to  another  subject  which  I 

feel  is  important  if  we  are  to  muster  ample  forces  to 
combat  these  trends  and  wage  effective  warfare.  I don’t 
imagine  a single  person  here  is  enthralled  with  what 
he  is  doing,  or  what  he  is  hearing.  Every  one  of  us  by 
choice  would  probably  be  doing  something  different, 
maybe  even  taking  calls.  This  is  no  lark,  this  is  no 
picnic,  this  is  no  party,  but  I will  wager  more  than  one 
of  you,  at  least  those  who  are  not  in  solo  practice,  will 
have  to  justify  to  a partner  or  group  of  partners  your 
presence  here  today,  as  if  this  were  great  fun.  The  point 
I want  to  make  is  that  I feel  strongly  that  medical 
groups  and  partnerships  should  encourage,  almost  de- 
mand, that  one  or  more  of  the  partners  participate 
regularly,  with  vigor  and  interest,  in  this  type  of  activ- 
ity, which  is  so  important  to  the  profession  and  to  our 
patients.  No  one  should  have  to  pay  penance  or  seek 
approval  for  participation.  The  penitance  factor  should 
be  in  reverse  order,  subjected  on  the  nonparticipants. 
Business  has  recognized  the  merit  of  this  type  of 
professional  and  community  involvement,  and  some- 
times may  even  relate  promotion  to  community  partic- 
ipation, but  this  has  not  been  true  in  the  medical 
profession,  and  we  need  to  see  a change. 

As  a nation  proud  of  its  freedoms,  wherein  today 
lies  the  freedom  of  the  patient  to  seek  a physician  of 
his  choice,  and  wherein  lies  the  freedom  of  the  physi- 
cian, educated  and  trained  in  the  practice  of  medicine, 
to  treat  the  patient  in  the  most  effective  manner  he 
knows,  and  in  which  he  has  been  trained? 

As  simple  as  identifying  the  cause,  the  solution  is 
likewise  simple,  yet  challenging  to  effect — 

• Return  patient  care  to  physicians  and  hospital 
management  to  hospital  administrators,  obligating  both 
to  work  collegially  for  the  good  of  the  patient  and  in 
the  public  interest. 

• Limit  governmental  health  care  to  the  truly  in- 
digent and  medically  indigent,  defined  realistically  and 
rationally. 

• Unfetter  physicians  and  other  health  care  profes- 


sionals from  the  constant  threat  of  restraint  of  trade 
by  the  FTC,  so  that  peers  can  effectively  police  their 
own  ranks,  identify  the  “bad  apples,”  and  put  them  in 
the  garbage  where  they  belong. 

• Elect  government  officials  who  understand  the 
simple  arithmetic  that  services  promised  are  services 
used,  and  services  used  are  services  to  be  paid  for. 

In  summary,  get  Uncle  Sam,  politicians,  and  third 
party  payors  out  of  the  practice  of  medicine.  Never 
expect  Uncle  Sam  to  serve  as  an  example  of  the  right 
and  efficient  way  to  do  anything.  It  is  not  intrinsic  to 
the  democratic  process,  as  fine  and  meritorious  as  it 
may  be.  I like  the  bumper  sticker,  “If  you’re  happy 
with  the  postal  service,  you’ll  love  national  health  in- 
surance.” I used  to  think  the  one  thing  Uncle  Sam  did 
very  efficiently  and  effectively  was  to  relieve  us  of  our 
tax  dollars,  but  with  the  1986  Tax  Reform  Act,  which 
even  the  accounting  profession  has  trouble  mastering, 
I can’t  even  give  credit  for  that. 

In  closing,  let  me  read  to  you  one  of  my  favorite 

quotations,  which  I know  some  of  you  have  heard  me 
use  before.  It  is  by  Raymond  Moley,  who  in  the  early 
days  of  the  New  Deal  was  a speech  writer  for  Franklin 
Delano  Roosevelt.  Later  he  became  disenchanted  to 
the  point  of  changing  political  parties.  The  quotation 
is  nonpartisan,  and  reads  as  follows:  “Politics  is  not 
something  to  abolish  or  destroy.  It  is  a condition  like 
the  atmosphere  we  breathe.  It  is  something  to  live  with, 
influence  if  you  wish,  and  control  if  we  can.  We  must 
master  its  ways,  or  we  will  be  mastered  by  those  who 
do.” 

At  no  time  could  this  statement  be  more  appropri- 
ate. I beseech  you  to  give  it  your  serious  thought  and 
finest  effort.  Lest  anyone  think  otherwise,  be  assured 
I am  an  optimist,  even  though  sometimes  the  silver 
lining  to  the  cloud  seems  difficult  to  find.  I urge  you 
to  press  on  with  the  same  ardor  as  General  MacArthur 
in  his  proclamation  on  abandoning  Corregidor,  “I  shall 
return.”  I like  the  humor  of  Will  Rogers  who,  when 
the  German  U-boats  were  sinking  American  merchant 
marine  ships  in  the  Atlantic  daily  almost  by  the  dozen, 
and  a merchant  sailor  shipping  out  recognized  that  his 
chances  of  reaching  shore  again  were  slim,  made  the 
preposterous  proposal  in  answer  to  the  crisis  that  the 
temperature  of  the  Atlantic  be  brought  to  boiling, 
which  would  cause  all  the  German  submarines  to  sur- 
face. When  asked  how  this  was  to  be  accomplished, 
his  reply  was,  “I  have  told  you  what  needs  to  be  done. 
It’s  now  up  to  you  to  figure  out  how  to  do  it.”  I hope 
my  suggestions  are  a bit  more  attainable,  but  I expect 
the  going  to  be  both  rough  and  tough. 
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I feel  a bit  like  Chicken  Little  running  about  telling 
everyone  the  sky  is  falling — only  in  this  case  our  sky 
has  already  partially  fallen:  I think  all  of  us  recognize 
that  fall.  I won't  list  all  the  ways,  but  the  most  dam- 
aging and  frustrating  part  of  the  fall  has  been  in  the 
physician/patient  relationship  and  our  ability  to  decide 
together  on  the  appropriate  care  and  the  appropriate 
place  for  that  care. 

I wish  that  I were  an  eloquent  speaker,  perhaps  a 
combination  of  John  Burkhart  and  Tom  Ballard,  so 
that  somehow  I could  convince  you  that  we  can't  wait 
for  this  to  go  away  or  for  someone  else  somewhere  to 
step  in  and  save  medicine  as  we  believe  it  should  be 
saved. 

As  a member  of  your  Board  of  Trustees,  I have 
attended  the  AMA  leadership  conference  in  Chicago. 
This  year  a very  attractive  young  lady  pointed  out  the 
characteristics  of  many  of  the  great  leaders  of  our  time. 
One  of  the  most  common  traits  was  the  ability  to  dream 
dreams  and  set  goals  that  most  people  thought  were 
unattainable  and  then  to  surround  themselves  with 
other  people  who  either  thought  it  could  be  done  or 
whom  they  could  convince  that  it  could.  This  body  is 
composed  of  the  leaders  of  medicine  in  Tennessee; 
therefore,  we  must  dream  the  dreams  and  set  the  goals 
if  we  are  to  be  successful. 

The  trustees  charged  your  Communications  and 
Public  Service  Committee  with  the  responsibility  of 


Remarks  made  before  the  TMA  House  of  Delegates.  April  15, 
1989. 

Reprint  requests  to  207  S.  Elk  Ave.,  Fayetteville.  TN  37334  (Dr. 
Young). 


developing  a program  for  educating  and  informing  the 
public  in  health  care  matters  and  other  charges  as  di- 
rected by  the  1987  House  of  Delegates  in  TMA  Res- 
olution 28-87.  After  a long  period  of  educating  them- 
selves as  to  public  relations  and  education,  the 
committee  adopted  a plan  patterned  after  the  Wash- 
ington State  Medical  Association's  plan.  In  Washing- 
ton State’s  opinion,  and  in  the  AMA's  opinion,  this 
program  has  been  highly  successful.  It  is  a multifacet- 
ed plan  of  providing  information  and  education  and 
combating  misinformation  and  misunderstanding.  It  is 
not  a public  relations  advertising  campaign.  Each  TMA 
member  has  received  a booklet  describing  the  objec- 
tives, goals,  and  plan  of  implementation  in  a general 
way. 

The  most  frequent  reason  mentioned  for  opposing 
the  plan  is  simply — it  won't  work!  I agree  that  there 
are  no  guarantees,  although  it  has  worked  for  Wash- 
ington State.  If  someone  has  a better  plan  of  action,  I 
have  not  heard  it,  but  would  welcome  hearing  it.  We 
cannot,  however,  continue  with  no  plan,  hoping  for 
some  miracle  cure. 

Such  a program  takes  time  to  develop,  and  should 
have  been  in  place  already  to  help  us  meet  the  chal- 
lenges we  have  been  trying  with  such  poor  success  to 
meet. 

As  the  trustee  with  oversight  of  this  committee,  I 
ask  you  to  join  with  me  in  believing  that  we  can  make 
a difference,  that  we  can  make  the  public  see  that  we 
are  their  best  advocate,  and  that  we  can  in  the  long 
run  help  sway  public  opinion  in  matters  relating  to  their 
health  care,  and  that  in  turn  the  public  can  make  law- 
makers listen.  r y 


TENNESSEE  MEDICAL  ASSOCIATION 

155TH  ANNUAL  MEETING 
April  4-7,  1990 

Hyatt  Regency  Hotel,  Knoxville 


AUGUST,  1989 


425 


The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 


Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That's  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 'gf|k 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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Gastric  Perforation  Following  Blunt 
Abdominal  Trauma 
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Gastric  perforation  following  blunt  abdominal  trau- 
ma is  rare.  Although  injuries  to  the  stomach  are  com- 
monplace in  penetrating  trauma,  gastric  perforation  is 
encounted  in  0.9%  to  1.7%  of  patients  sustaining  sig- 
nificant blunt  abdominal  trauma.1  Though  rare,  gastric 
injuries  can  cause  major  morbidity  and  mortality,  and 
careful  examination  of  the  stomach  should  be  included 
in  all  patients  explored  for  blunt  abdominal  trauma. 

Case  Report 

A 53-year-old  woman  was  struck  by  a pick-up  truck  dur- 
ing a customary  stroll  approximately  an  hour  after  eating  her 
evening  meal.  Although  she  experienced  a brief  loss  of  con- 
sciousness at  the  scene,  she  was  awake  and  alert  in  the  emer- 
gency department.  She  complained  of  marked  abdominal  pain 
in  addition  to  facial  and  hip  pain.  Physical  findings  included 
a blood  pressure  of  128/60  mm  Hg,  multiple  facial  lacera- 
tions, an  epigastric  contusion,  and  diffuse  abdominal  tender- 
ness. Bowel  sounds  were  absent  and  the  abdomen  was  flat. 
There  were  blood  streaks  in  the  nasogastric  tube  aspirate,  but 
no  gross  hemorrhage. 

The  admission  supine  chest  x-ray  was  normal  and  did  not 
demonstrate  subdiaphragmatic  air.  Pelvic  films  confirmed  an 
unstable  pelvic  fracture.  The  patient's  blood  pressure  re- 
mained within  normal  range,  but  an  abdominal  CT  scan  dem- 
onstrated massive  pneumoperitoneum  (Fig.  1).  All  solid  or- 
gans were  intact,  but  the  patient’s  abdomen  was  distended 
and  tympanitic.  Exploratory  celiotomy  demonstrated  an  iso- 
lated rupture  of  the  anterior  wall  of  the  stomach  at  the  lesser 
curvature.  Though  the  perforation  itself  measured  0.5  cm  it 
was  surrounded  by  a 2 x 3-cm  contusion.  All  nonviable  tis- 
sue was  debrided  and  the  resulting  gastrotomy  was  closed  in 
two  layers.  The  abdomen  was  irrigated  and  all  particulate 
matter  was  removed. 

Postoperatively  she  did  well  and  her  recovery  was  uncom- 
plicated. 

Discussion 

Hollow  viscus  injuries  are  uncommon  following  se- 
rious blunt  abdominal  trauma,  being  found  in  only  ap- 
proximately 10%  to  20%  of  cases;  as  a subset  of  these 
injuries,  gastric  perforation  is  relatively  rare.  Most  re- 
ported cases  involve  vehicular  impact,  and  patients  are 
either  passengers  or  are  pedestrians  struck  by  moving 
vehicles.  Gastric  perforations  have  also  been  reported 


From  the  Department  of  Surgery,  University  of  Tennessee  Medi- 
cal Center  at  Knoxville. 


Figure  1.  CT  scan  of  abdomen  demonstrating  pneumoperitoneum. 


following  falls,  and  in  pediatric  cases,  following  child 
abuse.  It  is  also  common  that  patients  with  gastric  rup- 
ture sustained  their  injury  shortly  after  eating  a large 
meal. 

If  the  patient  is  awake  and  conversant,  abdominal 
pain  is  usually  the  principal  complaint.  Classic  physical 
findings  are  those  expected  with  peritoneal  irritation, 
and  include  abdominal  rigidity,  diffuse  rebound  ten- 
derness, absent  bowel  sounds,  and  distention.  Other 
findings  include  shock,  bloody  nasogastric  aspirate,  and 
positive  peritoneal  lavage.  Of  interest,  hematemesis  is 
not  a consistent  finding,  and  occurs  in  about  50%  of 
cases2;  in  fact,  shock  in  these  patients  is  usually  not 
due  to  blood  loss  from  the  stomach  wall  itself,  but  to 
associated  injuries  to  the  spleen,  liver,  pelvis,  and  ex- 
tremities. 

Radiographic  studies  are  often  not  helpful  in  diag- 
nosing blunt  gastric  rupture.  While  subdiaphragmatic 
air  is  highly  suggestive  of  hollow  viscus  injury,  it  is 
present  in  only  50%  of  cases.2  Contrast  studies  are 
useful  in  evaluating  duodenal  injury,  but  have  no  place 
in  the  diagnosis  of  gastric  perforation,  which  is  usually 
diagnosed  at  operation  in  patients  explored  for  evi- 
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dence  of  intra-abdominal  injury.  Pneumothorax  asso- 
ciated with  pneumoperitoneum  should  elicit  caution, 
as  there  are  reported  cases  of  air  dissecting  into  the 
abdominal  cavity  from  a pneumothorax,3  though  this 
usually  follows  the  institution  of  positive  pressure  ven- 
tilation, and  abdominal  findings  are  usually  absent. 

In  the  absence  of  positive  radiographic  findings  or 
clear-cut  indications  for  exploration,  victims  of  blunt 
abdominal  trauma  with  suggestive  physical  findings  or 
hyperamylasemia  should  have  peritoneal  lavage. 
Courcy  et  al4  report  an  83%  incidence  of  positive  per- 
itoneal lavage  following  blunt  gastric  rupture.  Alter- 
natively, CT  scan  may  be  indicated  in  patients  sus- 
pected of  having  intra-abdominal  injury  and  who 
remain  hemodynamically  stable. 

The  rarity  of  gastric  rupture  following  blunt  trauma 
may  be  due  to  several  factors,  including  the  relative 
lack  of  fixation  of  the  stomach,  protection  by  the  low- 
er thoracic  cage,  a thick  muscular  wall,  and  its  usual 
emptiness.15  A stomach  distended  by  a recent  large 
meal  with  competent  pyloric  and  gastroesophageal 
sphincters  may  place  the  patient  at  greater  risk  of  this 
injury,5  as  may  the  presence  of  gastric  adhesions.4 

Various  mechanisms  of  injury  exist.  The  stomach 
can  be  injured  by  violent  deceleration,  shearing  forces, 
and  direct  crushing  against  the  vertebral  column.  In 
addition,  avulsion  of  the  gastroepiploic  vessels  from 
the  greater  curvature  of  the  stomach  can  lead  to  sub- 
sequent ischemic  necrosis  and  gastric  perforation.6 

The  biomechanics  of  gastric  rupture  can  be  ex- 
plained using  the  Law  of  Laplace:  P = K(T/R),  where 
P is  transmural  pressure,  K depends  on  the  geometric 
shape  of  the  viscus,  T is  wall  tension,  and  R is  the 
radius  of  curvature.  Hence,  with  sudden  increases  in 
transmural  pressure,  rupture  may  occur  at  the  point  of 


greatest  radius.1 

In  adult  patients,  perforations  of  the  anterior  stom- 
ach wall,  usually  along  the  lesser  curvature,  predomi- 
nate. Greater  curvature  perforations  are  more  com- 
mon in  children,  and  circumferential  injuries  also  occur. 
All  gastric  hematomas  should  be  carefully  inspected 
for  small  perforations.  Direct  visualization  of  the  gas- 
tric mucosal  surface  via  gastrostomy  has  been  suggest- 
ed if  the  gastric  mesentery  has  been  avulsed,  if  there 
is  pallor  of  the  serosa,  or  if  the  nasogastric  aspirate  is 
persistently  bloody.6  The  most  common  associated  in- 
jury is  splenic  laceration,  though  pancreatic,  liver,  and 
diaphragmatic  injuries  may  occur  as  well. 

Treatment  of  gastric  perforation  consists  of  ade- 
quate debridement  of  nonviable  tissue,  closure  of  the 
gastric  wall  in  two  layers,  and  copious  irrigation  of  the 
abdominal  cavity  with  removal  of  all  foreign  materi- 
al.45 Drains  are  not  advocated.  Postoperative  compli- 
cations include  subphrenic  or  other  intra-abdominal 
abscess,  wound  infection,  and  gastric  fistula.1-4 

With  careful  preoperative  and  postoperative  man- 
agement of  the  multiple  injured  patients,  morbidity  and 
mortality  from  gastric  rupture  should  be  kept  to  a 
minimum.  /~~  ^ 
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Stroke  in  an  Adolescent 


Case  Report 

A 16-year-old  girl  from  Guatemala  City  was  well  until  four 
years  earlier  when  she  experienced  sudden  right  hemiparesis 
and  aphasia.  Radial  pulses  were  absent  on  examination.  Her 
symptoms  gradually  resolved  over  a five-day  period,  and  she 
did  well  until  two  years  prior  to  admission  when  she  suddenly 
developed  left  hemiparesis.  These  symptoms  partially  re- 
solved, but  spasticity  of  the  left  hand  persisted.  She  was  again 
asymptomatic  until  five  months  prior  to  admission  when  she 
began  noticing  progressive  loss  of  visual  acuity  in  her  left  eye 
and  light-headedness  during  periods  of  physical  exertion. 

Systolic  blood  pressure  was  90  mm  Hg  in  both  arms  and 
100  mm  Hg  in  both  thighs,  and  bilateral  subclavian  bruits,  a 
left  vertebral  bruit,  and  an  epigastric  bruit  were  heard.  Pulses 
in  both  carotid  arteries  and  the  arteries  of  both  upper  ex- 
tremities were  absent.  Pulses  in  the  arteries  of  the  lower  ex- 
tremities were  diminished  but  symmetrical.  Visual  acuity  in 
the  left  eye  was  limited,  so  that  she  could  identify  objects 
only  within  six  inches  of  her  face.  The  left  plantar  reflex  was 
equivocal.  Weakness  and  spasticity  of  the  left  hand  were 
present. 

Serum  chemistries  were  normal.  Hematocrit  was  34% 
(normal  37%  to  44%)  and  platelets  were  640,000/cu  mm 
(normal  150,000  to  400,000).  Westergren  erythrocyte  sedi- 
mentation rate  (ESR)  was  60  mm/hr  (normal  0 to  20).  Arter- 
iogram of  the  aortic  arch  showed  severely  diseased  vessels, 
and  there  was  a long  segmental  tight  stenosis  of  the  innomi- 
nate artery  with  only  faint  filling  of  the  right  common  carotid 
artery.  The  left  common  carotid,  left  subclavian,  and  both 
vertebral  arteries  were  totally  occluded  at  their  origins.  The 
right  vetebral  artery  filled  antegrade  from  the  minimal  flow 
of  the  right  common  carotid.  The  descending  aorta  was  dif- 
fusely and  irregularly  narrowed.  CT  scan  of  the  head  re- 
vealed an  old  right  hemispheric  infarct  in  the  distribution  of 
the  middle  cerebral  artery.  When  a biopsy  of  the  temporal 
artery  revealed  histopathology  consistent  with  the  clinical  di- 
agnosis of  Takayasu’s  arteritis,  she  received  a course  of  cy- 
clophosphamide and  corticosteroids  in  large  doses  to  prepare 
her  for  surgical  reconstruction  of  the  aortic  arch  and  brachi- 
ocephalic arteries.  She  is  currently  doing  well  and  has  had  no 
further  symptoms  following  her  surgery. 

Discussion 

Necrotizing  vasculitis  syndromes  are  characterized 
by  an  inflammatory  process  of  blood  vessels.  The 
pathogenesis  is  not  well  understood,  but  it  is  presumed 
to  begin  with  an  unknown  antigen  stimulating  an  ab- 
normal immune  response.  Circulating  immune  com- 
plexes are  deposited  in  vessels,  where  the  complement 
system  is  then  activated.  Neutrophils  are  attracted  by 
chemotaxis.  Enzymes  and  other  substances  are  re- 
leased causing  necrosis  of  the  intima  of  the  vessel  wall. 


Prepared  by  Robert  D.  Schreiner,  M.D.,  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  Medical  Center.  Nashville. 


thrombosis  with  occlusion  of  the  lumen,  and  subse- 
quent death  of  tissue. 

Several  systems  of  classifications  have  been  pro- 
posed, differing  one  from  the  other  depending  on  the 
character  and  location  of  the  vasculitis.  The  size  of 
the  vessels  involved  (small,  medium,  large),  the  type 
of  pathologic  change  (granuloma,  fibrinoid  necrosis, 
etc.),  the  type  of  infiltrating  cell  (giant  cell,  neutro- 
phil, eosinophil),  and  the  suspected  underlying  anti- 
genic stimulus  (hepatitis-B  virus,  cytomegalovirus,  etc.) 
each  serve  as  the  basis  for  a different  system  of  clas- 
sification. A modified  version  of  the  classification  pro- 
posed by  Fauci1  seems  to  be  favored  by  most  clinicians 
(Table  1). 

Although  the  clinical  manifestations  of  necrotizing 
vasculitis  are  varied,  it  is  possible  to  develop  an  orga- 

TABLE  1 

CLASSIFICATION  SYSTEM  OF  THE  NECROTIZING 
VASCULITIS  SYNDROMES* 

Polyarteritis  nodosa 

Idiopathic  (classic  variety) 

Viral  (HBsAg,  CMV,  other) 

Rheumatic  (RA,  Sjogrens) 

Malignancy 

Hypersensitivity  (leukocytoclastic)  vasculitis 
Serum  sickness 
Henoch-Scholein  purpura 
Mixed  cryoglobulinemia 
Hypocomplementemic  vasculitis 
Connective  tissue  disease  (RA,  SLE,  Sjogrens) 
Inflammatory  diseases  (chronic  active  hepatitis, 
inflammatory  bowel  disease,  etc.) 

Malignancy 

Granulomatous  vasculitis 
Large  arteries 
Temporal  arteritis 
Takayasu’s  arteritis 
Rheumatic 
Small  arteries 
Wegener's  granulomatosis 
Churg-Strauss  angiitis 
Lymphomatoid  granulomatosis 

Other 

Kawasaki’s  disease 
Infectious  vasculitis  (SBE,  TB) 

Beurger’s  disease 
Behcet’s  disease 


’Modified  from  Fauci.1 
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nized  approach  to  the  disease  as  presented  by  these 
patients.  The  first  step  is  to  think  of  the  diagnosis.  The 
signs  and  symptoms  are  often  vague  and  varied.  Unex- 
plained renal,  lung,  or  cerebral  dysfunction,  areas  of 
unexplained  local  ischemia,  palpable  purpura,  unex- 
plained joint  or  abdominal  pain,  or  unexplained  fever 
should  bring  to  mind  the  possibility  of  systemic  vas- 
culitis. It  is  important  to  determine  which  vessels  are 
involved  by  careful  history  and  physical  examination. 
Next,  it  is  important  to  consider  the  presence  or  ab- 
sence of  those  diseases  of  which  necrotizing  vasculitis 
may  be  a complication  or  a sequela  (Table  1).  To  this 
end,  the  result  of  certain  laboratory  tests  may  be  help- 
ful: complete  blood  count,  ESR,2  assay  of  antinuclear 
antibody  (ANA),  rheumatoid  factor  (RF),  and  hepa- 
titis-B  surface  antigen  (HBsAg).  The  results  of  other 
tests  that  may  be  helpful  are  complement  assays,  pres- 
ence or  absence  of  antimitochondrial  antibody, 
cytomegalovirus  titer,  antistreptolysin  titer,  quantita- 
tive cryoglobulins,  and  HLA-B27  determination.  The 
third  step  is  to  make  a histopathologic  diagnosis.  The 
nature  of  vasculitis  of  a small  vessel  may  be  deter- 
mined by  a biopsy.  Angiography  will  assist  in  the  di- 
agnosis of  vasculitis  of  large  vessels.  An  accurate  di- 
agnosis may  be  accomplished  by  history,  physical 
examination,  appropriate  laboratory  tests,  histopath- 
ology,  and  radiology. 

It  should  be  remembered  that  gonococcemia,  men- 
ingococcemia,  and  rickettsial  infection  may  acutely 
produce  vasculitis.  Emboli  from  endocarditis,  choles- 
terol plaques,  or  ventricular  thrombi  may  cause  pe- 
ripheral ischemia  simulating  necrotizing  vasculitis. 


Takayasu’s  arteritis,  also  known  as  pulseless  dis- 
ease or  brachiocephalic  arteritis,  usually  occurs  in 
young  women  and  begins  with  constitutional  symp- 
toms.3 The  patient  develops  manifestations  of  vascular 
insufficiency  of  the  aortic  arch  vessels  and  their  pri- 
mary branches.  The  coronary,  pulmonary,  celiac,  mes- 
enteric, renal,  and  iliac  arteries  are  occasionally  in- 
volved. Arteriography  of  the  aorta  and  aortic  arch 
reveals  smooth-walled  narrowing  of  these  arteries  with 
dilatation  of  some  areas.  Immunosuppressive  therapy 
with  prednisone  and  cyclophosphamide  usually  pro- 
duces remissions  if  this  is  begun  before  arterial  ob- 
struction occurs.  Patients  with  advanced  disease  will 
require  prosthetic  reconstruction  of  the  obliterated  ar- 
teries. The  five-year  survival  for  all  patients  is  approx- 
imately 80%.  Death  is  usually  due  to  congestive  heart 
failure  and/or  cerebrovascular  disease. 

In  summary,  the  various  necrotizing  vasculitis  syn- 
dromes include  a broad  spectrum  of  inflammatory 
processes  involving  arteries,  arterioles,  capillaries, 
venules,  or  sometimes  lymph  vessels.  Classification  re- 
quires evaluation  of  history,  physical  examination, 
laboratory  data,  and  histopathology.  The  key  step  for 
the  physician  is  the  most  difficult:  suspecting  the  di- 
agnosis. 
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Sudden  Collapse  of  a Young,  Healthy  Man 


Case  Report 

A 32-year-old  man  had  been  in  excellent  health  his  whole 
life  until  the  day  of  admission.  He  had  been  painting  the  ex- 
terior of  a house  when  he  began  complaining  of  dyspnea, 
diaphoresis,  light-headedness,  and  generalized  pruritus.  His 
partner  noted  his  respiratory  distress  immediately  prior  to  his 
collapsing  to  the  ground.  He  was  unresponsive,  and  no  pulse 
was  palpable.  Cardiopulmonary  resuscitation  was  begun. 

On  arrival  at  the  emergency  room,  the  patient  was  re- 
sponsive to  commands.  His  systolic  blood  pressure  was  58 
mm  Hg  and  pulse  was  106/min.  There  was  generalized  urti- 
caria, and  mild  bilateral  wheezing  was  heard  in  all  lung  fields. 
Routine  laboratory  studies  were  normal  except  for  leukocy- 
tosis of  13,400/cu  mm  (normal  5,000  to  10,000). 

Intravenous  saline  was  infused  at  a high  rate,  and  epi- 
nephrine in  a dose  of  0.4  cc  of  1:10,000  dilution  was  admin- 
istered intravenously  with  prompt  restoration  of  hemody- 
namic stability  and  resolution  of  symptoms.  Intravenous 
diphenhydramine  was  also  given.  In  retrospect,  the  patient 
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recalled  being  stung  by  a yellow  jacket  approximately  15 
minutes  prior  to  the  onset  of  his  symptoms;  he  had  been  stung 
several  times  before  by  various  bees  without  sequela.  He  was 
observed  overnight  and  discharged  the  following  morning  with 
no  further  symptoms.  He  was  counselled  regarding  his  hyper- 
sensitivity and  instructed  regarding  the  use  of  an  epinephrine 
injector  should  he  be  stung  again.  He  purchased  an  emer- 
gency identification  bracelet,  and  received  desensitization 
therapy  to  hymenoptera  venom  in  the  allergy  clinic  as  an  out- 
patient. 

Discussion 

Anaphylaxis  is  defined  as  an  immediate  life-threat- 
ening response  to  a specific  antigen  characterized  by 
respiratory  distress  followed  by  vascular  collapse  (im- 
mediate type  hypersensitivity). 

The  pathogenesis  has  recently  been  reviewed.1  An 
antigen  such  as  hymenoptera  venom  (from  wasps,  ho- 
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neybees,  hornets,  and  yellow  jackets)  induces  the  pro- 
duction of  IgE.  The  immunoglobulin  molecules  attach 
to  the  antigen  when  future  exposure  to  antigen  occurs. 
The  resultant  immune  complexes  bind  to  the  appro- 
priate receptors  on  mast  cells  and  basophils,  which 
stimulates  degranulation  of  these  cells,  releasing  his- 
tamine, proteases,  prostaglandins,  leukotrienes,  and 
platelet  activating  factor.  The  laryngospasm,  bron- 
chospasm,  urticaria,  angioedema,  and  vascular  col- 
lapse are  due  to  the  release  of  these  mediators,  result- 
ing in  the  immediate  type  hypersensitivity  reaction. 

The  goal  of  treatment  is  to  counteract  the  effects  of 
these  mediators.  Epinephrine  administered  subcuta- 
neously in  a dilution  of  1:1,000  in  doses  of  0.2  to  0.5 
cc  repeated  every  three  minutes  is  the  safest  way  to 
administer  this  drug.  To  treat  severe  anaphylactic  re- 
actions, epinephrine  in  a greater  dilution  (1:50,000)  is 
cautiously  administered  intravenously.  Serious  compli- 
cations of  the  use  of  intravenous  epinephrine  may  be 
ventricular  or  supraventricular  tachycardia.  Inhaled 
beta-2  agonists  and  intravenous  vasopressors  are  used 
as  needed.  Histamine-1  receptor-blockers,  such  as  di- 
phenhydramine and  hydroxyzine,  are  used  acutely  in 
doses  of  25  to  50  mg  intravenously.  These  agents  should 
be  continued  orally  for  several  days  following  the  acute 
event.  Glucocorticosteroids  are  administered  during  the 


acute  event,  but  their  effect  begins  only  hours  later. 
The  principal  aim  in  their  use  is  to  prevent  recurrent 
symptoms  after  the  effects  of  the  epinephrine  wear  off. 
Steroids  stabilize  the  membranes  of  the  mast  and  ba- 
sophil cells,  thereby  preventing  degranulation. 

Prevention  of  recurrent  attacks  can  sometimes  be 
achieved  by  immunotherapy  administered  in  the  aller- 
gy clinic.  Immunoglobulin  G directed  against  the  spe- 
cific antigen  can  be  generated  in  vivo  by  repeated 
administration  of  small  amounts  of  the  antigen.  These 
antibodies  bind  to  the  antigen  when  it  is  reintroduced 
in  large  quantity  through  an  insect  sting,  and  thus  de- 
crease the  availability  of  the  antigen  to  bind  to  the 
preformed  IgE.  Since  IgE-antigen  complexes  are  pre- 
vented from  forming,  mast  cells  are  not  stimulated  to 
degranulate. 

In  summary,  anaphylaxis  is  an  immunologically 
mediated  response  to  an  antigen  in  the  presence  of 
IgE  preformed  against  the  same  antigen.  Early  recog- 
nition of  this  hypersensitivity  response  combined  with 
immediate  treatment  with  epinephrine  and  antihista- 
mines can  be  lifesaving.  r ^ 
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Medicolegal  Junction 


How  To  Review  Your  Own  Contracts 

MARY  V.  ANDERSON 


With  a few  simple  concepts  in  mind,  the  physician 
can  review'  many  of  his  own  business  contracts  to  elim- 
inate the  need  for  legal  services  or  to  minimize  legal 
expenses  by  focusing  the  attorney’s  attention  on  the 
contract  issues  that  are  of  real  concern  to  the  practice. 
The  analysis  suggested  in  the  discussion  below  applies 
whether  the  contract  in  question  is  a provider  con- 
tract, employment  agreement,  lease,  supply  contract, 
or  other  contract  arising  in  the  day-to-day  operation 
of  a medical  practice.  This  analysis,  however,  is  not 
intended  to  be  a framework  for  such  business  structure 
contracts  as  partnership  agreements  or  malpractice  in- 
surance policies. 

What  is  a Contract? 

A contract  is  simply  an  agreement  between  two 
parties  to  do  something.  Unless  it  involves  real  prop- 
erty, or  would  take  more  than  a year  to  carry  out,  it 
can  be  oral.  A written  contract  may  be  just  a letter, 
or  it  may  be  a lengthy  document  referring  to  many 
other  schedules  and  attachments.  The  same  general 
review  approach  will  work  for  all  contracts.  The  sig- 
nificant parts  of  a contract  can  almost  always  be  bro- 
ken down  into  the  issues  discussed  below. 

The  Parties 

Identify  who  the  contract  is  between  to  be  sure  that 
the  contract  is  with  whom  you  think  it  is.  Is  it  a com- 
mitment of  an  individual  physician,  the  physician’s 
professional  corporation,  or  a group  of  physicians?  Is 
the  other  party  an  individual,  a local  corporation,  a 
national  corporation,  a subsidiary? 

Term  and  Termination 

The  most  important  part  of  the  contract  may  well 
be  how  to  get  out  of  it  if  the  relationship  does  not 
work.  If  you  cancel  a contract  prematurely,  you  may 
have  legal  liability.  Look  to  see  when  the  contract  ex- 
pires. Many  contracts  will  be  renewed  automatically 
unless  you  give  prior  written  notice  of  termination  be- 
fore the  anniversary  date.  In  this  case,  you  should  mark 
the  notice  date  on  your  calendar  so  that  you  can  con- 
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sider  whether  you  wish  to  extend  the  agreement  or 
give  notice  in  time  to  cancel  it. 

It  is  also  important  that  you  be  able  to  get  out  of 
the  contract  at  any  time  “for  cause”  if  the  other  party 
does  not  live  up  to  his  agreement.  Look  to  see  if  you 
have  the  right  to  cancel  “for  cause,”  and  if  you  have, 
to  give  the  other  party  a chance  to  fix  his  errors  before 
you  can  cancel. 

Consideration  (How  do  you  pay  or  get  paid?) 

Check  to  see  if  you  can  figure  out  how  much  you 
are  going  to  get  paid  or  pay  under  the  agreement.  You 
may  have  to  look  to  other  documents  to  do  this.  If  you 
are  joining  a PPO  and  are  to  be  paid  based  on  the 
Maximum  Allowable  Charges,  find  out  what  the  pay- 
ment is  for  your  most  common  procedures.  If  you  are 
buying  a copier,  how  much  does  it  cost  for  the  service 
agreement? 

This  is  the  time  to  stop  and  consider  whether  a con- 
tract has  any  Medicare/Medicaid  fraud  and  abuse  is- 
sues. It  is  a crime  to  pay  or  receive  anything  of  value 
in  return  for  the  referral  of  a Medicare  or  Medicaid 
patient.  Such  an  offense  is  punishable  by  up  to  $25,000 
and  five  years  in  prison.  This  is  the  issue  you  should 
call  an  attorney  about  if  you  have  any  questions. 

Duties 

This  is  where  the  real  substance  of  the  agreement 
should  appear.  Does  the  contract  list  exactly  what  each 
party  is  to  do  to  carry  out  the  contract?  The  service  or 
product  you  expect  to  get  or  sell  should  be  clearly  out- 
lined in  this  part  of  the  contract.  Quality  expectations 
should  also  be  included. 

Notices 

A contract  should  tell  you  who  to  go  to  for  issues 
involving  the  contract,  including  its  termination.  Even 
if  the  contract  is  not  specific,  it  is  helpful  to  assign  a 
representative  of  your  business  to  be  responsible  for 
the  contract  and  to  obtain  the  name  of  an  authorized 
representative  of  the  other  party. 

indemnification  and  “Hold  Harmless” 

In  simple  terms,  an  indemnification  is  the  agree- 
ment of  one  party  to  pay  all  of  the  damages  or  losses, 
including  expenses  such  as  attorneys’  fees,  to  the  other 
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party  if  the  first  party  is  responsible.  A typical  exam- 
ple is  an  agreement  to  indemnify  or  ‘'hold  harmless” 
a PPO  if  the  PPO  is  brought  into  a malpractice  action 
filed  against  you.  Your  malpractice  coverage  will  not 
include  the  indemnification  of  third  parties.  The  other 
side  of  the  issue  is  that  an  indemnification  for  your 
benefit  by  the  other  party  may  be  helpful  to  you.  At 
the  least,  indemnification  language  should  be  mutual 
and  you  may  prefer  to  eliminate  it  when  possible. 

An  entirely  different  contract  provision  found  in 
HMO  contracts  is  also  referred  to  as  ‘‘Hold  Harm- 
less.” This  language  is  an  agreement  by  the  physician 
to  continue  care  for  an  HMO  member  for  some  period 
of  time  after  the  HMO  is  insolvent,  without  seeking 
payment  from  the  patient. 

Insurance 

It  is  standard  practice  in  many  contracts  to  require 
a medical  provider  to  maintain  set  amounts  of  mal- 
practice insurance,  as  well  as  general  liability  insur- 
ance on  the  premises  where  the  practice  is  located.  In 
some  cases,  the  physician  is  required  to  name  the  oth- 
er party  as  an  additional  insured  on  these  insurance 
policies.  Look  to  see  if  you  have  the  insurance  cover- 
age that  is  required,  and  consider  whether  you  should 
require  the  other  party  to  have  such  insurance  as  well. 

Exclusivity  and  Noncompetition  Agreements 

If  the  contract  is  to  be  an  exclusive  agreement,  it 
should  say  so.  You  should  be  wary  of  contracts  with 
exclusivity  provisions,  as  they  may  have  antitrust  im- 
plications. Generally  you  can  avoid  antitrust  problems 
if  you  do  not  join  with  other  providers  to  fix  prices, 
divide  markets,  exclude  competitors,  or  otherwise 
constrain  the  competitive  market.  This  is  an  area  to 
seek  legal  advice  if  you  have  any  question. 

The  contract  may  also  include  noncompetition  lan- 
guage that  provides  that  the  parties  will  not  compete  with 
each  other  either  during  the  contract  term  or  for  some 
period  of  time  after  its  termination.  It  is  important  to 
understand  what  each  party  has  agreed  to  do  if  there  is 
an  agreement  not  to  compete.  Such  agreements  are  gen- 
erally enforceable  if  they  are  not  too  broad. 

“Boilerplate” 

This  is  a word  used  to  refer  to  contract  provisions 
that  have  become  standard  over  the  years.  They  may 
be  numerous  and  are  often  of  minor  importance.  Ex- 
amples of  “boilerplate”  are  Choice  of  Law  (which 
state’s  law  is  used  to  interpret  the  contract?);  Modifi- 
cations (how  can  the  contract  be  amended?);  Execu- 
tion (the  right  parties  are  signing  the  agreement  with 
authority);  Time  is  of  the  Essence  (the  parties  think 
the  contract  is  important  and  want  it  to  be  carried  out); 
Successors  and  Assigns  (people  who  take  over  for  you 
may  or  may  not  step  into  your  place  in  the  contract). 
Look  through  these  paragraphs  to  see  if  there  are  pro- 
visions that  don’t  make  sense  to  you  and  then  inquire 
about  them.  r S 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  xh  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Health  and  Environment  Report 


Managing  HIV  Infection  in  Your  Clinical  Practice 


GLENN  DAVIS,  M.D. 

\ 

Not  many  generations  ago  medical  students  were 
taught  that  “to  know  tuberculosis  and  syphilis  is  to 
know  medicine.”  For  our  generation  one  may  say  “to 
know  acquired  immunodeficiency  syndrome  (AIDS)  is 
to  know  medicine.”1  It  is  unusual  to  look  at  any  issue 
of  the  New  England  Journal  of  Medicine  or  JAMA 
without  seeing  at  least  one  article  on  human  immuno- 
deficiency virus  (HIV)  infection.  Although  standard 
medical  texts  have  sections  on  HIV  infection,  knowl- 
edge is  expanding  so  rapidly  that  it  is  impossible  for 
one  text  to  have  all  the  current  information  on  HIV. 
Physicians  surveyed  in  Tennessee  have  expressed  a de- 
sire for  continuing  medical  education  related  to  caring 
for  persons  with  HIV  infection.2 

The  Tennessee  Department  of  Health  and  Envi- 
ronment (TDHE)  is  cooperating  with  East  Central 
AIDS  Education  Training  Center  (ECAETC),  Van- 
derbilt AIDS  Project  (VAP),  Tennessee  Medical  As- 
sociation (TMA)  and  others  in  providing  continuing 
education  for  Tennessee  physicians  across  the  state  re- 
lating to  managing  HIV/AIDS  in  clinical  practice.  This 
cooperative  endeavor  began  the  first  of  1989.  Presen- 
tations have  been  made  to  local  medical  staffs  and  so- 
cieties across  the  state,  and  a manual  for  clinicians  is 
being  published.  An  exhibit  at  the  annual  TMA  con- 
vention in  April  provided  information  on  management 
of  HIV.  Seminars  with  CME  credits  are  being  offered 
across  the  state  featuring  discussions  and  information 
about  the  important  legal  and  psychosocial  aspects  of 
HIV  infection,  as  well  as  the  epidemiology  and  treat- 
ment of  the  disease  and  workup  of  the  patient.  Profes- 
sional counselors,  educators,  and  infectious  disease 
specialists  are  leading  these  discussions. 

The  goals  of  this  education  are  to  provide  physi- 
cians with  the  resources  necessary  to  present  the  spread 
of  HIV  and  to  care  for  persons  with  HIV  infection. 
These  resources  include  the  latest  information  on  the 
pathogenesis,  management,  and  treatment  of  HIV,  in- 
formation about  counseling  and  testing  issues,  and  a re- 
ferral network  of  social,  legal,  and  subspecialty  support. 

The  TDHE  AIDS  program,  which  is  organized  into 
the  three  areas  of  surveillance  and  seroprevalence, 
counseling  and  testing,  and  education,  serves  as  a re- 
source for  physicians.  The  program  provides  data  on 


From  the  Tennessee  Department  of  Environment,  Nashville.  Dr. 
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the  size  and  pattern  of  the  epidemic  and  on  categories 
of  transmission.  Thirty  counseling  and  testing  sites 
across  the  state  offer  free,  voluntary,  anonymous  and 
confidential  counseling  and  testing.  The  education 
program,  under  the  banner  of  “Tennessee  Responds 
to  AIDS,”  works  with  many  community-based  orga- 
nizations across  the  state  providing  education  to  indi- 
viduals and  groups  about  the  prevention  of  HIV  infec- 
tion and  the  care  of  those  with  HIV  infection.  The 
staff  also  accepts  calls  statewide  from  patients,  families 
and  medical  care  providers  in  need  of  specialized  re- 
ferral information  such  as  legal  assistance,  counseling, 
and  financial  support  services.  An  AIDS  Hotline  num- 
ber, 1-800-525-AIDS,  is  available  to  provide  informa- 
tion and  counseling. 

The  HIV  epidemic  presents  many  challenges  to 
physicians  in  Tennessee.  It  poses  management,  psy- 
chosocial, and  ethical  questions.  Who  needs  the  test? 
How  does  one  talk  to  a patient  about  risk  factors?  What 
does  a physician  tell  a person  who  tests  positive  for 
HIV  antibody?  In  management,  when  does  one  rec- 
ommend AZT  and  how  does  one  deal  with  the  side 
effects  of  nausea  and  headache,  and  the  toxicity  of  bone 
marrow  suppression?  How  does  one  use  a T4  cell  count 
in  deciding  how  to  manage  a patient?  When  does  one 
advise  prophylaxis  for  pneumocystis  pneumonia?  These 
and  many  other  questions  are  being  addressed  in  pro- 
grams and  seminars  being  given  to  local  hospital  staffs 
and  medical  societies  across  Tennessee. 

The  people  of  our  state  look  to  you,  the  physicians 
of  Tennessee,  for  leadership  on  the  issue  of  AIDS  and 
HIV  infection.  Every  physician’s  help  is  needed, 
whether  in  an  urban  or  rural  setting,  in  academic  med- 
icine or  clinical  practice,  in  a primary  care  specialty  or 
a subspecialty.  Hospital  staffs,  legislators,  schools, 
churches,  and  civic  groups  need  your  guidance.  Per- 
sons with  HIV  infection  need  your  competent  and 
compassionate  care. 

The  TDHE,  ECAETC,  VAP,  and  TMA  are  avail- 
able to  serve  as  a resource  for  physicians  and  to  pro- 
vide continuing  medical  education.  Please  call  1-615- 
741-7500  for  additional  information  or  to  schedule  a 
seminar  with  CME  credit  in  your  local  area.  r 
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Loss  Prevention  Case  of  the  Month 


Is  the  Poor  Patient  at  Risk? 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 48-year-old  woman  who  had  a long  history  of  rheuma- 
toid arthritis  for  which  she  had  been  receiving  maintenance 
steroids  for  eight  months  (5  mg  daily)  appeared  at  2:30  pm  in 
the  emergency  room  (ER)  of  a community  hospital  in  the 
county  where  she  lived  complaining  of  chills,  fever,  nausea, 
and  vomiting.  The  patient  was  a Medicaid  recipient  who  had 
frequented  the  emergency  rooms  of  the  two  small  hospitals 
in  her  locality. 

The  history  recorded  by  the  ER  nurse  documented  chills, 
fever,  nausea,  and  vomiting.  It  added  that  the  patient  had 
vomited  six  to  eight  times  in  the  preceding  48  hours.  Vital 
signs  were  recorded  as  “BP  120/60,  P 120.  Obese  and  cy- 
anotic.” 

The  private  physician  “on  call  that  day”  was  notified,  and 
after  some  slight  delay  arrived  in  the  ER.  The  record  shows 
in  almost  totally  illegible  handwriting  what  appeared  to  be 
“slight  red  throat — flu — cough  medicine — antibiotics.  Home.” 

At  about  4:30  pm  that  same  afternoon,  the  patient  ap- 
peared in  the  ER  of  the  other  small  hospital  in  her  area  in 
shock,  with  blood  pressure  0/0,  pulse  148/min.  She  was  ex- 
tremely lethargic  and  unresponsive.  Again,  she  was  noted  to 
be  obese  and  cyanotic  with  otherwise  unremarkable  findings. 

Blood  was  drawn  for  laboratory  testing  and  an  intrave- 
nous bottle  of  D5W  was  started.  The  patient  went  steadily 
downhill,  and  despite  intravenous  vasopressors,  steroids,  and 
cephalosporins  she  never  improved.  Her  blood  pressure  re- 
mained unobtainable,  and  a cardiopulmonary  arrest  occurred 
about  6:30  pm.  A code  was  called,  but  the  patient  did  not 
respond. 

Laboratory  studies,  which  it  appears  were  reported  near 
or  after  the  time  of  death,  showed  a low  serum  chloride,  nor- 
mal sodium,  and  a cortisol  level  of  9.3 

A lawsuit  was  filed  charging  the  first  attending  physician 
and  hospital  with  negligence  and  wrongful  death. 

Loss  Prevention  Comments 

On  investigating  this  claim,  it  was  learned  that  the 
first  physician  to  treat  this  patient  was  very  angry  at 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


having  to  leave  his  busy  office  to  come  to  the  hospital 
ER.  This  small  community  hospital  had  contracted  ER 
coverage  for  weekends,  but  the  medical  staff  alternat- 
ed coverage  on  Mondays  through  Thursdays.  The  ER 
personnel  confirmed  that  the  physician  verbally  ex- 
pressed his  anger  at  the  situation  in  the  presence  of 
the  patient. 

The  family  was  apparently  angry  at  the  first  en- 
counter and  expressed  that  after  taking  the  patient  to 
the  second  hospital. 

A careful  reconstruction  of  the  medical  findings, 
including  the  past  history  of  long-term  low-dose  ste- 
roid therapy,  the  48-hour  history  of  nausea,  vomiting, 
chills  and  fever,  and  the  events  of  the  last  four  hours 
of  this  patient’s  life,  strongly  suggest  that  her  death 
was  due  to  sepsis,  probably  gram-negative  in  type. 

It  was  the  opinion  of  experts  that  the  patient  did 
not  receive  a medical  evaluation  at  the  first  hospital 
that  would  meet  an  acceptable  standard.  The  hand- 
writing of  the  attending  physician  was  almost  totally 
illegible,  having  to  be  deciphered  by  the  physician 
himself  before  the  claim  could  be  adequately  investi- 
gated. There  was  no  mention  of  an  examination  of  the 
chest  or  abdomen.  Only  “Slight  red  throat — flu — cough 
medicine — antibiotics.  Home”  was  recorded  by  the  at- 
tending physician. 

The  openly  expressed  anger  of  the  physician  in  the 
first  encounter  undoubtedly  played  a large  part  in  all 
that  followed:  the  hostile  attitude  expressed  in  the  ER 
in  the  presence  of  the  patient;  the  cursory  and  inade- 
quate examination;  the  failure  to  recognize  the  serious 
potential  presented  by  this  obese  woman  receiving  long- 
term steroid  therapy  with  nausea,  vomiting,  chills,  and 
fever. 

The  facts  of  an  angry  doctor  whose  handwriting  was 
illegible  and  whose  evaluation  was  below  standard, 
coupled  with  the  death  of  a 48-year-old  patient,  made 
settlement  mandatory.  /~  y 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Sp  ecialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
3606  AUSTIN  PEAY,  SUITE  313 
MEMPHIS,  TN  38128 
CALL  COLLECT:  (901)  388-9876 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 

Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 

MMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


pic/icJentV 

pooe. 


William  O.  Miller 


Request  from  “ Alfredo  F ettucini  88' 

Tony  Ficalora  was  a fourth  year  medical  student  at  the  University  of  Ten- 
nessee who,  while  on  rotation  at  the  UT  Hospital  in  Knoxville  from  UT 
Center  for  Health  Sciences  in  Memphis,  was  diagnosed  as  having  an  acute 
lymphocytic  leukemia.  On  Feb.  18,  1988,  he  died  of  his  disease  while  in  his 
parents'  home  in  New  York.  Tony  had  continued  his  student  activities  and 
received  his  degree,  even  though  he  was  never  able  to  practice.  Throughout 
the  chemotherapy  and  medical  treatment  for  his  leukemia,  he  maintained  a 
sense  of  humor,  and  sent  back  to  his  fellow  students,  and  to  all  of  medicine, 
words  of  wisdom  and  insight  under  the  pen  name  of  Alfredo  Fettucini. 

Alfredo  requested  that  his  fellow  physicians  not  avoid  confronting  the 
fact  that  all  of  us  mortals  die.  He  also  commented,  “We  are  not  trained  to 
be  compassionate  in  medical  school  or  in  our  residency  programs.”  He  com- 
plained that  there  were  no  “human  compassion  or  feelings”  courses  in  his 
curriculum. 

I think  that  if  every  one  of  you  who  reads  this  page  will  pause  and  reflect 
on  that  comment,  you  will  realize  that  though  we  can  all  easily  understand 
what  Alfredo  Fettucini  is  saying,  you  will  also  realize  at  the  same  time  that 
empathy,  caring,  and  compassion  are  not  things  that  one  learns  in  a course 
or  a seminar.  These  things  are  already  in  a person,  though  obviously  they 
can  be  nurtured  by  all  those  with  whom  we  come  in  contact.  We  are  all  well 
aware  of  the  heartsick  feeling  and  despair  we  have  when  we  go  into  the 
room  of  a patient  whose  pain  and  disease  we  have  no  technical  or  scientific 
ability  to  conquer.  Then,  when  we  leave  that  room,  we  perhaps  go  to  anoth- 
er room  where  there  is  the  boundless  joy  of  a new  birth,  or  a patient  who 
is  well  enough  to  leave  the  hospital  whole  and  free  of  pain.  Because  these 
emotional  rollercoasters  remain  of  necessity  within  the  physician,  he  has  to 
learn  always  to  appear  to  be  calm,  having  equanimity,  which  may  give  the 
appearance  of  lacking  compassion,  even  though  he  may  feel  very  deeply. 

I am  sure  we  all  realize  what  Alfredo  Fettucini  is  asking  of  us,  and  I can 
only  hope  that  he  now  has  some  insight  that  there  really  is  compassion, 
empathy,  and  sincere  identification  with  every  patient  with  whom  we  come 
in  contact,  whether  he  is  at  the  upper  end  of  the  emotional  spectrum,  or  at 
its  nadir. 

Thank  you,  Tony  Ficalora,  for  your  concern  for  these  values.  We  hope 
you  know  that  we  as  physicians  are  all  a little  less  fulfilled  because  we  could 
never  serve  together  with  you  as  healers. 
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editorial/ 


Spreading  the  Risk 

I believe  it  was  over  the  cash  register  at  a 
Shakey’s  Pizza  Parlor,  and  I doubt  it  was  original 
with  them,  that  I saw  the  sign,  “We  have  an  ar- 
rangement with  the  bank:  they  don’t  make  pizzas 
and  we  don’t  cash  checks.”  Words  of  wisdom 
there — and  not  just  for  check-writers,  either.  I 
know  a few  doctors  who  have  made  a lot  of  mon- 
ey at  things  other  than  their  practice.  I know  a 
lot  more  doctors  who  have  lost  a lot  of  money  at 
things  other  than  their  practice;  the  track  record 
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of  doctors  generally  in  matters  fiscal  is  for  the 
most  part  anything  but  stellar. 

Without  being  too  gloomy  about  it,  I have  al- 
ways operated  on  the  assumption  that,  although 
wonders  and  marvels  and  all  that  can  lurk  around 
some,  too,  disaster  lurks  around  every  corner. 
Back  in  1975  one  sure  enough  came  to  pass  for 
doctors.  We  went  to  bed  one  night  safe  and  se- 
cure in  the  knowledge  that  in  the  increasingly 
likely  event  we  should  be  sued  for  malpractice, 
those  friendly  folks  who  were  forever  hawking 
their  marvelous  wares  to  us  and  befriending  us  at 
medical  meetings  would  jump  to  the  rescue;  the 
next  morning  we  awoke  to  find  that  we  had  only 
a few  short  months  to  make  other  arrangements. 
Our  friends  had  turned  out  to  be  fair  weather 
ones  amidst  all  the  clouds  that  were  gathering  on 
the  horizon.  Our  largest  underwriter  looked  at 
what  some  judges  and  juries  were  doing  to  doc- 
tors, particularly  in  California,  which  in  such 
things  has  been  the  trend  setter,  and  as  good 
businessmen  decided  that  writing  medical  mal- 
practice insurance,  which  is  what  it  was  called 
then,  was  not  good  business,  having  turned  rath- 
er into  a means  of  compensating  the  aggrieved 
not  for  malpractice,  but  simply  for  poor  results; 
and  so  they  quit  the  field.  I guess  it  made  good 
sense  businesswise,  but  not  our  businesswise. 

Enter  Tennessee’s  Commissioner  of  Insur- 
ance. You  first  need  to  understand  that  the 
Commissioner’s  interest  was  not  then,  and  is  not 
now,  the  plight  of  the  exposed  doctors.  His  charge 
is  to  be  sure  there  are  funds  available  to  compen- 
sate those  aforementioned  aggrieved  should  a jury 
decide  those  aggrieved  needed  compensating. 
Without  boring  you  with  mechanics,  not  all  of 
which  I probably  ever  knew,  or  if  I did,  I’ve  for- 
gotten, with  that  in  mind  the  Legislature  post- 
haste enacted  legislation  forming  a Joint  Under- 
writers’ Association  (JUA).  The  act  required 
every  insurance  underwriter  doing  business  in 
Tennessee  to  join  in  a pool  for  assuming  the  risk, 
to  which  any  doctor  desiring  to  have  his  risk  as- 
sumed was  privileged  to  contribute.  Though  the 
resulting  JUA,  which  on  Sept.  1,  1975  became 
Tennessee’s  sole  writer  of  professional  liability 
insurance  (that  was  what  such  insurance  had  now 
become  known  as,  as  more  appropriately  reflect- 
ing the  sort  of  exposure  we  were  being  subjected 
to),  was  an  improvement  over  the  alternative,  it 
was  an  expensive  and  generally  unsatisfactory  ar- 
rangement, providing  as  it  did  a maximum  cov- 
erage of  only  $200, 000/$ 600, 000.  Therefore,  at  a 
called  special  session  on  Oct.  12,  the  TMA  House 
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of  Delegates  adopted  a resolution  from  the  Board 
of  Trustees  that  would  form  the  Tennessee  Phy- 
sicians’ Mutual  Liability  Insurance  Company,1 
which  would  subsequently  become  State  Volun- 
teer Mutual  Insurance  Company  (SVMIC),  our 
present  captive  professional  liability  carrier. 

To  become  familiar  with  the  reinsurance  mar- 
ket and  its  relationship  to  our  company,  each  May 
the  new  board  members  of  SVMIC  accompany 
its  president,  board  chairman,  executive  vice 
president,  and  vice  presidents  for  finance,  under- 
writing, and  claims  to  London,  the  reinsurance 
capital  of  the  world,  to  meet  and  negotiate  con- 
tracts with  our  reinsurers.  London  is  therefore 
where  I found  myself  a couple  of  weeks  back. 
Being,  due  to  SVMIC’s  A + rating  by  A.M.  Best 
& Company,  favored  assureds,  and  therefore  fa- 
vored clients  of  our  London  brokerage  firm,  we 
were  royally  received  and  entertained;  though  we 
were  questioned  about  our  operation,  risks,  and 
so  on,  it  was  all  very  friendly,  and  we  were  far 
from  harassed.  It  was  not  always  so.  In  1975  rep- 
resentatives of  the  new  company,  who  recog- 
nized the  absolute  necessity  for  reinsurance,  went 
to  London  hat  in  hand  to  the  offices  of  the  var- 
ious syndicates.  This  time  syndicate  members 
came  to  us  in  the  offices  of  our  London  broker. 

Waiting  in  Gatwick  Airport  for  our  return 
flight,  I picked  up  a small  volume  by  one  of  my 
favorite  authors,  P.G.  Wodehouse,  in  which  the 
formidable  butler,  Jeeves,  quotes  a well-known 
(to  him)  and  very  appropriate  French  maxim. 
Tout  comprendre  c'est  tout  pardonner,  which 
loosely  translated,  and  in  fact  literally,  too, 
means,  “To  understand  all  is  to  pardon  all."  The 
following  will  be  a short  expose,  or  perhaps  bet- 
ter, apology,  that  will  allow  you  to  excuse  as  rea- 
sonable some  things  about  your  company  (it  is 
your  company,  inasmuch  as  its  sole  owners  are 
its  policyholders)  which,  because  you  did  not  un- 
derstand, you  might  have  considered  perhaps 
profligate  or  insensitive,  not  to  say  unwarranted. 

There  is  an  obvious  question  that  doubtless  pops 
into  your  head,  even  though  it  may  not  be  verbal- 
ized; at  least  it  has  in  the  past  popped  into  mine 
on  occasion.  Though  not  one  to  begrudge  a col- 
league the  small  pleasures  life  has  to  offer,  I have 
sometimes,  when  I thought  about  it,  at  least  enter- 
tained a passing  thought  that  a week  in  London 
might  be  considered  something  a bit  more  than  one 
of  life’s  small  pleasures.  Having  experienced  one 
such  interlude,  I can  report  that  though  there  is 
indeed  pleasure  involved,  it  does  little  or  nothing 
more  than  compensate  for  a very  long  airplane  ride 


and  several  days  of  rather  tedious  negotiating.  Well, 
then,  so  why  London  at  all? 

At  the  time  SVMIC  was  in  its  formative  stages, 
similar  companies  were  being  formed  in  other  states. 
Many  of  those  companies  are  now  in  deep  trouble, 
and  only  a very  few  of  them  are  viewed  in  the  rein- 
surance market  with  such  favor  as  ours.  Why? 

I am  uncertain  as  to  the  composition  of  the 
original  board  of  our  captive  insurance  company; 
I'm  sure  I could  find  out,  but  for  our  purposes  here 
it  doesn’t  matter  much.  Most  of  the  members,  at 
least,  came  from  TMA’s  Board  of  Trustees.  In  their 
wisdom,  they  decided  that  although  they,  like  me, 
knew  a few  doctors  who  had  made  a lot  of  money 
in  things  other  than  their  medical  practices,  they 
too  knew  a whole  lot  more  doctors  who  had  lost  a 
lot  of  money  in  things  other  than  their  medical 
practice,  and  that  generally  speaking  the  track  re- 
cord of  doctors  in  matters  fiscal  is  anything  but 
stellar.  They  therefore  very  early  decided  that  for 
the  workings  of  this  particular  insurance  company 
they  needed  people  who  were  more  familiar  with 
the  insurance  industry  than  they  were,  which  was 
almost  not  at  all,  and  that  they  would  therefore 
hire  such  a cadre.  They  did. 

The  result  is  a solid  company  in  which  people 
such  as  accountants,  actuaries,  and  so  on  run  the 
insurance  end  of  the  company;  the  doctors  on  the 
Board,  which  always  has  ultimate  responsibility, 
and  various  committees  advise  those  people  on 
things  medical,  just  as  with  Shakey’s  and  the 
banks.  If  we  could  refer  to  such  as  the  Shakey 
factor,  our  circulating  level  is  high.  Nevertheless, 
the  company  is  firmly  under  the  control  of  the 
medical  profession  in  Tennessee;  with  the  excep- 
tion of  the  Executive  Vice-President  of  the  com- 
pany and  the  Executive  Director  of  TMA,  all  of 
the  Board  members  are  practicing  doctors. 

Just  300  years  ago  last  year,  in  Mr.  Lloyd’s 
coffee  house  in  London,  a place  on  the  water- 
front frequented  by  ship  owners,  shippers,  mer- 
chants, and  seafaring  men,  Lloyd’s  of  London  was 
born.  It  was  then,  as  it  is  still,  simply  a catalyst 
that  brings  together  those  taking  a risk  and  those 
who  for  a negotiated  price  are  willing  to  assume 
it,  and  on  loss,  to  indemnify  the  assured.  Rather 
than  being  an  insurance  company  as  generally 
conceived,  Lloyd’s  consists  of  300  or  more  syn- 
dicates formed  of  “names”  banded  together  to 
assume  risks  of  a certain  sort — be  it  marine, 
aviation,  or  non-marine,  which  includes  medical 
liability.  A lot  of  what  they  write  is  reinsurance. 
In  the  case  of  SVMIC,  about  15  syndicates  have 
agreed  to  accept  certain  negotiated  percentages 


AUGUST,  1989 


441 


of  our  risk  at  a negotiated  premium.  The  mar- 
riage of  the  assureds  and  the  underwriting  syn- 
dicates is  arranged  by  and  consummated  in  the 
offices  of  a broker.  What  having  reinsurance  does 
is  allow  SVMIC  to  write  policies  with  limits  larg- 
er by  several  times  than  would  be  possible  oth- 
erwise, limits  necessary  in  this  day  of  multimil- 
lion dollar  awards  and  settlements. 

The  need  for  reinsurance  has  on  occasion  led 
to  charges  that  the  company  is  insensitive  to  the 
needs  of  Tennessee  doctors,  because  the  reinsur- 
ers require  that  we  act  like  an  insurance  compa- 
ny, and  not  a charitable  organization.  My  first 
exposure  to  SVMIC  in  any  way  other  than  as  a 
policyholder,  and  thereby  part  owner,  which  I 
have  been  since  its  inception,  came  five  years  ago 
when  I became  a member  of  the  Loss  Prevention 
Committee.  Two  years  later  I became  also  a 
member  of  the  Claims  Review  Committee. 
SVMIC  is  almost  unique  in  that  each  claim  is 
handled  throughout  by  a highly  competent  claims 
attorney;  though  local  attorneys  are  used  to  de- 
fend the  cases  should  they  come  to  trial,  which 
happens  very  infrequently,  the  claims  attorney  is 
always  in  control  of  the  case.  The  Claims  Review 
Committee,  made  up  of  practicing  doctors,  ad- 
vises the  attorney  as  to  whether  or  not  there  has 
been  a deviation  from  accepted  practice,  and 
whether  the  case  should  be  defended.  The  com- 
mittee sees  only  about  a dozen  of  the  most  diffi- 
cult cases  each  month.  A few  of  those  involve 
genuine  malpractice;  most  simply  involve  bad 
luck,  sometimes  in  a no-win  situation.  Some  doc- 
tors have  cost  the  company  a lot  of  money,  not 
by  being  bad  doctors,  but  by  taking  bad  cases 
and  having  bad  luck.  Contrary  to  what  some  of 
our  constituents  seem  to  believe,  neither  the  Un- 
derwriting Committee  nor  the  Board,  which  has 
ultimate  authority  over  who  gets  coverage,  has 
ever  cancelled  or  even  reduced  coverage  in  such 
a situation.  Whenever  coverage  has  been  denied 
or  reduced,  it  has  been  for  cause. 

Just  last  week,  while  we  were  in  London,  in 
fact,  the  St.  Paul  Fire  and  Marine  Insurance 
Company  announced  that  it  had  resumed  writing 
professional  liability  insurance  in  Tennessee  and 
31  other  states  in  which  the  medical  liability  ex- 
perience has  improved,  at  least  for  the  time  being. 
They  have  released  figures  comparing  their  pre- 
miums with  those  of  SVMIC,  and  for  some  of 
the  classes  their  rates  are  somewhat  lower.  I 
would  point  out,  however,  that  the  figures  they 
present  for  SVMIC  take  into  account  neither  the 
10%  reduction  in  premiums  allowed  for  partici- 
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pating  in  the  loss  prevention  seminars  nor  the 
substantial  dividends  that  SVMIC  has  always 
paid.  Taking  those  into  account,  SVMIC’s  pre- 
miums turn  out  to  be  lower  in  all  classes.  In  ad- 
dition, although  St.  Paul’s  figures  are  annualized 
in  the  comparison,  they  write  only  six-month 
policies. 

There  is  also  one  other  thing  that  you  need  to 
keep  in  mind.  The  St.  Paul  is  a stock  company 
rather  than  a mutual  company,  which  means  that 
it  is  purely  a business,  run  for  the  profit  of  its 
stockholders;  any  dividends  they  generate  go, 
therefore,  not  to  the  policyholders,  as  SVMIC’s 
do,  but  to  the  stockholders.  Whether  or  not  they 
write  insurance  in  a particular  state,  how  much 
they  will  write,  and  on  what  basis  has  to  depend 
purely  on  profitability,  else  they  are  not  fulfilling 
their  primary  obligation,  which  is  to  non-policy- 
holders. If  you  are  toying  with  the  notion  of 
switching  horses,  keep  in  mind  the  old  adage 
about  the  bird  in  the  hand.  The  ones  in  the  bush 
have  flown  away  before,  and  they  can  do  it  again. 

No  one  can,  of  course,  predict  the  future, 
either  generally  or  for  the  company;  unforeseen 
disasters  always  lurk  in  the  wings.  Perhaps  those 
disasters  will  never  find  an  opening,  but  given 
today’s  litigious  climate,  one  shouldn’t  count  on 
it.  For  the  present,  you  have  a company  that  is 
successful  and  respected,  one  that  has  never  yet 
failed  to  return  a portion  of  your  premium  as 
dividends  (you  should  never  count  on  that, 
either),  and  one  that  has  been  able  generally  to 
walk  the  fine  line  of  maintaining  good  insurance 
practices  while  at  the  same  time  being — occa- 
sionally arguably,  I know — the  soul  of  compas- 
sion. This  has  been  accomplished — could  only  be 
accomplished — by  having  circulating  in  its  veins 
the  highest  possible  Shakey  factor  titer. 

J.B.T. 
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Somethin’  He  Et,  No  Doubt 

As  one  of  the  foremost,  most  voracious  can- 
nibals of  all  time  peered  into  the  boiling  pot  pre- 
pared for  his  own  stewing,  he  was  heard  to  blub- 
ber something  about  “this  mindless  cannibalism’’ 
needing  to  stop.  The  mindless  cannibalism  he 
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made  reference  to  is  as  opposed,  I should  sur- 
mise, to  the  more  purposeful  sort  of  cannibalism 
that  he,  along  with  an  assortment — a large  as- 
sortment— of  his  colleagues,  have  been  pursuing 
with  reckless  abandon.  The  only  reason  he  is  not 
still  indulging  is  that  he  is  himself  in  the  soup  (or 
in  a stew,  or  something),  and  has  in  fact  at  this 
writing  done  been  et. 

A cannibal  is  defined  as  one  who  eats  human 
flesh,  and  by  indirection  any  animal  that  eats  its 
own  kind.  As  used  by  our  cannibal  chief,  I pre- 
sume it  has  been  extended  to  include  one’s  non- 
substantive elements,  since  there  aren’t  very  many 
people  in  the  US  of  A who  feed  literally  on  the 
flesh  of  other  human  beings.  There  are,  on  the 
other  hand,  a lot  who  one  way  or  another  feed 
on  their  victims’  other  elements.  Another  com- 
plication in  definitions  involves  the  matter  of  who 
qualifies  as  one’s  own  kind.  As  I understand  it, 
our  cannibal  chief  was  referring  to  only  his  own 
tribe,  the  one  that  inhabits  the  chambers  on  his 
side  of  the  great  white  dome;  everybody  else  is 
fair  game  (obviously),  and  that  includes  those 
who  happen  to  dwell  across  the  aisle,  the  same 
side  of  the  aisle  where  the  tower  used  to  stand 
beyond  the  dome,  before  the  cannibals  knocked 
it  over  in  their  own  display  of  what  we  have  been 
talking  about. 

The  brouhaha  that  I have  been  describing  puts 
me  in  mind  of  one  of  my  favorite  put-downs  by 
an  individual  who,  while  he  w'as  either  being  in- 
vestigated by  Congress,  or  else  was  somehow  or 
other  involved  in  the  investigation — I forget 
which — was  advised  to  be  careful,  or  he  would 
be  held  in  contempt  of  Congress;  whereupon  he 
observed  that  that  would  be  difficult,  since  there 
really  was  no  way  he  could  adequately  express 
his  contempt  for  that  body.  I don’t  remember 
what  happened  to  him,  but  I suspect  the  Con- 
gress reacted  in  its  usual  self-righteous,  self-serv- 
ing, hypocritical  manner  and  one  way  or  another 
put  him  away.  For  all  I know  they  may  have  ea- 
ten him.  Somebody  recently  observed  that  it  is 
really  too  bad  that  members  of  Congress  are 
being  pilloried  by  each  other  for  drinking  and 
womanizing,  since  that  is  about  the  only  thing 
they  do  well.  Maybe  if  they  would  spend  more 
of  their  time  doing  that  and  less  of  their  time 
doing  whatever  else  it  is  they  do,  we  would  all 
be  a heap  better  off.  Congress  has  never  had  the 
grace  to  look  itself  in  the  face — only  down  its 
nose  at  others. 

I don’t  have  a whole  lot  of  sympathy  for  the 
federal  agencies  of  various  sorts,  since  I am  cer- 


tain whatever  criticism  they  get,  no  matter  how 
harsh,  they  earned.  At  the  same  time,  one  must 
wonder  how,  with  their  masters  behaving  as  they 
do,  those  agencies  could  be  expected  to  do  much 
better — or  any,  for  that  matter.  Maybe  we  should 
just  be  happy  they  do  as  well  as  they  do,  though 
that  is  expecting  a lot  of  us.  It  is  expecting  more 
than  a man  can  bear  if,  for  instance,  it  is  his  drug 
that  is  being  held  up  for  approval  by  the  FDA  so 
that  a favored  competitor  can  get  in  ahead  of  the 
pack.  It  has  been  thought  for  years  by  a lot  of 
people  that  such  was  the  usual  practice  at  the 
FDA,  but  only  recently  has  incontrovertible  evi- 
dence for  that  been  assembled.  A few  sacrificial 
heads  will  doubtless  roll,  in  a characteristically 
hypocritical  Washington  display  of  remorse  and 
penance,  and  then  they  will  all  go  back  to  doing 
what  comes  naturally,  which  is  what  they  have 
been  doing  all  along. 

Fortunately  for  all  of  us,  there  are  unquestion- 
ably a great  many  very  dedicated  and  competent 
civil  servants  in  the  various  government  agencies; 
in  fact,  that  is  doubtless  the  rule.  It  is  the  excep- 
tions, though,  that  upset  the  balance,  not  to 
mention  the  constituency,  including  me,  and  un- 
fortunately those  exceptions,  because  they  are 
wanting  in  principle,  are  able  through  devious 
means  to  rise  above  their  fellows  and  get  put  in 
charge.  Cream  can  be  sour  and  still  rise  to  the 
top.  Alternatively,  some  others  rise  legitimately, 
but  weaken  in  the  face  of  the  temptations  that 
are  one  of  the  hazards  of  their  position,  and  are 
unable  to  resist  the  pressures  from  and  blandish- 
ments of  ambitious  other  constituents. 

If  you  believe  the  public  needs — or  maybe  de- 
serves is  a better  word — protecting,  and  not  every- 
body does,  then  the  Food  and  Drug  Administra- 
tion is  a very  important  protective  agency  of  the 
federal  government.  The  Roman  way  was  that  of 
the  free  market:  caveat  emptor — let  the  buyer 
beware.  In  theory,  it  is  ours,  too — but  only  in 
theory.  If  the  seller’s  goods  are  inferior,  pretty 
soon  no  one  will  buy  them,  so  the  theory  goes; 
that  sure  enough  works.  The  better  mousetrap, 
on  the  other  hand,  rakes  it  in.  The  problem  with 
that  system  is  not  that  the  market  will  not  blow 
the  whistle  on  inferior  quality.  It  is  that  the  mar- 
ket will  not  blow  the  whistle  until  there  have  been 
sufficient  bad  experiences  to  certify  the  quality 
as  poor.  In  short,  a lot  of  citizens  are  going  to 
get  ripped  off  first.  That’s  just  the  way  the  mar- 
ket is.  Looking  at  it  from  the  other  viewpoint, 
though,  each  regulation  that  we  have  encroaches 
just  that  much  more  on  hard  won  and  harder  kept 
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liberty,  and  even  worse,  each  new  regulation  be- 
gets a spate  of  companions.  There  really  is  no 
such  thing  as  a little  regulation. 

If  the  FDA  is  to  continue  to  exist,  and  I as- 
sume it  is,  it  is  absolutely  essential  that  it  be  fair 
and  honest.  The  evidence  turned  up  in  a private 
investigation  commissioned  by  Mylan  Laborato- 
ries and  accepted  as  accurate,  as  reported  by  the 
Wall  Street  Journal,  has  proved  that  not  every- 
thing is  open  and  above  board,  some  drugs  hav- 
ing been,  inexplicably,  on  a very  fast  track,  and 
others,  equally  inexplicably,  on  a very  slow  boat. 
A lot  of  the  “inexplicablies”  were  explicated  by 
the  investigation.  The  agency  is  so  unwiedly, 
though,  that  I will  be  rather  astonished  if  any- 
thing changes  much  as  a result  of  the  investiga- 
tion except  that  a few  faces  may  change  here  and 
there. 

Though  there  is  doubtless  some  eating  of  oth- 
er people  in  Washington,  as  well  as  elsewhere, 
just  as  our  cannibal  chief  maintains  (and  who 
should  know  better  than  he?),  most  of  what  is 
being  et  is  not  other  people,  or  at  least  not  in 
this  country  (China,  maybe,  or  the  USSR,  but 
certainly  not  the  US  of  A);  it  is  other  people’s 
lunch  they  are  eating.  The  Congress  has  been 
eating  our  lunch  for  a couple  of  decades  now;  a 
Republican  administration,  of  all  things,  has  been 
the  chef  that  served  us  up.  The  Administration 
probably  took  us  on  because  they  needed  to  save 
money  and  we  looked  easy.  The  Congress  prob- 
ably did  it  because  we — well,  looked  like  Repub- 
licans. Every  single  government  agency  regularly 
feasts  on  lunches  purloined  from  somebody  in  a 
very  high-handed  manner. 

I hope  you  don’t  think  our  situation  is  unique, 
or  that  it  is  going  to  improve.  There’s  no  such 
thing  as  a free  lunch,  even  for  the  Congress,  and 
our  lunches  cost  them  less  than  most  others. 
When  somebody  says  to  you  in  reference  to 
someone  or  something  in  government,  “Some- 
thin’ he  et,  no  doubt,”  just  say,  “My  lunch!” 

J.B.T. 


Whatever  Happened  to  Prudence? 

There  was  this  girl  in  Weehauken,  see,  named 
Prudence,  see.  . . . 

That’s  not  the  prudence  I’m  talking  about.  The 
one  I’m  talking  about  is  embodied  in  a small 

444 


couplet  widely  quoted  in  the  armed  forces  in 
World  War  II,  and  probably  much  earlier  than 
that — in  fact,  probably  by  General  Washington’s 
troops,  who  were  accused  by  their  British  foes  of 
not  fighting  fair.  Instead  of  standing  up  in  cus- 
tomary formation  and  slugging  it  out  toe  to  toe, 
so  to  speak,  like  gentlemen,  the  Colonials  used 
hit-and-run  tactics,  which  were  considered  bad 
form.  It  is  why  we  are  not  now  loyal  subjects  of 
QE  II.  The  couplet  went  (or  goes,  as  the  case 
may  be),  “He  who  fights  and  runs  away  / Lives 
to  fight  another  day.”  It  distinguishes  between 
cowardice  and  prudence. 

As  an  aside,  a much  decorated  friend  who  had 
commanded  a tank  battalion  in  North  Africa  told 
me  once  that  anybody  who  said  he  wasn’t  afraid  in 
battle  was  either  a liar  or  crazy.  Whereupon  an 
undecorated  companion  in  arms  of  his  said  he 
thought  that  anyone  who  got  decorated  had  to  be 
crazy,  because  all  he  did  was  do  his  job,  and  he 
was  scared  to  death  all  the  time.  What  we  are  talk- 
ing about  here  is  not  absence  of  fear,  but  absence 
of  paralysis  of  will  due  to  it,  which  is  cowardice. 
People  often  fail  to  distinguish  between  the  two, 
and  often  say  fear  when  they  mean  cowardice. 

An  unbelievably  silly  bill  that  would  restore 
contagious  diseases  to  the  act  preventing  discrimi- 
nation against  the  handicapped  in  the  workplace 
resurfaced  in  the  Legislature  the  other  day,  and 
managed  to  be  considered  on  the  floor  of  the 
House,  where  it  passed  rather  handily  before  its 
many  opponents  knew  what  hit  them.  One  hopes 
the  Senate  will  do  better,  since  the  Senate  defeat- 
ed the  same  bill  after  it  passed  the  House  last  year, 
and  got  it  removed  from  the  original  antidiscrim- 
ination bill  as  well.  The  bill  would  remove  any 
consideration  of  infectious  disease  from  the  pro- 
cess of  hiring  and  firing,  and  would  in  fact  make 
efforts  at  acquisition  of  such  information  illegal. 

One  of  our  Davidson  County  legislators  stood 
up  and  asked,  in  support  of  the  bill,  “Are  we 
going  to  live  in  fear  forever?”  He  meant  coward- 
ice. The  opposite  of  cowardice  is  courage.  Cour- 
age does  not  imply  the  absence  of  fear;  it  implies 
responsible  action  in  the  presence  of  fear  in  the 
face  of  danger.  Absence  of  fear  in  the  face  of 
danger  is  foolhardiness.  Individuals  with  conta- 
gious diseases  may  be  dangerous,  though  not 
necessarily;  an  infected  individual  may  be  dan- 
gerous in  certain  situations  and  not  in  others.  So- 
ciety had  better  live  in  fear  of  such  individuals  in 
those  situations;  not  to  do  so  is  not  courageous — 
it  is  foolhardy.  The  opposite  of  foolhardiness  is 
the  prudence  I am  talking  about.  The  House  act- 
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ed  imprudently  and  irresponsibly  in  failing  to  use 
its  powers  to  protect  the  public. 

I know  of  course,  and  so  do  you,  what  our 
representatives  were  thinking  about.  They  were 
thinking  about  the  equally  rash,  cowardly,  and 
hysterical  manner  in  which  individuals  infected 
with  the  human  immunodeficiency  virus  (HIV) 
have  been  treated  and  unreasonably  discriminat- 
ed against.  Though  those  of  us  who  say  so  have 
been  accused  of  an  unconscionable  cover-up  of 
horrible,  unmentionable  dangers,  I and  the  sci- 
entific community  almost  to  a man  (and  woman) 
are  persuaded  by  overwhelming  evidence  that 
except  in  a few  highly  restricted  and  very  clearly 
defined  situations  the  virus  poses  no  danger.  It 
certainly  does  not  in  the  workplace.  There  are 
very  real  dangers  to  the  public  from  infected  in- 
dividuals, but  they  come  elsewhere. 

Such  is  the  pervasiveness  of  the  dread  of  AIDS 
and  the  preoccupation  with  it  that  the  legislators 
have  allowed  themselves  to  be  blinded  to  the 
presence  of  other  contagious  diseases  that  can  do 
great  mischief  in  the  workplace,  diseases  such  as 
tuberculosis,  syphilis,  and  various  enteric  dis- 
eases such  as  shigellosis  and  salmonellosis,  in- 
cluding typhoid  fever,  to  name  a few.  Not  to  be 
permitted  to  discover  such  hazards  could  under 
certain  circumstances  do  incalculable  harm  to  the 
public. 

Hope  springs  eternal  in  the  human  breast,  and 
we  continue  to  elect  people  to  office  in  the  opti- 
mistic hope,  all  previous  evidence  to  the  contrary 
notwithstanding,  that  they  will  act  rationally,  and 
not  allow  themselves  to  be  rushed  by  emotion  or 
external  pressures,  themselves  emotionally  gen- 
erated, into  rash,  precipitate  action  to  the  detri- 
ment of  the  public. 

Whatever  happened  to  Prudence?  I can't  tell 
you,  but  I don’t  think  she  is  alive  and  well  in  the 
lower  house  of  the  Tennessee  Legislature.  One 
hopes  she  found  a home  in  the  Senate. 

J.B.T. 


Louis  Loraine  Carter,  age  83.  Died  June  13,  1989.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 


Neal  W.  Grant,  age  34.  Died  May  28,  1989.  Graduate 
of  University  of  Louisville  School  of  Medicine.  Member 
of  Marshall  County  Medical  Society. 

John  W.  Hollifield,  III,  age  47.  Died  June  15,  1989. 
Graduate  of  University  of  North  Carolina  School  of 
Medicine.  Member  of  Nashville  Academy  of  Medicine. 

William  F.  Schmidt,  age  73.  Died  May  27,  1989.  Grad- 
uate of  George  Washington  University  School  of  Med- 
icine. Member  of  Sullivan  County  Medical  Society. 

Malcolm  Houston  Weathers,  Jr.,  age  68.  Died  June  6, 
1989.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Lawrence  County  Medical 
Society. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Jason  L.  Hollingsworth,  M.D.,  Camden 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Thomas  Harold  Biggs,  M.D.,  McDonald 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Keith  J.  Simon,  M.D.,  Tullahoma 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

William  Dean  Paulson,  M.D.,  Jackson 

DeKALB  COUNTY  MEDICAL  SOCIETY 

Jack  R.  Rhody,  M.D.,  Smithville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Don  C.  Arwood,  M.D.,  Knoxville 
Elise  C.  Denneny,  M.D.,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

James  W.  Richardson,  Jr.,  M.D.,  Columbia 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Jerry  D.  Benitone,  M.D.,  Memphis 
John  B.  Buttross,  M.D.,  Memphis 
Percy  Thomas  Causey,  Jr.,  M.D.,  Memphis 
Jack  Quin  Causey,  M.D.,  Memphis 
Kathi  D.  Clement,  M.D.,  Memphis 
Robert  D.  Cole,  M.D.,  Memphis 
Edwin  D.  Cunningham,  M.D.,  Memphis 
David  J.  Dodd,  M.D.,  Memphis 
Ahmed  Osama  Gaber,  M.D.,  Memphis 
Timothy  H.  Geno,  M.D.,  Memphis 
David  H.  S.  Iansmith,  M.D.,  Memphis 
Sidney  H.  Kriger,  M.D.,  Memphis 
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Claude  Ledes,  M.D.,  Memphis 
John  D.  Lidstone,  M.D.,  Memphis 
Thom  E.  Lobe,  M.D.,  Memphis 
Michael  B.  McDonald,  M.D.,  Memphis 
Ashok  R.  Nyalakonda,  M.D.,  Memphis 
William  Joseph  Pao,  M.D.,  Memphis 
Brenda  D.  Partee,  M.D.,  Memphis 
Karen  K.  Quigley,  M.D.,  Memphis 
Harold  J.  Rothenberg,  II,  M.D.,  Bartlett 
Robert  H.  Segal,  M.D.,  Memphis 
Oswald  H.  Thomas,  M.D.,  Memphis 
Anne  C.  Utley,  M.D.,  Memphis 
Samuel  T.  Verzosa,  M.D.,  Memphis 
Gary  J.  Whitesell,  M.D.,  Memphis 
Helen  T.  Winer-Muram,  M.D.,  Memphis 

OVERTON  COUNTY  MEDICAL  SOCIETY 

C.  Gray  Smith,  M.D.,  Monterey 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Randy  A.  Gaw,  M.D.,  Cookeville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

David  L.  Johnson,  M.D.,  Murfreesboro 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

John  R.  Bertuso,  M.D.,  Kingsport 
David  H.  Franzus,  M.D.,  Kingsport 
Herbert  James  Michals,  M.D.,  Kingsport 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Joel  H.  Swofford,  M.D.,  Johnson  City 

WILSON  COUNTY  MEDICAL  SOCIETY 

Barry  H.  Brown,  M.D.,  Lebanon 
Sharon  D.  Hopkins,  M.D.,  Lebanon 


pei/oncil  new/ 


John  P.W.  Brown,  M.D.,  Columbia,  has  been  certified 
as  an  Addictionologist  by  the  American  Medical  Society 
on  Alcoholism  and  Other  Drug  Dependencies. 

Mark  A.  Doyne,  M.D.,  Nashville,  recently  became  a 
Diplomate  of  the  American  Board  of  Medical  Manage- 
ment and  has  been  named  a Fellow  of  the  American 
College  of  Physician  Executives. 

Charles  W.  Harlan,  M.D.,  was  appointed  chief  medical 
examiner  for  the  State  of  Tennessee,  effective  July  1, 
1989,  after  Jerry  Francisco,  M.D.,  who  has  been  chief 
medical  examiner  for  many  years,  announced  he  was 
leaving  this  post  effective  June  30,  1989. 

Carroll  H.  Long,  M.D.,  Johnson  City,  the  oldest  active 
physician  in  the  area,  has  been  named  the  first  professor 
emeritus  at  the  East  Tennessee  State  University  Quil- 
len-Dishner  College  of  Medicine. 

446 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
March  1989.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Thomas  K.  Ballard,  M.D.,  Jackson 
Robert  M.  Barnett,  III,  M.D.,  Chattanooga 
Freddie  T.  Barron,  M.D.,  Knoxville 
H.  Victor  Braren,  M.D.,  Nashville 
John  B.  Brimi,  M.D.,  Hixson 
Doris  P.  Courington,  M.D.,  Memphis 
Terry  P.  Cruthirds,  M.D.,  Martin 
James  F.  Easterly,  Jr.,  M.D.,  Greeneville 
John  W.  Ellis,  Jr.,  M.D.,  Jefferson  City 
Augustus  C.  Ford,  M.D.,  Chattanooga 
Helen  A.  V.  Goswitz,  M.D.,  Oak  Ridge 
Hugh  E.  Green,  M.D.,  Carthage 
Hoyt  C.  Harris,  M.D.,  McMinnville 
Cary  G.  Hodnett,  M.D.,  Chattanooga 
Bruce  E.  Jones,  M.D.,  Nashville 
Donald  M.  Kinkel,  M.D.,  Chattanooga 
David  H.  Knott,  M.D.,  Memphis 
Michael  O.  Koch,  M.D.,  Nashville 
David  D.  Long,  M.D.,  Oak  Ridge 
Lawrence  D.  Lubow,  M.D.,  Nashville 
Conn  M.  McConnell,  M.D.,  Madison 
Warren  F.  McPherson,  M.D.,  Nashville 
Vergil  L.  Metts,  III,  M.D.,  Brentwood 
Alvin  H.  Meyer,  Jr.,  M.D.,  Donelson 
Dewey  G.  Nemec,  M.D.,  Nashville 
William  T.  Rawlinson,  M.D.,  Memphis 
Charles  J.  Ray,  M.D.,  Chattanooga 
Raymond  W.  Rhear,  M.D.,  Alamo 
William  A.  Schueller,  M.D.,  Johnson  City 
James  C.  H.  Simmons,  M.D.,  Memphis 
Ralph  W.  Simonton,  Jr.,  M.D.,  Portland 
Jack  C.  Smith,  M.D.,  Jamestown 
Stewart  P.  Smith,  M.D.,  Chattanooga 
William  L.  Stafford,  M.D.,  Jellico 
W.  Charles  A.  Sternbergh,  Jr.,  M.D., 
Chattanooga 

Gregory  R.  Weaver,  M.D.,  Nashville 
William  O.  Whets  ell,  Jr.,  M.D.,  Nashville 
Frank  L.  White,  M.D.,  Memphis 
David  D.  Wilson,  M.D.,  Knoxville 
Sarfraz  A.  Zaidi,  M.D.,  Bristol 
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CALENDAR  OF  MEETINGS 


Sept.  6-9 
Sept.  7-10 

Sept.  12-15 

Sept.  13-16 
Sept.  13-17 

Sept.  18-21 
Sept.  21-23 

Sept.  21-23 
Sept.  21-23 
Sept.  23 
Sept.  23-25 
Sept.  23-28 
Sept.  24-27 
Sept.  24-28 
Oct.  1-4 
Oct.  1-6 
Oct.  5-6 
Oct.  5-8 
Oct.  11-14 
Oct.  11-15 
Oct.  12-14 
Oct.  13-15 
Oct.  14-18 
Oct.  15-18 
Oct.  15-20 


NATIONAL 

American  Thyroid  Association — Hyatt,  San 
Francisco 

American  Academy  of  Cosmetic  Surgery  and 
the  American  Society  of  Liposuction  Sur- 
gery— Houston 

American  Group  Practice  Association — 
Hyatt  Regency  Capitol  Hill,  Washington. 
D.C. 

American  Society  for  Surgery  of  the  Hand — 
Convention  Center.  Seattle 
American  Association  of  Electromyography 
and  Electrodiagnosis — Shoreham.  Washing- 
ton, D.C. 

American  Academy  of  Family  Physicians — 
Bonaventure  Hotel,  Los  Angeles 
American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery — Hilton.  New  Or- 
leans 

American  Academy  of  Otolaryngic  Aller- 
gy— Convention  Center.  New  Orleans 
Association  of  American  Physicians  and 
Surgeons — Grosvenor  Resort.  Orlando 
American  Rhinologic  Society — New  Orle- 
ans 

American  College  of  Nutrition — Omni  In- 
ternational, Norfolk,  Va. 

Society  of  Uroradiology — Intercontinental 
Hotel,  Hilton  Head.  S.C. 

American  Neurological  Association — Sher- 
aton, New1  Orleans 

American  Academy  of  Otolaryngology-Head 
and  Neck  Surgery — Hilton,  New  Orleans 
American  Association  of  Tissue  Banks — 
Hyatt  Regency,  Baltimore 
American  Society  for  Therapeutic  Radiolo- 
gy and  Oncology — San  Francisco  Hilton 
American  Academy  of  Pediatrics — Hyatt 
Regency  Ravinia  Hotel.  Atlanta 
American  Association  for  Cancer  Educa- 
tion— Brown  Palace.  Denver 
American  College  of  Clinical  Pharmacolo- 
gy— Hyatt  Regency,  Baltimore 
American  Academy  of  Child  and  Adoles- 
cent Psychiatry — New  York  Hilton 
Child  Neurology  Society — Hyatt,  San  An- 
tonio. Tex. 

American  College  of  Utilization  Review 
Physicians — Marriott  Marquis,  New  York 
American  Society  of  Anesthesiologists — 
Hilton/Shoreham,  New'  Orleans 
American  Physiological  Society — Kahler 
Hotel.  Rochester,  Minn. 

American  College  of  Surgeons — Hilton. 
Atlanta 


Oct.  16-18 
Oct.  18-21 
Oct.  18-22 
Oct.  19-21 
Oct.  19-22 
Oct.  19-22 
Oct.  20-25 
Oct.  21-26 
Oct.  22-26 
Oct.  25-28 
Oct.  25-29 

Oct.  25-29 
Oct.  26-29 
Oct.  26-29 
Oct.  27-Nov.  2 
Oct.  28-31 
Oct.  28-31 
Oct.  28-Nov.  3 
Oct.  28-Nov.  3 
Oct.  29-Nov.  2 
Oct.  29-Nov.  3 
Oct.  29-Nov.  3 
Oct.  29-Nov.  4 

Oct.  29-Nov.  4 
Oct.  30-Nov.  4 

Oct.  31-Nov.  5 

Sept.  9-10 
Oct.  5-7 

Oct.  13 


American  Society  of  Bariatric  Physicians — 
Sheraton  Harbor  Island  Hotel,  San  Diego 
American  Academy  of  Clinical  Psychia- 
trists— Omni  Hotel,  St.  Louis 
Christian  Medical  Foundation  Internation- 
al— Airport  Marriott,  Tampa,  Fla. 

Central  Neuropsychiatric  Association — Wil- 
liamsburg Lodge,  Colonial  Williamsburg,  Va. 
American  Academy  of  Psychiatry  and  the 
Law — Omni  Shoreham.  Washington,  D.C. 
American  Society  of  Internal  Medicine — 
J.W.  Marriott  Hotel.  Washington.  D.C. 
American  College  of  Gastroenterology — 
New  Orleans  Marriott 
American  Association  of  Blood  Blanks — 
New  Orleans  Hilton 

American  Public  Health  Association — 
Chicago 

American  Medical  Women's  Association — 
Beverly  Hilton,  Los  Angeles 
American  Academy  of  Cerebral  Palsy  and 
Developmental  Medicine — Hyatt  Embar- 
cadero,  San  Francisco 

National  Society  to  Prevent  Blindness — 
Chicago 

Academy  of  Psychosomatic  Medicine — Ri- 
viera, Las  Vegas 

American  Association  for  Hand  Surgery — 
Fairmont.  San  Francisco 
Association  of  American  Medical  Col- 
leges— Hilton.  Washington,  D.C. 

American  Academy  of  Environmental  Med- 
icine— Hyatt  Regency  Ravinia  Hotel.  Atlanta 
American  Association  for  the  Study  of  Liver 
Disease — Marriott,  Chicago 
American  Society  of  Clinical  Pathologists — 
Ramada  Renaissance,  Washington.  D.C. 
College  of  American  Pathologists — Ramada 
Renaissance,  Washington.  D.C. 

Medical  Group  Management  Association — 
Las  Vegas  Hilton 

American  Society  of  Maxillofacial  Sur- 
geons— San  Francisco 

Hungarian  Medical  Association  of  Ameri- 
ca— Harley  Sand  Castle,  Sarasota,  Fla. 
American  Society  of  Plastic  and  Recon- 
structive Surgeons — Moscone  Convention 
Center.  San  Francisco 
Congress  on  Neurological  Surgeons — Atlanta 
American  College  of  Chest  Physicians — 
Sheraton.  Boston 

Society  for  Clinical  and  Experimental  Hyp- 
nosis— The  Clarion,  St.  Louis 

STATE 

Tennessee  Psychiatric  Association — 
Chattanooga 

Tennessee  Chapter,  American  Academy  of 
Pediatrics  and  the  Tennessee  Pediatric  So- 
ciety Annual  Meeting — Holiday  Inn  Crowne 
Plaza,  Memphis 

Tennessee  Chapter,  American  College  of 
Emergency  Physicians  Fall  Meeting — Stouf- 
fer  Hotel,  Nashville 


CORRECTION 

In  the  July  issue  of  the  Journal,  there  is  an  error  in  the  Component  Societies  1989-1990  Of- 
ficers listing  on  page  392.  The  address  for  Silvia  Aliberti,  executive  secretary  for  the  Roane- 
Anderson  County  Medical  Society,  is  Suite  405,  360  Laboratory  Road,  Oak  Ridge,  TN  37830. 
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Hundreds  of  careful  physicians  have 
selected  MDX  medical  data  software. 

Find  out  why. 


MDX®  is  the  software  selected  by  physicians  who  have 
thoroughly  investigated  their  choices.  In  fact,  physicians  in 
nearly  2,000  medical  practices  nationwide  now  rely  on  the 
comprehensive,  logical  features  of  MDX. 

And  they’re  enjoying  benefits  like  these: 

• Improved  cash  flow  through  faster  billings  and  real  control 
of  A/R  aging 

• Faster,  more  accurate  generation  of  insurance  claims  for 
surprisingly  fast  turnaround 

• Better-organized  medical  records  for  research,  improved 
patient  care,  and  risk  management 


• More  efficient  use  of  office  hours  with  electronic  appoint- 
ment scheduling 

Team  MDX  with  a UNIX/Xenix  operating  system  and  one  c 
today’s  most  advanced  computers  for  multi-user,  multi- 
tasking efficiency.  Or,  begin  with  MDX-PC  on  a PC-compati 
ble,  and  upgrade  later  to  a larger  MDX  system  without  the 
need  to  reenter  data  or  relearn  procedures. 

Call  us  for  more  information  on  MDX— and  on  hardware 
that’s  right  for  your  practice. 

MDX  is  a registered  trademark  of  Calyx  Corporation;  UNIX  is  a trademark  of  Bell 
Laboratories;  Xenix  is  a trademark  of  Microsoft  Corp. 


CALYX 

CORPORATION 


A FLAGSHIP  COMPANY 


150  N.  SUNNYSLOPE  ROAD/BROOKFIELD 


Wl  55005 


S (800)  558-2208 


Business  And  Professional  Computers 

Division  Of  Highland  Electronics,  Inc. 

101  West  Railroad  Street 
Dickson,  Tennessee  37055 
(615)446-7148 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

March  21-22, 1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 

William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Jr.,  M.D. 

Oscar  M.  McCallum.  M.D. 

Chris  Blevins,  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by  Duane  C. 
Budd,  M.D.,  president.  The  minutes  of  the  Jan.  24-25,  1989 
and  Feb.  18-19,  1989  meetings  were  approved  as  submitted. 

Applications 

Reciprocity  applications  were  unanimously  approved  for 
Drs.  Feraydoon  Bahrassa,  Joseph  D.  Chenger,  John  D.  Gelin, 
Nader  M.  Habashi,  Leland  E.  Holly,  II,  Jesus  Lemus-Parada, 
Charles  C.  Merchant,  Jose  E.  Picaza,  Nicholas  E.  Roberti, 
and  Mark  A.  Sherfey,  Sr.  Action  on  the  application  of  Dr. 
William  C.  Hall  was  deferred  until  further  information  is  re- 
ceived concerning  the  malpractice  suit  and  the  Texas  Board's 
investigation.  Approval  of  the  reciprocity  application  of  Dr. 
Roop  Tejwani  was  denied  at  this  time.  The  Board  will  be 
willing  to  reconsider  if  she  reapplies  after  she  sits  for  her 
boards  and  becomes  board  certified  in  her  specialty.  Action 
was  deferred  on  the  application  of  Dr.  Nicholas  A.  Tsambas- 
sis  pending  receipt  of  second  letter  of  recommendation  which 
is  satisfactory  to  Secretary  of  Board.  Approval  was  denied  at 
this  time  of  the  application  of  Dr.  Mohammed  M.  Vakillian 
pending  receipt  of  recommendations  from  persons  attesting 
to  his  competency  in  emergency  room  and  family  practice 
settings  since  his  residency  training  was  in  occupational  med- 
icine. The  reciprocity  application  of  Dr.  Curtis  E.  Stover  was 
denied  at  this  time  due  to  his  problems  in  the  state  of  Arkan- 
sas. No  action  was  taken  on  the  following  applications  due  to 
the  fact  that  the  applicants  were  not  present:  Drs.  Albert  G. 
Bratton,  Bienvenido  Fajardo,  George  E.  Houze,  Andrew  J. 
Myrick,  Jr.,  and  Sidney  N.  Randel. 

Applications  for  licensure  due  to  receiving  a passing  score 
on  FLEX  were  considered  for  the  following:  Drs.  Matthew 
M.  Gangwer,  Anatole  C.  Matulis  and  Orisheju  M.  Ukuedo- 
jor.  Dr.  Ukuedojor  was  approved  pending  receipt  of  two  let- 
ters of  recommendation,  one  of  which  should  be  from  the 
head  of  his  residency  program.  Dr.  Gangwer  was  granted  a 
license  with  the  restriction  that  he  continue  to  maintain  his 
contract  with  the  TMA  Impaired  Physician  Program.  Dr. 
Matulis  was  granted  an  unrestricted  license. 

Hearings 

Lewis  A.  Walker,  M.D.,  was  charged  as  follows:  The  re- 
spondent has  violated  the  provisions  of  TCA  63-6-101  et  seq. 
but  not  limited  to,  the  following  provisions:  unprofessional, 
dishonorable,  or  unethical  conduct  [TCA  63-6-214(a)  (1)]: 
gross  malpractice,  or  a pattern  of  continued  or  repeated  mal- 
practice, ignorance,  negligence  or  incompetence  in  the  course 
of  medical  practice  [TCA  63-6-214(a)  (4)];  habitual  intoxica- 


Parts  of  these  minutes  not  relevant  to  the  medical  profession  have 
been  deleted. 


tion  or  personal  misuse  of  any  drugs  or  the  use  of  intoxicating 
liquors,  narcotics,  controlled  substances,  or  other  drugs  or 
stimulants  in  such  manner  as  to  adversely  affect  the  person’s 
ability  to  practice  medicine  [TCA  63-6-214(a)  (5)];  making  or 
signing  in  one’s  professional  capacity  any  certificate  that  is 
known  to  be  false  at  the  time  one  makes  or  signs  such  certif- 
icate [TCA  63-6-214(a)  (11)];  dispensing,  prescribing,  or  oth- 
erwise distributing  any  controlled  substance  or  any  other  drug 
not  in  the  course  of  professional  practice,  or  not  in  good  faith 
to  relieve  pain  and  suffering,  or  not  to  cure  an  ailment,  phys- 
ical infirmity  or  disease  [TCA  63-6-214(a)  (12)];  dispensing, 
prescribing,  or  otherwise  distributing  any  controlled  sub- 
stance or  any  other  drug  to  any  person  in  violation  of  any 
law  of  the  state  or  of  the  United  States  of  America  [TCA  63- 
6-214(a)  (14)]. 

The  respondent  has  violated  the  provisions  set  out  on  a 
series  of  occasions.  These  violations  include,  but  are  not  lim- 
ited to,  the  following:  The  respondent  wrote  numerous  pre- 
scriptions for  addicting  scheduled  drugs,  in  the  name  of  his 
wife.  Sue  Walker.  The  respondent  wrote  the  said  prescrip- 
tions to  his  wife  for  the  purpose  of  obtaining  and  consuming 
the  drugs  himself.  The  respondent  knew  when  he  wrote  the 
above  prescriptions  that  they  were  not  for  his  wife  and  fraud- 
ulently wrote  them  only  for  the  purpose  of  obtaining  and 
abusing  controlled  substances  to  which  he  had  become  habit- 
uated. 

The  Board  accepted  an  agreed  order  due  to  Dr.  Walker’s 
advanced  coronary  disease.  Dr.  Walker  will  be  allowed  to 
retire  his  license.  He  agrees  not  to  ever  reapply  for  licensure 
in  Tennessee. 

Barun  Mukhopadhyay,  M.D.,  was  charged  as  follows:  The 
respondent  has  engaged  on  alleged  occasions,  or  at  other 
times,  in  a course  of  conduct  subjecting  him  to  disciplinary 
action  which  is  exemplified  by  the  following:  The  respondent 
pled  guilty  and  was  convicted  of  a felony,  Title  26,  Section 
7206(1)  “Filing  False  Tax  Return,”  in  United  States  District 
Court  for  the  Middle  District  of  Tennessee  on  April  14,  1988. 

This  course  of  conduct  is  a violation  of  the  following,  or 
other,  provisions  of  Tennessee  Code  Annotated  and  consti- 
tutes the  statutory  grounds  for  disciplinary  action  against  the 
license  of  the  respondent:  unprofessional,  dishonorable,  or 
unethical  conduct  [TCA  63-6-214(a)  (1)];  conviction  of  a fel- 
ony, conviction  of  any  offense  under  state  or  federal  drug 
laws,  or  conviction  of  any  offense  involving  moral  turpitude 
[TCA  63-6-214(a)  (10)]. 

The  Board  accepted  an  agreed  order  which  will  put  him 
on  probation  for  one  year. 

Jerome  Howell,  M.D.,  was  charged  as  follows:  The  re- 
spondent has  violated  the  provisions  of  TCA  63-6-101  et  seq, 
including,  but  not  limited  to,  the  following  provisions:  un- 
professional. dishonorable,  or  unethical  conduct  [TCA  63-6- 
214(a)  (1)];  making  false  statements  or  representations,  being 
guilty  of  fraud  or  deceit  in  obtaining  admission  to  practice, 
or  being  guilty  of  fraud  or  deceit  in  the  practice  of  medicine 
[TCA  63-6-214(a)  (3)];  habitual  intoxication  or  personal  mis- 


AUGUST,  1989 


449 


use  of  any  drugs  or  the  use  of  intoxicating  liquors,  narcotics, 
controlled  substances,  or  other  drugs  or  stimulants  in  such 
manner  as  to  adversely  affect  the  person’s  ability  to  practice 
medicine  [TCA  63-6-214(a)  (5)];  dispensing,  prescribing,  or 
otherwise  distributing  any  controlled  substance  or  any  other 
drug  not  in  the  course  of  professional  practice,  or  not  in  good 
faith  to  relieve  pain  and  suffering,  or  not  to  cure  an  ailment, 
physical  infirmity  or  disease  [TCA  63-6-214(a)  (12)];  dispen- 
sing, prescribing  or  otherwise  distributing  to  any  person  a 
controlled  substance  or  other  drug  if  such  person  is  addicted 
to  the  habit  of  using  said  controlled  substances  without  mak- 
ing a bona  fide  effort  to  cure  the  habit  of  such  patient  [TCA 
63-6-214(a)  (13)];  dispensing,  prescribing,  or  otherwise  dis- 
tributing any  controlled  substance  or  any  other  drug  to  any 
person  in  violation  of  any  law  of  the  state  or  of  the  United 
States  of  America  [TCA  63-6-214(a)  (14)]. 

The  respondent  has  violated  the  provisions  set  out  on  a 
series  of  occasions.  These  violations  include,  but  are  not  lim- 
ited to,  the  following:  Respondent  has  on  numerous  occa- 
sions written  prescriptions  for  scheduled  drugs  in  the  names 
of  his  friends  and  family  members,  personally  filled  those 
prescriptions,  and  then  consumed  the  drugs  pursuant  to  his 
own  addiction.  The  drugs  thus  abused  were  Hycodan,  a 
Schedule  III  narcotic,  and  Lomotil,  a Schedule  V controlled 
substance. 

The  Board  accepted  an  agreed  order  as  follows:  The  re- 
spondent shall  initially  be  on  probation  for  a period  of  two 
years.  In  no  event  shall  the  respondent  consider  himself  off 
probation  without  permission  from  the  Board  which  may  only 
be  obtained  by  reappearing  before  the  Board  for  an  evalua- 
tion, at  the  end  of  the  two-year  period.  The  Drug  Enforce- 
ment Administration  (“DEA”)  license  possessed  by  the  re- 
spondent must  be  suspended  for  a two-year  period.  The 
respondent  may  reobtain  his  DEA  license  upon  reappearing 
before  the  Board  for  an  evaluation,  at  the  end  of  the  two- 
year  period.  The  respondent  shall  at  all  times  in  the  future 
maintain  and  conduct  himself  in  accordance  with  his  After- 
care Contract  with  the  TMA  Impaired  Physician  Program. 
The  period  of  probation  and  suspension  of  DEA  license  shall 
begin  upon  the  signing  of  this  order. 

Kenneth  Richmond,  M.D. — Dr.  Richmond’s  case  was 
heard  on  Jan.  24,  1989.  The  Board  took  the  case  under  ad- 
visement until  Dr.  David  Dodd,  Director  of  TMA  Impaired 
Physician  Program,  secured  some  additional  information.  Dr. 
Dodd  was  present  at  this  meeting  and  presented  his  testimo- 
ny. After  hearing  Dr.  Dodd's  report,  the  Board  voted  to  is- 
sue a letter  of  warning  to  Dr.  Richmond  concerning  his  pre- 
scribing and  treating  of  his  wife. 

Richard  Bland,  M.D. — Hearing  continued  until  next 
meeting. 

John  Wolf,  M.D. — Hearing  continued  with  stipulations  as 
follows:  Abide  by  the  conditions  or  restrictions  placed  on  him 
by  the  Board  in  its  agreed  order  dated  June  21,  1988.  Abide 
by  any  conditions  regarding  the  practice  of  medicine  which 
are  a part  of  any  court  order.  Submit  himself  for  an  evalua- 
tion which  is  deemed  appropriate  by  Dr.  David  Dodd  of  the 
TMA  Impaired  Physician  Program. 

Edel  McIntosh,  M.D.,  was  charged  as  follows:  The  re- 
spondent has  engaged  on  alleged  occasions,  or  at  other  times, 
in  a course  of  conduct  subjecting  him  to  disciplinary  action 
which  is  exemplified  by  the  following:  Since  1986,  or  earlier, 
prescribing  scheduled  medications  such  as  Tylox,  Ritalin, 
Percocet,  Tuinal,  Mepergan  Fortis,  Desoxyn,  Preludin, 
Phendimetrazine,  Valium,  Fastin,  Ionamin,  Plegine,  Biphe- 
tamine,  Codeine,  Nembutal,  Dilaudid,  Seconal  and  others  not 
for  a legitimate  medical  purpose  and  not  in  the  course  of 
professional  practice,  as  evidenced  by  his  prescribing  to  his 
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patients  in  the  following  fashion:  in  inappropriate  amounts; 
with  unjustifiable  frequency;  over  inexcusable  lengths  of  time. 
The  respondent  knew  or  should  have  known  that  the  pattern 
of  his  prescribing  would  result  in  abuse  or  addiction  of  sched- 
uled medications  by  his  patients.  The  respondent  knew  or 
should  have  known  that  numerous  patients  whom  he  was 
treating  were  addicts  and  came  to  him  only  for  the  purpose 
of  obtaining  controlled  substances  to  feed  their  habit,  yet  he 
prescribed  and  continued  to  prescribe  to  them  anyway. 

The  course  of  conduct  described  is  a violation  of  the  fol- 
lowing, or  other,  provisions  of  Tennessee  Code  Annotated 
and  constitutes  the  statutory  grounds  for  disciplinary  action 
against  the  license  of  the  respondent:  unprofessional,  dishon- 
orable, or  unethical  conduct  [TCA  63-6-214(a)  (1)];  violation 
or  attempted  violation,  directly  or  indirectly,  or  assisting  in 
or  abetting  the  violation  of,  or  conspiring  to  violate,  any  pro- 
vision of  TCA  63-6-101  et  seq,  or  any  lawful  order  of  the 
Board  issued  pursuant  thereto,  or  any  criminal  statute  of  the 
state  of  Tennessee  [TCA  63-6-214(a)  (2)];  habitual  intoxica- 
tion or  personal  misuse  of  any  drugs  or  the  use  of  intoxicating 
liquors,  narcotics,  controlled  substances,  or  other  drugs  or 
stimulants  in  such  manner  as  to  adversely  affect  the  person’s 
ability  to  practice  medicine  [TCA  63-6-214(a)  (5)];  dispen- 
sing, prescribing,  or  otherwise  distributing  any  controlled 
substance  or  any  other  drug  not  in  the  course  of  professional 
practice,  or  not  in  good  faith  to  relieve  pain  and  suffering,  or 
not  to  cure  an  ailment,  physical  infirmity  or  disease  [TCA  63- 
6-214(a)  (12);  21  CFR  1306];  dispensing,  prescribing  or  oth- 
erwise distributing  to  any  person  a controlled  substance  or 
other  drug  if  such  person  is  addicted  to  the  habit  of  using 
said  controlled  substances  without  making  a bona  fide  effort 
to  cure  the  habit  of  such  patient  [TCA  63-6-214(a)  (13)];  dis- 
pensing, prescribing,  or  otherwise  distributing  any  controlled 
substance  or  any  other  drug  to  any  person  in  violation  of  any 
law  of  the  state  or  of  the  United  States  of  America  [TCA  63- 
6-214(a)  (14);  21  CFR  1306], 

The  Board  accepted  an  agreed  order  that  Dr.  McIntosh 
would  be  allowed  to  retire  his  license  and  would  agree  to 
never  reapply  for  licensure  in  Tennessee. 

Robert  Powell,  M.D. — Hearing  continued  until  next 
meeting. 

Ramon  L.  Carroll,  Jr.,  M.D.,  was  charged  as  follows:  The 
respondent  has  violated  the  provisions  of  TCA  63-6-101  et 
seq,  including,  but  not  limited  to,  the  following  provisions: 
unprofessional,  dishonorable,  or  unethical  conduct  [TCA  63- 
6-214(a)  (1)];  violation  or  attempted  violation,  directly  or  in- 
directly, or  assisting  in  or  abetting  the  violation  of,  or  con- 
spiring to  violate,  any  provision  of  TCA  63-6-101  et  seq,  or 
any  lawful  order  of  the  Board  issued  pursuant  thereto,  or  any 
criminal  statute  of  the  state  of  Tennessee  [TCA  63-6-214(a) 
(2)];  habitual  intoxication  or  personal  misuse  of  any  drugs  or 
the  use  of  intoxicating  liquors,  narcotics,  controlled  sub- 
stances, or  other  drugs  or  stimulants  in  such  manner  as  to 
adversely  affect  the  person’s  ability  to  practice  medicine  [TCA 
63-6-214(a)  (5)];  dispensing,  prescribing,  or  otherwise  distrib- 
uting any  controlled  substance  or  any  other  drug  not  in  the 
course  of  professional  practice,  or  not  in  good  faith  to  relieve 
pain  and  suffering,  or  not  to  cure  an  ailment,  physical  infir- 
mity or  disease  [TCA  63-6-214(a)  (12)];  dispensing,  prescrib- 
ing or  otherwise  distributing  to  any  person  a controlled  sub- 
stance or  other  drug  if  such  person  is  addicted  to  the  habit  of 
using  said  controlled  substances  without  making  a bona  fide 
effort  to  cure  the  habit  of  such  patient  [TCA  63-6-214(a)  (13)]; 
dispensing,  prescribing,  or  otherwise  distributing  any  con- 
trolled substance  or  any  other  drug  to  any  person  in  violation 
of  any  law  of  the  state  or  of  the  United  States  of  America 
[TCA  63-6-214  (a)(14)]. 

The  respondent  has  violated  the  provisions  of  the  law  on 
a series  of  occasions.  These  violations  include,  but  are  not 
limited  to,  the  following:  Improperly  writing  prescriptions  for 
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his  patients  for  addictive  substances  such  as  Dilaudid,  Tylox, 
Preludin,  and  Mepergan  Fortis.  Writing  prescriptions  which 
were  not  in  the  usual  course  of  medical  practice  to  patients 
on  a regular  basis  for  amounts  of  up  to  100  dosage  units  of 
highly  addictive  controlled  substances.  Writing  prescriptions 
for  narcotic  and  other  drugs  to  patients  over  an  extended  pe- 
riod of  time  which  were  not  for  a legitimate  medical  purpose. 
Writing  and  continuing  to  write  prescriptions  for  patients  he 
knew,  or  should  have  known,  were  addicts.  Writing  prescrip- 
tions for  narcotics  in  such  amounts  and  with  such  frequency 
that  if  consumed  by  the  patient,  overdose  and  death  would 
be  likely.  Selling  prescriptions  for  narcotics  to  drug  addicts 
for  cash  payments.  Writing  prescriptions  to  patients  knowing 
that  the  patients  would  divert  and  illegally  sell  the  drugs  pre- 
scribed. On  Sept.  6,  1988,  Administrative  Judge  Robert  T. 
McGowan  continued  the  case  with  the  stipulation  that  Dr. 
Carroll’s  license  would  be  placed  on  suspension  until  the 
matter  was  heard  before  the  Board. 

At  this  hearing  today,  the  Board  voted  to  accept  an  agreed 
order  as  follows:  The  license  of  the  respondent  shall  be  rein- 
stated in  a probationary  status  with  the  following  conditions: 
The  respondent  shall  not  apply  for  a DEA  certificate  without 
prior  approval  of  the  Board  of  Medical  Examiners.  The  re- 
spondent shall  not  prescribe  controlled  substances  except  for 
inpatient  prescriptions  for  pain  medications  pursuant  to  sur- 
gical disease  by  utilizing  the  hospital  DEA  certificate  and  un- 
der the  supervision  of  the  chief  of  staff  of  the  hospital.  The 
respondent  will  maintain  a relationship  with  the  TMA  Im- 
paired Physician  Program  and  shall  enter  into  and  abide  by  a 
contract  with  said  program.  The  respondent  upon  demand 
shall  submit  to  random  unannounced  urine  drug  screens  by 
the  Impaired  Physician  Program  or  a representative  of  the 
Board  of  Medical  Examiners.  The  respondent  shall  return  to 
the  Board  of  Medical  Examiners  after  a period  of  two  years 
to  have  the  length  and  conditions  of  his  probation  evaluated 
by  the  Board. 


Other  Business 

Larry  Hart,  Board  attorney,  reported  that  the  Board  ad- 
ministrator has  turned  over  to  him  the  records  of  physicians 
who  are  on  probation  or  hold  restricted  licenses.  He  will  work 
with  Dr.  Dodd  to  formulate  a method  of  keeping  records  of 
the  reports  required  by  the  Board  on  these  physicians  so  that 
a better  way  of  keeping  track  of  this  is  instituted.  The  Board 
administrator  will  put  a marker  on  the  licensure  file  so  every- 
one is  aware  there  is  a problem. 

Larry  Hart  submitted  suggested  wording  for  suspensions 
to  the  Board  which  the  Board  unanimously  accepted  as  fol- 
lows: “The  license  of  the  Respondent  shall  initially  be  sus- 
pended for  a period  of 

The  length  of  the  Respondent's  suspension  shall  be  at  the 
discretion  of  the  Board  and  shall  be  based  on  the  Respon- 
dent’s compliance  with  the  conditions  of  his  suspension  as 
well  as  his  competence  to  practice  medicine.  In  no  event  shall 
the  Respondent  resume  the  practice  of  medicine  without  per- 
mission from  the  Board  which  may  only  be  obtained  by  reap- 
pearing before  the  Board  for  an  evaluation.” 

Larry  Hart  also  gave  a report  on  cases  which  were  in  the 
Office  of  General  Counsel. 

George  Gordon  gave  a report  on  cases  in  Investigations. 

Dr.  Joe  (Pete)  Moss,  Jr.,  appeared  with  Dr.  Dodd  to  give 
the  Board  a progress  report.  He  is  doing  well. 

The  Board  voted  unanimously  to  allow  Dr.  Barry  Nur- 
combe  to  sit  for  the  SPEX  examination  in  Tennessee.  Mrs. 
Blair  will  contact  the  Federation  for  information  as  to  how 
this  may  be  accomplished  during  the  last  day  of  the  FLEX 
examination  in  June  1989. 

The  agenda  item  concerning  the  fifth  pathway  and  the 
ECFMG  certificate  was  postponed  until  the  next  meeting  to 
allow  time  for  information  to  be  received  from  ECFMG. 

There  being  no  further  business,  the  meeting  was  ad- 
journed. r ^ 
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The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation , write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  ot 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  coritact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel. (615)  327-6235. 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician's  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 


Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 


Sept.  14-16 

Sept.  22-23 
Oct.  6-7 
Oct.  13-14 
Oct.  15-18 

Oct.  18-21 
Nov.  1-13 
Nov.  10-11 
Nov.  16-18 

Dec.  1-2 


Dec.  2-3 


Lasers  in  Otolaryngology — Head  and  Neck 
Surgery  Workshop 

Department  of  Medicine  Alumni  Reunion 
The  Co2  Laser  in  Gynecologic  Surgery 
Pediatric  Advanced  Life  Support  Workshop 
Mathematical  Models  in  Experimental  Nu- 
trition—Gatlinburg 

Computers  in  Anesthesia  X — New  Orleans 
Diving  Medicine — South  Coral  Sea 
The  Co2  Laser  in  Gynecologic  Surgery 
Lasers  in  Otolaryngology — Head  and  Neck 
Surgery  Workshop 

Annual  High  Risk  Obstetric  Seminar  and 
Everett  M.  Clayton — John  Zelenik  Memo- 
rial Lecture 

Annual  Update  in  Anesthesiology/Benjamin 
Howard  Robbins  Memorial  Lecture 


For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine,  CCC- 
5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 
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Continuing  Education  Schedule 

Memphis 

Sept.  8-9 

Regional  Pain  Seminar 

Sept.  28-29 

21st  Memphis  Conference  on  the  Mother, 
Fetus  and  Newborn 

Oct.  13-14 

College  of  Medicine  Alumni  Weekend 

Oct.  20 

Pediatric  Pharmacokinetics 

Nov.  2-4 

New  Approaches  to  Common  Problems 

Nov.  4-11 

Advances  in  Medicine — Bermuda 

Dec.  8-10 

8th  Annual  Gynecological  Surgery  Seminar 

Jan.  27-Feb.  3 

Medicine  Review  ’90 

Feb.  8-10 

Prostate  Cancer 

Feb.  24-25 

Radiology  Seminar 

March  10-16 

23rd  Annual  Review  Course  for  the  Family 
Physician 

March  28- 

Critical  Care  Medicine  Conference — Hot 

April  1 

Springs,  Ark. 

May  3-4 

Update  '90 

Knoxville 

Sept.  21-23 

5th  Annual  Vascular  Surgery  Conference 

Oct.  9-11 

9th  Annual  Smoky  Mountain  Seminar  in 
Obstetrics  and  Gynecology — Gatlinburg 

Oct.  13-15 

2nd  Annual  Metabolic  Support  and  Man- 
agement of  the  Critically  111  Patient  Confer- 
ence— Asheville,  N.C. 

Oct.  22-24 

11th  Annual  Practical  Otolaryngology  for  the 
Primary  Care  Physician  Conference — 
Gatlinburg 

Nov.  17-18 

Symposium  on  Problematic  Wound  Heal- 
ing— Gatlinburg 
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Decubitus  Ulcer  Treatment  With  the 

Water  Flotation  Mattress 


BENNETT  M.  SPETALNICK,  M.A.  and  JAMES  S.  POWERS,  M.D. 


Introduction 

Decubitus  ulcers  remain  one  of  the  most  dif- 
ficult and  costly  chronic  problems  facing  medical 
and  nursing  care.  Independent  of  underlying  dis- 
ease, pressure  sores  increase  the  cost  of  health 
care,  the  time  of  hospitalization,  the  mortality 
rate,  and  patient  discomfort. 13  Malnutrition,  im- 
mobility, age,  incontinence,  and  other  associated 
illnesses  are  closely  related  to  the  tendency  to 
develop  decubiti.1-4  Many  forms  of  treatment  have 
been  used  for  decubiti,  but  few  have  been  sub- 
jected to  critical  evaluation.  We  report  six  cases 
of  decubiti  treated  at  our  institution  with  the  aid 
of  a water  flotation  mattress. 

Report  of  Cases 

The  patients  were  seen  by  the  Intermediate 
Care  Consultation  Service  at  the  Nashville  VA 
Hospital  between  January  and  August  1988.  Pa- 
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tients  were  debilitated  individuals  who  had  de- 
cubiti treated  with  local  care  and  a water  flota- 
tion mattress.  Details  for  individual  cases  are 
presented  in  Table  1. 

Comment 

The  Water  Flotation  System,  manufactured  by 
Health  and  Medical  Techniques  Inc.  of  West- 
port,  Conn.,  costs  approximately  $100.  It  is  a 2- 
in  thick  reusable  plastic  mattress  which  rests  on 
top  of  existing  hospital  bed  frames.  Requiring  no 
special  care  or  padding,  it  weighs  approximately 
200  lb  when  filled  with  water.  The  water  mat- 
tress reduces  external  pressure  to  approximately 
20  mm  Hg,  approximating  the  10  to  30  mm  pres- 
sure obtained  by  the  more  expensive  and  cum- 
bersome Kin-Air  and  Clinitron  beds.2-3-5 

The  principles  of  decubitus  treatment  remain 
local  care,  appropriate  debridement  of  devital- 
ized tissue,  improvement  of  associated  risk  fac- 
tors, and  reduction  of  external  pressure  which  is 
directly  implicated  in  the  pathogenesis  of  decu- 
biti. 1-6 

We  believe  that  the  excellent  results  obtained 
in  our  series  of  patients,  with  a wide  variety  of 
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TABLE  1 


PROFILE  OF  PATIENTS  WITH  DECUBITUS  ULCERS 


Patient  Number 

No.  1 

No.  2 

No.  3 

No.  4 

No.  5 

No.  6 

Age,  Race,  Sex 

89,W,M 

43,W,M 

72,W,M 

38,W,M 

73,W,M 

79,W,M 

Diagnoses 

Multi-infarct 

Insulin  dependent 

Insulin  dependent 

Endocarditis 

Rheumatoid 

Multi-infarct 

dementia 

diabetes  mellitus 
Congestive  heart 
failure,  anasarca 
Empyema 
Brain  abscess 

diabetes  mellitus 
Cerebrovascular 
accident 
Bilateral  above- 
knee amputation 

Congestive  heart 
failure,  anasarca 

arthritis 
Septic  arthritis 
Quadraplegia 

dementia 

Sepsis 

Mental  status 

Lethargic 

Alert 

Alert 

Alert 

Alert 

Lethargic 

Activity  level 

Bed  bound 

Bed  to  chair 

Bed  to  chair 

Bed  to  chair 

Bed  to  chair 

Bed  bound 

PCV  (%) 

50 

38 

34 

32 

24 

35 

Creatinine 

(mg/dl) 

1.5 

2.0 

0.7 

5.5 

2.3 

0.8 

Albumin  (gm/dl) 

3.8 

2.3 

3.3 

1.8 

2.4 

2.5 

Decubitus  ulcers 

Lt  hip,  8 cm,  G3* 
Shoulders,  1-2  cm, 
G2 

Elbows,  1-2  cm, 

G2 

Ankles,  1-2  cm, 

G2 

Sacrum,  10  cm, 
G2 

Lt  hip,  10  cm,  G4 

Sacrum,  10  cm, 
G2 

Sacrum, 10  cm,  G4 
Rt  knee,  6 cm,  G3 

Rt  hip,  4 cm,  G2 
Lt  hip,  7 cm,  G2 
Rt  shoulder,  3 cm, 
G1 

Rt  foot,  3 cm,  G2 
Lt  heel,  2 cm,  G3 

Wound  cultures 

MRSA" 

MRSA  (empyema) 

E.  coli,  Proteus 
Strep, 

Pseudomonas 

Staph  coag  neg. 
(blood) 

MRSA 

Candida  (wound, 
knee) 

MRSA  (blood, 
urine,  wound) 

Therapy 

Feeding 

Feeding 

Feeding 

Feeding 

Feeding  tube 

Feeding  tube 

supplement 

supplement 

supplement 

supplement 

Debridement 

Debridement 

Local  debridement 

Dry  dressing 

Flap  rotation 

Dry  dressing 

Water  mattress 

Water  mattress 

Water  mattress 

Water  mattress 

Water  mattress 

Water  mattress 

Rt  above-knee 

IV  antibiotics  for  2 

Ciprofloxacin  for  1 

IV  antibiotics  for  2 

IV  antibiotics  for  2 

Aortic  valve 

amputation 

weeks 

month 

months 

weeks 

replacement 

IV  antibiotics  for  6 
weeks 

Ciprofloxacin  for  3 
weeks 

Outcome 

Wounds  granulat- 

Wounds  healed  in 

Wounds  healed  in 

Wounds  healed  in 

Wounds  granulat- 

Wounds  granulat- 

ed  in  2 months 
MRSA  cleared 

3 months 

1 month 

1 month 

ed  in  2 months 
MRSA  cleared 

ed  in  1 month 
MRSA  cleared 

Discharged 

Nursing  home 

Home 

Nursing  home 

Died  postop 

Nursing  home 

Nursing  home 

'Decubitus  ulcers  graded  (1-5):  G1  = superficial  erythema,  G2=  blister  with  eschar,  G3  = involves  subcutaneous  tissue, 
G4  = involves  muscle,  G5  = involves  bone  or  joint. 

"(MRSA)  Methicillin-resistant  Staphylococcus  aureus. 


risk  factors  for  decubiti,  indicate  that  the  water 
flotation  mattress  is  a useful  and  cost-effective 
adjunct  in  the  treatment  of  decubitus  ulcers.  Fur- 
ther evaluation  of  the  effectiveness  of  this  mo- 
dality in  a controlled  setting  is  warranted.  ^ 
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Newborn  Hemoglobinopathy  Screening 

In  Tennessee — Current  Status 

WINFRED  C.  WANG,  M.D. 


Although  the  technology  to  test  infants  in  the 
newborn  period  for  hemoglobinopathies  has  been 
available  since  the  early  1970s,  screening  has  not 
received  widespread  acceptance  for  a number  of 
reasons.1  A common  misconception  has  been  that 
the  high  level  of  fetal  hemoglobin  in  the  new- 
born prevents  accurate  diagnosis.  Concerns  have 
been  raised  about  the  risks  of  misdiagnosis  and 
the  possibilities  of  stigmatization,  diminished  self- 
esteem, and  discrimination  as  a result  of  a posi- 
tive diagnosis.  There  has  been  uncertainty  about 
whom  to  test  and  questions  about  obligations  to 
those  identified  as  carriers.  Most  significantly, 
there  has  been  a lack  of  available  treatment  that 
would  improve  the  prognosis  in  children  with 
sickle  cell  disease.  Over  the  past  15  years  most 
of  these  concerns  have  been  resolved  and  a num- 
ber of  states  have  adopted  routine  newborn 
screening  for  sickle  cell  disease  and  other  hemo- 
globinopathies. 

Rationale  for  Screening 

The  Tennessee  Department  of  Health  and  En- 
vironment (TDHE)  has  recently  initiated  a new- 
born hemoglobinopathy  screening  program.2  The 
program’s  primary  goal  is  to  reduce  infant  mor- 
tality and  morbidity  from  sickle  cell  disease 
through  the  identification  of  affected  infants  in 
the  neonatal  period.  It  has  been  recognized  for  a 
number  of  years  that  the  leading  cause  of  death 
in  children  with  sickle  cell  disease  is  overwhelm- 
ing infection  (sepsis,  pneumonia,  meningitis)  due 
to  encapsulated  bacteria,  particularly  Streptococ- 
cus pneumoniae  (pneumococcus).3  During  the  first 
three  years  of  life  the  incidence  of  pneumococcal 
sepsis  has  been  8%  to  9%  per  year  in  children 


From  the  Department  of  Hematology/Oncology,  St.  Jude  Chil- 
dren's Research  Hospital,  and  the  Department  of  Pediatrics.  Univer- 
sity of  Tennessee.  Memphis. 

Reprint  requests  to  St.  Jude  Children's  Hospital.  332  N.  Lauder- 
dale. Memphis.  TN  38101  (Dr.  Wang). 


with  Hb  SS,  the  most  common  sickle  cell  hemo- 
globinopathy.34 The  mortality  rate  associated  with 
pneumococcal  sepsis  is  25%  to  30%. 

Although  polyvalent  pneumococcal  vaccine 
was  introduced  in  1977, 5 vaccination  has  not 
achieved  a clear  reduction  in  pneumococcal  in- 
fection. A most  significant  advance  was  reported 
in  1986, 6 however.  A randomized  double-blind 
placebo-controlled  multicenter  trial  of  penicillin 
prophylaxis  in  infants  with  sickle  cell  disease 
demonstrated  an  85%  reduction  in  the  incidence 
of  pneumococcal  infection  in  the  group  treated 
with  oral  penicillin.  Thirteen  episodes  of  sepsis 
and  three  deaths  occurred  among  110  patients  in 
the  placebo  group,  compared  with  no  deaths  and 
only  two  episodes  of  sepsis  among  105  patients 
treated  with  prophylactic  penicillin.  Because  ba- 
bies with  sickle  cell  disease  may  develop  sepsis 
as  early  as  4 months  of  age,  early  provision  of 
comprehensive  care  coupled  with  the  use  of  pen- 
icillin prophylaxis  beginning  at  age  4 months  is 
now  the  standard  of  care. 

That  newborn  screening  results  in  a reduction 
in  mortality  was  clearly  demonstrated  by  the 
Oakland  Sickle  Cell  Program.7  Among  81  new- 
borns with  sickle  cell  disease  enrolled  in  their 
comprehensive  program,  there  was  a 1.8%  mor- 
tality rate,  compared  to  an  8%  mortality  rate  in 
64  patients  who  were  identified  after  the  new- 
born period.  Similar  results  were  found  in  a 
Houston  study  in  which  it  was  noted  that  many 
of  the  pediatric  deaths  from  sickle  cell  disease 
and  sepsis  occurred  in  children  whose  parents 
were  unaware  of  their  child's  diagnosis.8  In  the 
Mid-South  Sickle  Cell  Disease  Program  based  in 
Memphis,  there  has  been  one  episode  of  pneu- 
mococcal sepsis  and  no  deaths  during  the  past 
2 Vi  years  in  which  newborn  screening,  aggressive 
educational  efforts,  and  penicillin  prophylaxis 
have  been  utilized  in  the  care  of  sickle  cell  pa- 
tients under  age  5 years. 
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There  are  several  other  important  goals  of  the 
Tennessee  Newborn  Hemoglobinopathy  Screen- 
ing Program.  These  include: 

• Identification  of  newborns  with  heterozy- 
gous hemoglobin  (trait)  conditions.  This  allows 
counseling  and  education  to  be  offered  to  the 
families  of  such  children  through  a statewide  sys- 
tem established  for  provision  of  these  services. 

• Secondary  identification  of  parents  and  sib- 
lings with  trait  or  disease  conditions. 

• Secondary  identification  of  couples  at  risk 
for  having  children  with  sickle  cell  disease.  These 
couples  can  be  offered  reproductive  counseling 
and  prenatal  diagnosis. 

• Improvement  in  the  efficiency  and  accuracy 
of  screening  through  centralization  of  laboratory 
services. 

• Avoidance  of  duplication  of  effort  in 
screening,  counseling,  and  education  through  es- 
tablishment of  centralized  data  collection  and 
monitoring. 

• Avoidance  of  missed  screening  in  children 
who  become  lost  to  the  healthcare  system. 
Screening  in  the  newborn  period  allows  virtually 
the  entire  cohort  of  children  born  in  Tennessee 
to  be  tested. 

Screening  Techniques 

Newborn  hemoglobinopathy  screening  has 
been  performed  by  a variety  of  methods  includ- 
ing cellulose  acetate  and  citrate  agar  electropho- 
resis, microcolumn  chromatography,  high  pres- 
sure liquid  chromatography  (HPLC),  and  thin 
layer  isoelectric  focusing.912  These  techniques 
differ  in  their  sensitivity,  specificity,  technical 
difficulty,  utilization  of  technician  time,  and  ex- 
pense. 

Two  sources  of  blood  have  been  used  for  test- 
ing: (1)  liquid  blood  obtained  from  the  umbilical 
cord  at  the  time  of  delivery,  and  (2)  dried  blood 
obtained  by  heel  stick  and  blotted  onto  filter  pa- 
per at  the  time  of  sample  collection  for 
phenylketonuria  (PKU)  and  hypothyroidism 
testing.  Cord  blood  is  advantageous  because  it  is 
easily  obtained,  is  not  contaminated  by  postnatal 
transfusion,  and  generally  allows  identification  of 
Hb  Bart’s.  Unfortunately,  cord  blood  may  be 
contaminated  by  maternal  blood,  is  not  easily 
transported,  and  may  not  be  collected  at  unat- 
tended deliveries.  Filter  paper  blood  samples,  on 
the  other  hand,  are  easily  transported  to  a cen- 
tral laboratory,  but  they  are  more  susceptible  to 
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hemoglobin  deterioration  (especially  Hb  Bart’s), 
may  be  contaminated  by  neonatal  transfusion, 
and  may  be  missed  if  infants  are  in  special  care 
units  or  are  discharged  early. 

Development  of  Newborn  Screening 
In  Tennessee 

For  the  past  ten  years,  the  University  of  Ten- 
nessee Sickle  Cell  Program  has  performed  cord 
blood  hemoglobinopathy  screening  of  newborns 
delivered  at  the  City  of  Memphis  Hospital.  At 
this  hospital  7,000  black  newborns  are  delivered 
annually,  the  largest  number  in  any  single  hos- 
pital in  Tennessee.  Screening  has  been  per- 
formed with  cellulose  acetate  electrophoresis  at 
alkaline  pH.  Suspected  hemoglobinopathies  have 
been  confirmed  with  citrate  agar  electrophoresis 
at  acid  pH.  The  results  of  screening  of  approxi- 
mately 46,000  newborns  are  shown  in  Table  1. 
The  incidence  of  sickle  cell  trait  (Hb  AS)  and  Hb 
C trait  (Hb  AC)  is  similar  to  that  found  in  other 
black  populations.13  Most  importantly,  124  new- 
borns (one  out  of  370)  have  been  found  to  have 
sickle  cell  disease  (Hb  SS,  Hb  SC,  or  Hb  S-|3- 
thalassemia).  A significant  number  have  had  Hb 
C disease  (blacks)  or  Hb  E disease  (Southeast 
Asians);  both  of  these  conditions  cause  mild 
chronic  hemolysis.  About  3%  have  had  a fast 
moving  hemoglobin  that  migrated  to  the  position 
of  Hb  Bart’s  on  cellulose  acetate.  These  new- 
borns have  mild  forms  of  a-thalassemia,  proba- 
bly due  to  deletion  of  one  or  two  a-globin  genes. 
The  a-thalassemia  trait  involving  two  a-globin 
genes,  although  clinically  insignificant,  may  cause 
confusion  with  iron  deficiency  by  producing  mild 

TABLE  1 

NEWBORN  HEMOGLOBINOPATHY  SCREENING  RESULTS 
MARCH  1979  TO  JUNE  1988 
CITY  OF  MEMPHIS  HOSPITAL 


Hb  Pattern 

Diagnosis 

Number 

Incidence  (%) 

FA 

AA 

41,412 

90.1 

FAS 

AS 

3,154 

6.9 

FAC 

AC 

1,014 

2.2 

FS 

SS  or  S p°-thalassemia 

87 

0.19 

FSC 

SC 

37 

0.08 

FC/FE 

CC,EE,C/E  (3°-thalassemia 

25 

0.05 

F 

premature 

178 

0.38 

Other* 

— 

72 

0.16 

TOTAL 

45,979 

100.00 

Bart's** 

a-thalassemia 

3.3 

*FAE,  FAD,  FAO,  FA  'unknown,"  and  maternal  contamination. 
**Hb  Bart's  (fast  moving  Fib)  present  along  with  other  hemoglobins. 
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microcytic  anemia. 

In  1985,  the  Tennessee  Department  of  Health 
and  Environment  was  awarded  a federal  grant  to 
initiate  a statewide  newborn  hemoglobinopathy 
screening  program.  This  has  been  developed 
through  collaborative  efforts  of  the  Maternal  and 
Child  Health  Section  and  Bureau  of  Laborato- 
ries of  the  TDHE,  the  Meharry  Medical  College 
Comprehensive  Sickle  Cell  Center,  the  Memphis 
Regional  Sickle  Cell  Council,  and  the  Mid-South 
Sickle  Cell  Disease  Program.  In  Tennessee  there 
were  67,942  live  births  in  1987,  including  16,528 
nonwhite  births.  It  was  elected  to  initiate  screen- 
ing in  the  five  hospitals  in  Memphis  which  have 
the  largest  number  of  deliveries  of  black  new- 
borns (comprising  50%  of  all  nonwhite  births  in 
Tennessee).  Because  the  mechanism  was  already 
in  place  for  centralized  collection  of  blood  sam- 
ples on  filter  paper  for  PKU  and  hypothyroidism 
screening  by  the  TDHE  Laboratory  in  Nashville, 
it  was  elected  to  use  this  source  of  blood  for 
hemoglobinopathy  testing.  A pilot  program  was 
begun  in  March  1988  using  cellulose  acetate  elec- 
trophoresis as  the  primary  screening  technique 
and  citrate  agar  electrophoresis  for  confirmation. 
Screening  results  from  City  of  Memphis  Hospital 
newborns  performed  by  the  TDHE  Laboratory 
on  filter  paper  samples  were  compared  to  those 
obtained  on  cord  blood  samples  by  the  Univer- 
sity of  Tennessee  Sickle  Cell  Program.  The  few 
discrepancies  that  occurred  were  resolved  after 
retesting  of  samples  sent  to  the  Meharry  Refer- 
ence Laboratory. 

In  July  1988,  the  state  laboratory  began  to  use 
thin  layer  isoelectric  focusing  (TLIEF)  (LKB 
Multiphor  II  apparatus)  as  the  routine  screening 
technique.  TLIEF  separates  proteins  on  the  basis 
of  their  isoelectric  points  on  an  agarose  gel  that 
contains  a gradient  of  electrical  pHs.  The  use  of 
this  procedure  has  been  facilitated  by  the  availa- 
bility of  commercial  kits  for  gel  preparation  (Is- 
olab, Inc.)  at  a reasonable  cost  for  reagents  and 
supplies  (about  40  cents/sample).  TLIEF  is  ad- 
vantageous because  it  allows  greater  diagnostic 
specificity  through  more  distinct  separation  of 
abnormal  hemoglobins.  Furthermore,  a greater 
number  of  samples  can  be  processed  on  one  plate, 
resulting  in  improved  efficiency.  The  main  dis- 
advantage of  TLIEF  is  the  greater  degree  of 
technical  expertise  required  in  handling  the  gels. 

Program  Design  and  Initial  Results 

Filter  paper  blood  samples  are  currently  col- 
lected on  all  newborns  in  Tennessee  prior  to  dis- 


charge from  the  hospital.  Samples  are  batched 
and  mailed  daily  to  the  TDHE  Laboratory  in 
Nashville.  Blood  spots  are  punched  from  the  fil- 
ter paper  and  distributed  for  PKU,  hypothyroid- 
ism and  hemoglobinopathy  testing.  Hemoglobin- 
opathy screening  results  are  usually  available 
within  two  to  three  weeks  of  delivery. 

Notification  of  a normal  result  (Hb  AA)  is  sent 
by  mail  to  the  Maternal  and  Child  Health  Labo- 
ratory coordinator  to  the  infant's  healthcare 
provider.  A positive  screening  result  is  processed 
differently.  If  a trait  condition  is  suspected,  the 
provider  or  local  health  department  is  notified 
and  instructed  to  obtain  and  mail  a capillary  tube 
liquid  blood  sample  to  the  Meharry  Reference 
Laboratory  for  definitive  diagnosis.  If  initial 
screening  indicates  the  possibility  of  sickle  cell 
disease,  the  Laboratory  coordinator  immediately 
notifies  the  local  healthcare  provider  and/or  the 
local  Sickle  Cell  Disease  Treatment  Program  by 
telephone.  In  such  cases  the  family  must  be  con- 
tacted by  letter,  by  telephone,  or,  if  necessary, 
by  home  visit,  to  arrange  prompt  confirmatory 
testing  and  entry  into  the  healthcare  system. 

Screening  results  are  entered  onto  a confiden- 
tial central  data  base,  which  will  ultimately  help 
eliminate  the  duplicate  and  triplicate  screening 
efforts  that  have  frequently  occurred  in  the  past. 
This  will  result  in  a far  more  efficient  and  effec- 
tive hemoglobinopathy  screening  process  than  has 
previously  been  available  in  Tennessee. 

During  the  initial  period  of  screening  by 
TDHE  (March  to  December  1988),  14.000  new- 
borns (approximately  53%  black)  were  tested. 
Fifteen  infants  were  found  to  have  sickle  cell  dis- 
ease: eight  with  Hb  SS  or  Hb  S-(3°-thalassemia 
(which  cannot  be  differentiated  in  the  newborn) 
and  seven  with  Hb  SC  disease.  Eleven  were  born 
at  the  City  of  Memphis  Hospital,  two  at  Baptist 
East  Hospital,  and  two  at  Methodist  Central 
Hospital.  All  15  are  currently  being  followed  by 
the  Mid-South  Sickle  Cell  Disease  Program  and/ 
or  private  pediatricians.  All  who  have  reached  4 
months  of  age  have  been  started  on  penicillin 
prophylaxis;  none  has  had  pneumococcal  sepsis. 
Their  progress  is  being  monitored  closely  by 
TDHE. 

Future  Plans 

In  October  1988,  Mississippi  adopted  state- 
wide newborn  screening  utilizing  the  TDHE 
Laboratory.  In  early  1989,  screening  was  ex- 
panded in  Tennessee  to  include  all  newborns. 
TDHE  plans  are  in  agreement  with  the  recent 
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NIH  Consensus  Development  Conference  rec- 
ommendation for  universal  screening  of  all  new- 
borns: “Programs  that  screen  only  specific  high- 
risk  segments  of  a population  tend  to  miss  indi- 
viduals who  are  inaccurately  registered  and  to 
encourage  nonscreening  because  of  provider 
complacency.”1 

With  statewide  screening  in  Tennessee,  the 
challenge  will  be  to  ensure  that  every  newborn 
who  has  a possible  hemoglobinopathy  will  be 
identified,  contacted,  and  tested  for  confirmation 
of  diagnosis.  Approximately  50  newborns  with 
sickle  cell  disease  will  be  identified  yearly,  and  it 
is  imperative  that  they  be  referred  to  an  appro- 
priate sickle  cell  healthcare  provider,  who  will 
educate  the  family,  initiate  penicillin  prophylaxis 
by  age  4 months,  and  ensure  good  clinical  fol- 
low-up. 

Perhaps  a more  daunting  task  will  be  in  fol- 
lowing those  newborns  found  to  have  heterozy- 
gous hemoglobin  conditions — approximately 
1,800  per  year.  These  infants  also  require  confir- 
matory diagnostic  testing.  Their  families  must  be 
offered  counseling  regarding  the  significance  of 
the  trait  condition,  and  screening  of  parents  and 
siblings  should  be  made  available.  Counseling  of 
couples  at  risk  must  be  provided  in  those  situa- 
tions where  both  parents  are  found  to  have  an 
abnormal  hemoglobin.  The  provision  of  counsel- 
ing and  education  for  these  families  will  require 
extensive  cooperation  among  the  TDHE  Labo- 


ratory, the  Meharry  Reference  Laboratory, 
Health  Department  nurses,  community  organi- 
zations such  as  the  Memphis  Regional  Sickle  Cell 
Council,  and  private  providers.  r ^ 
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Fourth  Ventriculostomy  for 
Chiari  Malformation 


GREGORY  B.  LANFORD,  M.D.  and  NOEL  TULIPAN,  M.D. 


Introduction 

Magnetic  resonance  imaging  (MRI)  has  be- 
come the  diagnostic  tool  of  choice  in  evaluating 
syringomyelia  associated  with  Chiari  I malfor- 
mations.15 This  technique  has  the  advantage  of 
being  noninvasive  as  well  as  having  the  ability  to 
adequately  visualize  the  cranio-cervical  junction 
and  the  cervical  spinal  cord.  Because  it  is  nonin- 
vasive and  nontoxic,  postoperative  studies  can  be 
obtained  with  impunity.  There  is  thus  the  oppor- 
tunity to  monitor  the  efficacy  of  a given  surgical 
procedure,  and  to  study  the  correlation  between 
decompression  of  the  syrinx  and  symptomatic 
improvement  or  progression. 

Several  different  surgical  options  have  been 
described  previously  for  Chiari  I-syringomyelia, 
including  foramen  magnum  decompression 
(FMD),  the  Gardner  procedure  (FMD  with 
plugging  of  the  obex),  and  primary  drainage  of 
the  syrinx.  As  is  often  the  case,  the  variety  of 
therapeutic  procedures  testifies  to  the  inability  of 
any  given  one  to  provide  symptomatic  relief  in 
substantial  percentages  of  patients.  We  have  re- 
cently used  FMD,  fourth  ventriculostomy,  and 
duraplasty  in  a series  of  four  patients  evaluated 
both  preoperatively  and  postoperatively  with 
MRI.  Excellent  decompression  of  the  syrinx  in 
the  immediate  postoperative  interval  was  ob- 
tained in  each  case. 

Materials  and  Methods 

Four  patients  underwent  evaluation  both  pre- 
operatively and  postoperatively  with  MRI  (Figs. 
1 and  2).  The  clinical  presentations  and  results  of 
treatment  are  outlined  in  Table  1. 


From  the  Department  of  Neurological  Surgery,  Vanderbilt  Uni- 
versity Medical  Center,  Nashville. 

Reprint  requests  to  Department  of  Neurological  Surgery,  Vander- 
bilt University  Medical  Center,  T-4224  Medical  Center  North,  Nash- 
ville, TN  37232  (Dr.  Lanford). 


Operative  Procedure 

The  surgical  treatment  was  the  same  in  each 
of  the  four  patients.  With  the  patient  in  the  prone 
position,  suboccipital  craniectomy  using  a high 
speed  air  drill  and  rongeurs  was  performed,  re- 
moving the  posterior  rim  of  the  foramen  mag- 
num and  the  posterior  arch  of  Cl.  The  dura  was 
widely  opened  with  a “Y”-shaped  incision  and 
the  cerebellar  tonsils  were  retracted  and  any  ar- 
achnoidal adhesions  lysed.  The  fourth  ventricle 
was  visualized  and  a standard  ventricular  cathe- 
ter placed  with  its  proximal  end  in  the  fourth 
ventricle  and  its  distal  end  in  the  spinal  subarach- 
noid space.  The  catheter  was  secured  with  a 6-0 
nonabsorbable  suture,  and  the  dura  closed  by 
duraplasty  using  cadaveric  dura. 

Discussion 

The  surgical  treatment  of  syringomyelia  asso- 
ciated with  Chiari  I malformations  remains  con- 
troversial.69 All  procedures  are  based  on  theo- 
ries outlined  by  Gardner,10  Williams,9 11  and 
others.  It  was  Gardner’s  idea  that  fourth  ventric- 
ular outlet  obstruction  caused  syringomyelia  by 
forcing  CSF  into  the  central  canal  of  the  spinal 
cord,  and  that  plugging  of  the  obex  coupled  with 
FMD  should  obliterate  the  syrinx.  The  success  of 
this  procedure  has  been  variable.12  There  is  only 
limited  evidence  that  plugging  procedures  pro- 
vide sustained  decompression  of  the  cavity.7  As 
noted  by  several  authors,  there  is  little  evidence 
that  the  foreign  body  (muscle  plug,  ventricular 
catheter)  remains  in  the  obex  for  any  significant 
period.  It  is  likely  that  the  plug  is  either  dis- 
lodged by  pulsations  of  CSF  or  is  reabsorbed. 
There  are  also  reports  of  intractable  vomiting 
postoperatively.8 

Williams9 11  has  outlined  a different  approach 
to  this  perplexing  problem.  He  believes  that  syr- 
inx formation  is  due  to  an  imbalance  in  the  CSF 
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pressure  between  the  cranial  and  spinal  subar- 
achnoid space.  The  obex  becomes  the  passage- 
way for  CSF  from  positive  to  relatively  negative 
pressure,  with  resultant  fluid  accumulation  with- 
in the  central  canal  of  the  cord.  It  is  his  assump- 
tion, therefore,  that  FMD  will  relieve  the  pres- 
sure gradually  and  functionally  obliterate  the 
obex.  Several  authors  have  reported  collapse  of 
the  syrinx  using  this  procedure. 2-4-781112  We  be- 
lieve it  unlikely,  however,  that  surgical  lysis  of 
the  arachnoidal  adhesions  that  normally  accom- 
pany the  Chiari  malformation  provides  sustained 
correction  of  the  presumed  abnormalities  in  CSF 
dynamics.  Experience  with  arachnoidal  adhe- 
sions in  other  areas  of  the  spinal  canal  suggests 
that  they  re-form  rapidly  after  such  lysis,  how- 
ever meticulous  the  surgical  technique.9 

Fourth  ventriculostomy  performed  in  conjunc- 
tion with  FMD,  upper  cervical  laminectomy,  and 
duraplasty  addresses  the  theories  of  both  Gard- 
ner and  Williams.  Outlet  obstruction,  considered 


Figure  1.  (A)  Preoperative  MRI  demonstrating  large  syrinx  in  a 16- 
year-old  with  predominantly  sensory  findings  (case  1).  (B)  Resolution 
of  syrinx  cavity  as  noted  on  postoperative  MRI  of  same  case.  (C) 
Syrinx  viewed  on  preoperative  MRI  in  18-year-old  with  left-sided  sen- 
sory and  mild  motor  abnormalities  (case  2).  (D)  Diminution  of  syrinx 
on  postoperative  MRI  from  same  case. 
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the  underlying  problem  by  Gardner,  is  relieved 
by  shunting  of  CSF  from  the  fourth  ventricle  into 
the  spinal  subarachnoid  space.  Williams’  theory 
is  also  satisfied  with  the  FMD  and  functional  by- 
passing of  the  obex.  Fourth  ventriculostomy  is 
technically  simple  to  perform,  and  no  complica- 
tions have  been  noted  thus  far.  The  potential 
problems  that  attend  this  technique  can  be  lik- 
ened to  those  of  ventriculoperitoneal  shunting, 
specifically  catheter  occlusion  by  choroid  plexus 
or  contiguous  brain.  Neither  is  this  technique  im- 
mune from  a central  problem  of  syrinx  surgery, 
namely,  that  decompression  of  the  syrinx  may  not 
lead  to  symptomatic  relief. 

Regardless  of  these  issues,  it  is  clear  that  MRI 
provides  an  excellent  means  of  assessing  the  ef- 
ficacy of  any  therapy  for  syringomyelia.  Postop- 
erative scans  demonstrated  excellent  decompres- 
sion with  fourth  ventriculostomy  in  each  of  the 
cases  presented.  It  remains  to  be  seen  whether 
this  decompression  is  sustained.  Long-term  stud- 
ies will  be  needed  to  assess  more  accurately  the 
extent  to  which  reduction  in  the  size  of  the  syrinx 


Figure  2.  (A)  Preoperative  MRI  demonstrating  large  syrinx  in  11 -year- 
old  with  scoliosis  (case  3).  (B)  Decrease  in  size  of  syrinx  on  postop- 
erative MRI  of  same  case.  (C)  Syrinx  seen  on  preoperative  MRI  in  a 
42-year-old  with  ataxia,  spasticity,  and  weakness  (case  4).  (D)  Post- 
operative MRI  of  same  case  showing  resolution  of  syrinx. 
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TABLE  1 

CLINICAL  PRESENTATIONS  AND  TREATMENT  RESULTS 


Case 

No. 

Age 

(Yrs) 

Presenting  Signs 
and  Symptoms 

Previous 

Therapy 

Postoperative 

MRI 

1 

16 

Numbness  over 
trunk,  head- 
aches, de- 
creased sensa- 
tion right  T3-T1 1 

None 

Decrease  in 
syrinx  vol- 
ume (Fig.  1) 

2 

18 

Left  UE  weakness 
with  paresthe- 
sias, decreased 
sensation  left 
UE,  4/5  hand 
grip 

None 

Decrease  in 
syrinx  vol- 
ume (Fig.  1 ) 

3 

11 

Scoliosis,  UE  par- 
esthesias, de- 
creased sensa- 
tion left  UE 

None 

Decrease  in 
syrinx  vol- 
ume (Fig.  2) 

4 

42 

Left  extremity 
weakness,  clon- 
us with  spastic 
LEs  R>L,  Ataxia 

FMD 

Decrease  in 
syrinx  vol- 
ume (Fig.  2) 

correlates  with  symptomatic  relief.  It  may  be  that 
with  the  anatomic  resolution  of  MRI,  subsets  of 
patients  may  be  identified  who  are  more  or  less 
likely  to  improve  clinically  as  the  result  of  sur- 
gery. 

Conclusions 

Fourth  ventriculostomy  is  an  excellent  adjunct 
to  FMD  in  the  treatment  of  syringomyelia  asso- 


ciated with  Chiari  I malformations.  The  proce- 
dure can  be  performed  with  low  morbidity,  and 
the  immediate  postoperative  results  have  been 
favorable.  MRI  has  proven  to  be  the  test  of 
choice  for  the  diagnosis  of  this  problem,  and  is 
helpful  in  the  postoperative  follow-up  care  of 
these  patients;  procedures  that  do  not  incorpo- 
rate fourth  ventriculostomy  would  seem  prone  to 
failure.  Concern  about  postoperative  arachnoidal 
adhesions  and  uncertainty  as  to  the  success  of  the 
obex  plug  remaining  in  place  are  obviated  by 
employing  fourth  ventriculostomy,  though  block- 
age of  the  catheter  remains  a possibility.  Long- 
term studies  will  be  necessary  to  ascertain  wheth- 
er the  anatomic  correction  provided  by  fourth 
ventriculostomy  and  FMD  is  sustained.  r ^ 
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ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
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USAF  Health  Professions 
(800)  423-USAF 
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Trauma  Rounds 


Cranial  Impalement  Injury 

KIMBALL  I.  MAULL,  M.D. 


Head  injury  is  the  leading  cause  of  traumatic  death 
and  disability  in  the  United  States.  Most  injuries  are 
sustained  from  blunt  forces  following  motor  vehicle 
crashes.  Penetrating  head  wounds  usually  follow  in- 
tentional or  unintentional  firearm  use,  with  stab 
wounds  being  somewhat  less  common.  In  wartime, 
fragment  (shrapnel)  wounds  account  for  a significant 
number  of  head  wounds.'  Impalement  injury  to  the 
head  is  both  unusual  and  impressive.21  Actual  damage 
may  range  from  trivial  to  lethal. 


Figure  1.  Photograph  of  patient  with  garden  rake  imbedded  in  brain. 


From  the  Department  of  Surgery.  University  of  Tennessee  Medi- 
cal Center  at  Knoxville. 


Case  Report 

In  an  altercation  on  the  evening  of  admission  a 21-year- 
old  motorcyclist  was  struck  forcefully  with  a garden  rake  and 
knocked  to  the  ground  with  four  metal  prongs  imbedded  in 
his  skull  (Fig.  1).  He  did  not  lose  consciousness.  Emergency 
medical  technicians  called  to  his  aid  found  the  patient  lying 
supine,  responding  appropriately  and  actively  gripping  the  rake 
handle.  Because  of  the  configuration  of  the  impalement,  the 
patient  required  transport  on  the  floor  of  the  ambulance.  Upon 
arrival  at  the  hospital,  the  patient's  stretcher  was  rolled  in  the 
collapsed  position  into  the  emergency  unit  where  further  as- 
sessment was  carried  out.  The  patient  denied  any  neurologic 
symptoms  other  than  pain  at  the  impalement  site.  His  past 
history  was  unremarkable. 

On  physical  examination,  the  patient  was  a healthy  ap- 
pearing. robust  and  alert  white  man  with  a garden  rake  pro- 


Figure  2.  Skull  film  demonstrating  rake  prongs  within  frontal  bone. 
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i .aing  from  his  skull  2 cm  behind  the  hairline.  He  was  stead- 
fastly holding  the  rake  handle  and  a small  amount  of  blood 
surrounded  the  prong  entry  wounds.  Extraocular  movements 
and  visual  fields  were  intact,  his  nose  and  throat  were  clear, 
and  cranial  nerves  II  to  XII  were  intact.  There  was  no  motor 
or  sensory  deficit  and  reflexes  were  symmetrical.  Skull  films 
confirmed  prongs  imbedded  in  the  anterior  portion  of  the 
frontal  bone  (Fig.  2). 

The  patient  received  preoperative  antibiotics  and  was  tak- 
en to  the  operating  room  where  a frontal  skull  flap  was  raised 
and  the  rake  was  carefully  removed.  Two  prongs  had  pene- 
trated the  scalp,  skull,  and  brain  just  to  the  left  of  the  ante- 
rior sagittal  sinus.  The  wounds  were  debrided  and  the  dura 
was  repaired  and  primarily  closed.  The  patient  did  well  post- 
operatively  and  was  discharged  on  the  sixth  postoperative  day 
on  prophylactic  anticonvulsant  medications. 

Discussion 

Impalement  injuries,  regardless  of  location,  are 
often  graphic  in  their  presentation.  Principles  of  pre- 
hospital care  call  for  protection  of  the  patient  without 
removal  of  the  foreign  body.  Whenever  possible,  the 
patient  should  be  transported  with  the  impaling  object 
in  place  with  safeguards  to  prevent  untoward  motion. 
Occasionally,  impalement  is  by  a stationary  or  immov- 
able object,  calling  for  innovative  strategies  to  extri- 
cate the  patient  without  causing  harm.3 

The  early  management  of  patients  with  cranial  im- 
palement follows  the  principle  of  advanced  trauma  life 
support  (ATLS).4  Establishment  of  an  airway  and  ven- 
tilation with  oxygen  enriched  air  is  of  first  priority  if  the 
patient  is  in  respiratory  distress.  Volume  replenishment 
is  essential  to  elevate  systemic  blood  pressure  and  rees- 
tablish cerebral  perfusion  in  the  hypotensive  patient.  Be- 
cause the  early  care  of  the  head  injury  is  directed  at 
preventing  secondary  insults  of  hypotension  and  hypox- 
ia, those  measures  are  applicable  to  all  unstable  patients 
with  head  trauma  regardless  of  etiology. 

Impalement  of  the  head  presents  special  problems 
to  the  clinician.  Unlike  diffuse  axonal  injury  (DAI) 
from  blunt  trauma,  cranial  impalement  causes  focal  in- 
jury. Therefore,  neurologic  signs  and  symptoms  are 
related  to  the  anatomic  site  of  tissue  damage,  a more 
localized  phenomenon  than  DAI.  Victims  of  cranial 
impalement  are  more  likely  to  be  awake  and  aware  of 
their  predicament  (as  in  the  case  described  herein). 
Because  injury  is  focal,  operative  management  is  usu- 
ally needed  not  only  to  prevent  further  injury  but  also 
to  repair  the  damage  already  done. 

Removal  of  the  impaling  object  requires  careful 
monitoring  and  the  immediate  capability  to  intervene 
surgically  to  prevent  further  injury  during  removal  of 
the  foreign  body.  If  a body  cavity  is  violated  or  there 
is  a proximate  vascular  wound,  removal  should  take 
place  in  the  operating  room. 

The  patient  herein  presented  illustrates  several  im- 
portant principles  in  management.  Prehospital  care  was 
appropriate,  and  afforded  safe  transport,  protecting 
both  patient  and  the  impaling  object.  Subsequent 
x-ray  and  operative  findings  confirmed  that  undue  mo- 
tion could  have  caused  significant  additional  intracran- 
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ial  bleeding  and  brain  damage.  Diagnostic  studies  were 
limited  to  those  that  could  be  done  safely,  yet  yielded 
information  of  therapeutic  importance.  Computed 
tomography,  the  cornerstone  of  diagnosis  in  head 
trauma,  was  not  performed  on  this  patient  because  of 
logistical  factors. 

Lastly,  while  impalement  injury  to  the  brain  can  cause 
injuries  that  are  immediately  fatal,  others,  though  dev- 
astating in  appearance,  can  be  survived  without  long-term 
sequelae  provided  further  injury  is  prevented.  /~  ^ 
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A Reversible  Cardiomyopathy 


Case  Report 

A 68-year-old  man  was  well  three  months  prior  to  admis- 
sion when  he  noticed  a small  mass  on  the  lateral  aspect  of  his 
left  eye.  His  ophthalmologist  diagnosed  squamous  cell  carci- 
noma of  the  conjunctiva.  The  patient  returned  to  the  eye  clinic 
on  the  day  of  admission  for  removal  of  the  mass  under  local 
anesthesia.  During  manipulation  of  the  globe  preoperatively, 
the  patient  developed  near-syncope  in  association  with  hy- 
potension and  bradycardia.  He  was  admitted  to  the  intensive 
care  unit. 

Blood  pressure  was  80/60  mm  Hg,  pulse  40/min  and  reg- 
ular, respirations  12/min,  and  temperature  normal.  He  was 
awake  and  alert  but  his  mentation  was  slow.  Neurologic  ex- 
amination was  otherwise  normal.  The  lungs  were  clear,  heart 
examination  was  normal,  and  there  was  no  peripheral  edema. 
The  remainder  of  the  physical  examination  was  negative. 

Electrolytes,  blood  counts,  and  radiograph  of  the  chest 
were  all  normal.  Initial  electrocardiogram  revealed  a junc- 
tional bradycardia  with  left  bundle  branch  block. 

There  was  no  evidence  of  myocardial  infarction.  The  pa- 
tient's blood  pressure  and  pulse  returned  to  normal  within  15 
minutes  of  the  onset  of  near-syncope  and  remained  normal 
throughout  his  hospitalization.  Intermittent  left  bundle  branch 
block  was  noted  during  his  hospital  stay,  and  echocardiogram 
revealed  global  hvpokinesis  with  a markedly  reduced  ejection 
fraction.  Valvular  function  was  normal.  Cardiac  catheteriza- 
tion revealed  the  presence  of  coronary  artery  disease,  but  the 
distribution  and  severity  of  the  stenotic  lesions  could  not  ac- 
count for  his  severe  global  cardiomyopathy.  The  ejection 
fraction  as  estimated  by  contrast  left  ventriculography  was 
20%  (normal  55%  to  70%).  In  an  effort  to  find  the  etiology 
of  the  severe  cardiomyopathy,  tests  for  hemochromatosis  and 
amyloidosis  were  performed  and  were  negative.  The  patient 
denied  heavy  alcohol  use,  and  there  was  no  history  of  recent 
viral  illness.  Thyroid  function  studies  revealed  a serum  thy- 
roid stimulating  hormone  (TSH)  level  of  91  qU/ml  (normal 
.7  to  4.9);  free  thyroxine  (FT4)  level  was  extremely  low.  Fur- 
ther interview  of  the  patient  failed  to  establish  the  time  of 
onset  of  his  hypothyroidism. 

There  was  dramatic  improvement  in  his  exercise  tolerance 
and  feeling  of  well-being  following  initiation  of  thyroid  sup- 
plementation. Five  months  after  the  diagnosis  of  hypothy- 
roidism was  established,  and  three  months  after  his  serum 
TSH  level  first  became  normal,  the  patient  underwent  an  ex- 
ercise treadmill  test,  results  of  which  were  highly  suggestive 
of  myocardial  ischemia  at  a low  level  of  exercise.  Cardiac 
catheterization  was  repeated  and  revealed  a significant  im- 
provement in  overall  myocardial  function,  with  an  ejection 
fraction  of  approximately  40%.  There  was  focal  hvpokinesis 
in  the  anteroseptal  and  apical  regions,  although  the  left  an- 
terior descending  artery  was  patent  with  a narrowing  of  only 
50%  to  75%  in  the  proximal  segment  of  the  vessel.  The  right 
coronary  artery  was  occluded,  but  the  posterior  descending 
artery  filled  via  collateral  vessels  from  the  left  anterior  de- 
scending artery.  The  posterior  and  inferior  myocardial  walls 
contracted  well.  The  patient  was  given  antianginal  medica- 
tion and  is  currently  asymptomatic. 


Prepared  by  Robert  D.  Schreiner.  M.D..  Hugh  J.  Morgan  chief 
medical  resident.  Vanderbilt  University  Hospital,  Nashville. 


In  summary,  this  patient  had  a severe,  mixed  cardiomy- 
opathy due  to  hypothyroidism  and  ischemic  heart  disease.  His 
heart  function  improved  dramatically  with  thyroxine  supple- 
mentation. 

Discussion 

The  year  1988  marked  the  centennial  of  the  obser- 
vation that  hypothyroidism  can  significantly  alter  car- 
diac function.1  This  was  well  described  in  the  German 
literature  by  1918, 2 and  a review  article  on  the  subject 
appeared  in  the  American  medical  literature  by  1925. 1 
As  thyroxine  supplementation  became  widely  avail- 
able in  the  early  1930s,  investigators  began  reporting 
the  symptomatic,  electrocardiographic,  and  radi- 
ographic resolution  of  hypothyroid  cardiomyopathy 
after  institution  of  therapy. 

The  prominent  cardiac  effects  of  hypothyroidism  are 
bradycardia,  diminished  stroke  volume,  intermittent 
conduction  delays,  cardiomegaly,  and  pericardial  ef- 
fusion.4 The  pericardial  effusion  is  rarely  hemody- 
namically  significant.  Torsade  de  pointes  can  occur  in 
these  patients.5  The  interventricular  septum  and  right 
ventricular  wall  become  thickened  and  contract  poor- 
ly,'1 and  global  hvpokinesis  is  usually  present.  All  of 
these  findings  usually  occur  within  six  months  of  the 
development  of  hypothyroidism  but  appear  unrelated 
to  the  degree  of  serum  TSH  elevation.6  The  histopath- 
ology  is  poorly  defined,  but  edematous  myocardium 
with  distorted  architecture  is  seen.7 

All  abnormalities  resolve  either  in  part  or  entirely  with 
thyroxine  supplementation.  Crowley  demonstrated 
hemodynamic  improvement  along  a linear  dose  response 
curve  as  replacement  doses  of  thyroxine  were  increased.4 
Improvement  in  cardiac  function  begins  at  doses  of  thy- 
roxine greater  than  50  |xg/day,  and  normal  function  gen- 
erally returns  at  between  100  to  150  |xg/day.  Doses 
greater  than  150  to  200  (xg/day  produce  the  characteris- 
tics of  hyperthyroid  heart  disease.  Reversal  of  the  car- 
diomyopathy following  normalization  of  TSH  has  been 
documented  using  echocardiography.6 

Hypothyroidism  does  not  by  itself  cause  overt 
congestive  heart  failure.  Frank  heart  failure  in  the 
presence  of  hypothyroidism  usually  means  that  there 
is  an  additional  cause  of  the  cardiac  dysfunction,7  most 
commonly  ischemic  heart  disease. 

Hypothyroidism  in  elderly  patients  often  manifests 
itself  in  atypical  ways.  Profound  heart  dysfunction  has 
been  recognized  as  a manifestation  of  hypothyroidism 
for  over  100  years.  Applying  these  two  facts  to  clinical 
practice  may  uncover  an  otherwise  unrecognized,  often 
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looked,  and  readily  reversible  cause  of  sympto- 
matic cardiomyopathy  in  the  elderly  patient. 
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Bacteremia  in  an  Immunocompromised  Patient 


Case  Report 

A 65-year-old  man  felt  well  until  three  years  prior  to  ad- 
mission when  he  developed  enlarged  lymph  nodes,  leading  to 
a diagnosis  of  widespread  indolent  non-Hodgkin  lymphoma. 
Oral  chemotherapy  was  begun  with  an  initial  decrease  in  the 
size  of  the  lymph  nodes,  but  eventually  parenteral  chemo- 
therapy was  required  to  control  the  progression  of  his  dis- 
ease. One  year  before  admission  he  developed  a right  pleural 
effusion  and  enlarging  abdominal  lymph  nodes,  for  which  ra- 
diotherapy to  his  abdomen  and  oral  chlorambucil  was  restart- 
ed. In  addition,  prednisone  was  given  for  the  first  seven  days 
of  each  month  in  a dose  of  60  mg/day.  He  did  well  until  four 
days  prior  to  admission  when  he  developed  fever  and  rigors, 
and  complained  of  right-sided  pleuritic  chest  pain  and  a cough 
productive  of  small  amounts  of  purulent  sputum.  There  was 
no  dyspnea.  Three  days  before  admission,  he  began  taking  a 
cephalosporin  antibiotic  orally  with  no  improvement  in  symp- 
toms. He  had  completed  his  most  recent  course  of  predni- 
sone five  days  before  admission. 

Blood  pressure  was  normal,  pulse  100/min,  respirations 
28/min,  and  temperature  103. 4°F  orally.  Several  small  lymph 
nodes  were  palpable  in  the  cervical  region.  There  was  no 
hepatosplenomegaly.  There  were  decreased  breath  sounds  and 
dullness  to  percussion  at  the  base  of  the  right  lung.  The  re- 
mainder of  the  physical  examination  was  negative. 

WBC  count,  differential  electrolytes,  and  urinalysis  were 
normal.  BUN  was  30  mg/dl  (normal  7 to  20)  and  creatinine 
was  1.4  mg/dl  (normal  .7  to  1.2).  Alkaline  phosphatase  and 
uric  acid  were  slightly  elevated.  Radiograph  of  the  chest  re- 
vealed a large  right  pleural  effusion.  The  pleural  fluid  con- 
tained 1,500  RBC/cu  mm,  450  WBC/cu  mm  (68%  polymor- 
phonuclear cells,  32%  mononuclear  cells),  3,800  mg/dl  of 
protein,  and  297  IU/L  of  LDH,  indicative  of  an  exudative 
pleuritis,  possibly  from  pneumonia.  Stains,  cultures,  and  cy- 
tology of  the  fluid  were  negative,  as  were  urine  and  sputum 
cultures.  Gram-positive  rods,  later  identified  as  Listeria  mon- 
ocytogenes, grew  in  the  cultures  of  the  blood  on  the  second 
day  of  hospitalization.  The  fever  resolved  after  seven  days  of 
ampicillin  given  intravenously  and  in  high  doses.  He  was 
treated  for  three  weeks  before  discharge. 

Discussion 

Listeria  monocytogenes  is  a facultative  anaerobic  (3- 
hemolytic  gram-positive  rod  that  can  cause  illness  in 
pregnant  women,  neonates,  the  elderly,  and  immuno- 
compromised patients.1  Morphologically,  the  organisms 
resemble  diphtheroids  and  thus  may  be  mistaken  by  lab- 
oratory personnel  as  a skin  contaminant.  The  organism 
has  been  recovered  from  multiple  environmental  sources 
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and  many  animals.  At  least  1%  of  the  normal  popula- 
tion are  asymptomatic  carriers  of  the  organism. 

The  pathogenesis  of  infection  is  related  to  abnor- 
mal T-lymphocyte  and  macrophage  function.2  The 
portal  of  entry  for  systemic  infection  is  usually  the  al- 
imentary tract.  Several  outbreaks  have  been  associ- 
ated with  contaminated  foods,  including  cabbage,  miik, 
cheese,  shellfish,  and  certain  meats. 

There  are  five  recognized  clinical  syndromes:  infec- 
tions during  normal  pregnancy,  granulomatosis  infanti- 
septica,  sepsis,  meningoencephalitis,  and  focal  infec- 
tions.1 The  latter  three  (referred  to  here  as  listeriosis) 
occur  mainly  in  patients  with  malignancy,  those  taking 
immunosuppressive  medication,  or  the  elderly.  Thirty 
percent  to  55%  of  patients  with  listeriosis  have  menin- 
gitis, and  listeriosis  is  the  most  common  cause  of  bacte- 
rial meningitis  in  patients  with  malignancy.  Other  con- 
ditions associated  with  an  increased  susceptibility  to 
infection  by  Listeria  include  diabetes  mellitus,  alcoholic 
and  nonalcoholic  liver  disease,  chronic  renal  disease, 
collagen  vascular  disease,  iron  overload,  and  decreased 
gastric  acidity.  Thirty  percent  of  patients  with  listeriosis 
have  no  identifiable  condition  known  to  cause  immuno- 
suppression. The  symptoms  of  listeriosis  are  those  asso- 
ciated with  any  acute  infection.  Diagnosis  is  made  from 
the  identification  of  the  organism  grown  in  culture  me- 
dium. The  organism  grows  easily  on  standard  blood-agar 
culture  plates  within  36  hours.  Serology  is  available,  but 
is  not  helpful  in  confirming  the  diagnosis. 

Ampicillin  given  intravenously  in  a dose  of  3 gm 
every  six  hours  (12  gm/day)  is  recommended  for  treat- 
ing listeriosis.  Gentamicin  can  be  added  for  bacterio- 
cidal synergy.  Erythromycin,  tetracycline,  or  trimeth- 
oprim-sulfamethoxazole can  be  used  for  patients 
allergic  to  penicillin.  When  ampicillin  is  used,  it  should 
be  given  intravenously  for  two  weeks  in  immunocom- 
petent patients  and  for  three  to  six  weeks  in  immuno- 
compromised patients.  Overall  mortality  is  25%  to  35% 
but  in  the  elderly  it  often  is  twice  that  high. 
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Loss  Prevention  Case  of  the  Month 


And  God  Said,  “That’s  the  Idea” 

J.  KELLEY  AVERY,  M.D. 


God  said,  “Cain,  where’s  Abel?” 

Cain  said,  “I  have  enough  trouble  looking  after  myself. 

Am  I supposed  to  look  after  that  character,  too?” 

And  God  said,  "That’s  the  idea.” 

Case  Report 

A 29-year-old  woman,  having  found  a knot  in  her  right 
breast  while  taking  a shower,  was  sent  by  her  primary  care 
physician  to  see  Dr.  White,  a general  surgeon.  After  exami- 
nation, Dr.  White  ordered  a mammogram,  which  was  report- 
ed as  showing  a small  mass  but  “no  obvious  sign  of  malignan- 
cy.” Dr.  White  admitted  the  patient  for  an  outpatient 
excisional  biopsy.  The  mass  was  small,  and  the  radiologist 
assisted  in  localizing  the  mass  by  using  a needle  wire  guide. 

Under  brief  general  anesthesia,  the  mass  was  removed, 
and  the  postoperative  note  by  the  surgeon  stated.  “Lesion 
totally  removed  with  the  wire  guide  remaining  in  place.”  The 
pathology  report  confirmed  that  the  lesion  was  totally  re- 
moved but  made  no  mention  of  the  wire  guide. 

Patient  returned  for  the  routine  postoperative  visits.  Her 
incision  healed  nicely,  and  at  a three-month  postoperative  visit 
all  was  well  and  no  further  follow-up  appointments  were  made. 

Thirteen  months  later  the  patient  went  to  see  Dr.  Green, 
a surgeon  in  the  same  citv  on  the  same  large  hospital  staff. 
Her  complaint  was  pain  in  the  right  breast  “ever  since  my 
breast  was  operated  on  last  year”;  she  indicated  that  the  pain 
was  much  worse  in  the  past  two  weeks.  A mammogram  or- 
dered by  Dr.  Green  showed  a small  metallic  object  that  ap- 
peared to  be  “a  fragment  of  needle  or  wire.”  Dr.  Green  pro- 
ceeded to  remove  the  small  fibroma  that  had  developed,  along 
with  the  5-mm  piece  of  the  previously  used  needle  guide  wire. 

The  patient  did  well  postoperatively,  but  filed  a lawsuit 
against  the  first  surgeon.  After  the  usual  long  length  of  time 
taking  the  necessary  statements,  depositions,  filing  motions, 
etc.,  a small  settlement  was  required. 

Loss  Prevention  Comments 

This  case  is  not  very  important  from  the  standpoint 
of  monetary  loss,  but  it  is  extremely  important  to  Dr. 
White,  the  accused  surgeon.  He  justly  feels  the  victim 
of  a system  that  was  not  inclined  to  treat  him  like  the 
good  and  caring  physician  he  believes  himself  to  be. 
Several  aspects  troubled  him:  (1)  The  patient  never 
complained  to  him  of  pain  postoperatively.  His  notes 
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make  no  mention  of  pain,  and  he  knows  he  would  have 
paid  attention  to  such  a complaint.  (2)  He  looked  at 
the  needle  guide  and  noted  in  his  postoperative  note 
that  it  had  been  removed.  (3)  He  didn’t  pay  any  atten- 
tion to  the  lack  of  any  mention  of  the  wire  in  the  pa- 
thology note.  It  is  the  policy  of  that  hospital  to  send 
everything  removed  at  an  operation  to  pathology.  He 
assumes  they  did,  and  that  the  pathologist  failed  to 
mention  the  guide  because  it  was  so  incidental  to  the 
main  lesion.  (4)  He  didn’t  even  know  until  the  suit  was 
filed  that  a colleague  had  seen  his  patient  and  re- 
moved the  small  piece  of  wire. 

It  is  true  that  Dr.  White  is  a good  and  caring  phy- 
sician. He  has  good  rapport  with  his  patients,  and  gen- 
erally enjoys  his  contact  with  them.  He  is  active  on  his 
hospital  staff  and  has  never  had  any  question  raised 
about  the  quality  of  the  care  he  gives  to  his  patients. 
No  one  doubts  that  Dr.  White  looked  at  the  removed 
needle  guide  and  truly  believed  it  to  be  completely  in- 
tact. 

Be  that  as  it  may,  the  intraoperative  notes  made  by 
the  operating  room  (OR)  nurse  railed  to  mention  a 
guide  wire,  but  on  deposition  she  stated  that  she  knows 
she  put  the  wire  in  the  container  with  the  tissue  spec- 
imen if  it  was  given  to  her,  because,  “That  is  our  rou- 
tine, and  I always  do.”  As  a matter  of  fact,  the  OR 
nurse  admitted  that  she  had  no  real  recollection  of  the 
events  that  day  in  the  outpatient  OR  almost  three  years 
before.  She  had  to  rely  totally  on  the  notes  she  made 
at  the  time. 

The  pathologist’s  testimony  was  very  similar  in  that 
he  had  no  real  recollection  of  the  event;  he  was  even 
stronger  in  insisting,  however,  that  had  the  needle 
guide  been  included  in  the  bag  with  the  specimen,  it 
would  certainly  have  been  a part  of  the  report. 

There  is  no  indication  that  Dr.  Green  openly  criti- 
cized Dr.  White’s  care.  He  was  not  guilty  of  jousting 
in  the  sense  that  he  really  “knocked  Dr.  White  off  his 
horse.”  But  neither  could  we  assume  that  Dr.  Green’s 
conscious  purpose  was  to  scrupulously  avoid  conduct 
that  could  be  interpreted  as  critical  to  Dr.  White's  care. 
We  don’t  know  what  Dr.  Green  said  to  the  patient, 

(Continued  on  page  487) 
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iealth  and  Environment  Report 


Innovative  Approaches  to  the  Promotion  of 
Breastfeeding 


MINDA  LAZAROV,  M.S.,  R.D.;  LEE  FLESHOOD,  Ph.D.,  M.P.A.;  RICHARD  LIGHT,  M.D.; 
MOISELLE  PEAY,  M.S.,  R.D.;  and  RUBELYN  MAYS,  M.S.,  R.D. 


Overview 

The  U.S.  Department  of  Health  and  Human  Ser- 
vices has  identified  breastfeeding  as  a high  priority 
health  objective  for  the  nation.  The  national  1990  goal 
is  to  increase  the  proportion  of  women  who  breastfeed 
their  babies  to  75%  at  hospital  discharge  and  35%  at 
6 months  of  age.1  Currently,  the  1987  national  and  state 
rates  for  breastfeeding  at  hospital  discharge  in  the 
United  States  and  Tennessee  are  55.5%  and  43.5%, 
respectively.2  While  there  has  been  an  increasing  trend 
in  the  incidence  and  duration  of  breastfeeding  among 
middle  and  upper  income  women  in  the  United  States 
over  the  past  two  decades,  breastfeeding  among  eco- 
nomically disadvantaged  women  continues  to  lag  far 
behind.  An  analysis  of  the  above  data  by  participation 
in  the  Supplemental  Food  Program  for  Women,  In- 
fants and  Children  (WIC)  shows  a wide  discrepancy  in 
the  incidence  of  breastfeeding  among  WIC  and  non- 
WIC  women,  with  64.9%  of  non-WIC  women  breast- 
feeding at  hospital  discharge,  and  only  37.3%  of  WIC 
women  initiating  breastfeeding.  A similar  gap  exists 
among  WIC  and  non-WIC  women  in  Tennessee 
throughout  the  postpartum  period. 

To  address  this  concern,  the  Tennessee  Depart- 
ment of  Health  and  Environment  (TDHE)  has  initi- 
ated a variety  of  breastfeeding  promotion  activities  over 
the  past  five  years.  This  article  will  provide  an  over- 
view of  these  local  and  national  approaches  imple- 
mented by  the  Department. 

Introduction 

The  nutritional,  emotional,  and  immunologic  ben- 
efits of  human  milk  and  lactation  for  the  infant  have 
been  well  documented.3-5  Breastfeeding  also  offers  nu- 
merous advantages  for  the  mother,  including  provid- 
ing the  most  convenient,  economical,  and  uniquely 
satisfying  method  of  feeding  her  infant.45  Since  breast- 
feeding is  the  preferred  method  of  infant  feeding,  all 
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health  care  providers  delivering  prenatal,  postpartum, 
and  infant  health  services  should  be  providing  breast- 
feeding education  and  support. 

The  provision  of  adequate  information  and  support 
is  particularly  critical  in  providing  care  for  the  low  in- 
come woman.  She  is  often  inadequately  informed 
about  appropriate  prenatal  care  and  infant  feeding 
practices,  and  may  lack  the  support  systems  available 
to  families  of  higher  socioeconomic  status.  These 
problems  create  a variety  of  obstacles  that  contribute 
to  the  low  rate  of  breastfeeding  among  economically 
disadvantaged  women,  which  include  myths  and  mis- 
conceptions regarding  breastfeeding,  lack  of  support 
from  family,  friends,  and  knowledgeable  health  care 
providers,  inappropriate  hospital  practices,  and  post- 
partum maternal  employment.68 

Activities  of  Statewide  Task  Force 

In  order  to  help  assure  that  all  women  receiving 
services  through  the  TDHE  make  a truly  informed  de- 
cision regarding  the  method  of  infant  feeding  chosen, 
a statewide  multidisciplinary  breastfeeding  promotion 
task  force  was  initiated  in  1984.  Activities  of  the  task 
force  over  the  next  two  years  included: 

• Issuance  of  a breastfeeding  promotion  policy  to  all 
health  department  clinics  across  the  state, 

• Statewide  training  on  breastfeeding  management  for 
all  staff  providing  care  for  pregnant  women,  new 
mothers,  and  infants, 

• Development  of  minimum  standards  of  care  for 
breastfeeding  promotion  and  support, 

• Issuance  of  a joint  letter  from  TDHE  and  the  Ten- 
nessee Hospital  Association  to  all  Tennessee  hospitals, 
identifying  the  need  for  hospital  policies  and  proce- 
dures that  promote  breastfeeding,  and 

• Publication  of  the  manual  Breastfeeding  Promotion: 
A Handbook  for  Public  Health  Professionals  which  is 
a comprehensive  step-by-step  guide  for  implementing 
effective  new  strategies  for  breastfeeding  promotion 
among  low  income  women. 
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Special  Projects 

In  1986.  a SPRANS  (Special  Projects  of  Regional 
and  National  Significance)  grant  from  the  U.S.  De- 
partment of  Health  and  Human  Services  was  obtained 
to  implement  and  evaluate  the  integrated  approach  for 
promoting  breastfeeding  outlined  in  the  TDHA 
Breastfeeding  Promotion  Manual.  This  project  in- 
volves both  the  public  and  private  sectors  of  the  med- 
ical community  in  selected  sites  in  southwest  Tennes- 
see. Preliminary  analyses  show  the  incidence  of 
breastfeeding  in  the  initial  site  in  Fayette  County  has 
doubled,  while  the  duration  of  breastfeeding  at  six 
weeks  postpartum  has  increased  threefold.  Addition- 
ally. the  SPRANS  grant  has  provided  the  momentum 
for  the  initiation  of  other  projects  described  below. 

• Tennessee  and  seven  other  southeastern  states 
have  pooled  resources  to  implement  a social  market- 
ing project  for  breastfeeding.  This  project  is  utilizing 
data  from  focus  groups  to  structure  a campaign  inte- 
grating mass  media  and  community  activities  with  clin- 
ic-based educational  efforts.  It  will  be  piloted  in  Ten- 
nessee. Kentucky,  Georgia,  and  Florida  in  early  1990. 

• A Tennessee  project  has  recently  been  funded  by 
the  Center  to  Prevent  Childhood  Malnutrition  and  the 
Presbyterian  Hunger  Program  to  implement  commu- 
nity based  mother-to-mother  support  groups  for  low 
income  women  and  to  better  document  the  improve- 
ments in  self-esteem  observed  among  breastfeeding 
mothers. 

• A 1988  grant  from  the  American  Public  Health 
Association  was  awarded  to  establish  the  National 
Committee  on  Improving  Breastfeeding  Promotion 
Strategies  in  the  WIC  Program.  This  committee  com- 
prises over  25  professional  organizations,  government 
agencies  and  advocacy  groups  concerned  about  the  low 
rates  of  breastfeeding  among  mothers  in  the  WIC  Pro- 


gram. A severe  limitation  of  time  with  each  patient  is 
seen  as  one  of  the  major  barriers  to  successful  pro- 
motion efforts  in  the  WIC  Program.  To  address  this 
issue,  the  committee  has  been  pursuing  legislation  that 
would  designate  funds  specifically  for  breastfeeding 
promotion  in  the  1989  four-year  Reauthorization  of  the 
WIC  Program. 

Conclusion 

These  and  other  innovative  methods  to  provide  ed- 
ucation and  support  for  breastfeeding  among  low  in- 
come women  continue  to  be  investigated  by  the  TDHE 
at  both  the  local  and  national  levels.  Our  experience 
demonstrates  that  these  efforts  are  most  successful 
when  they  involve  peer  counseling  and  private  physi- 
cians and  nursing  staff,  in  conjunction  with  a suppor- 
tive hospital  and  public  health  staff.  Your  support  is 
needed  to  provide  prenatal  and  postpartum  women  the 
opportunity  of  an  informed  infant  feeding  choice. 
Through  these  joint  efforts  we  can  help  improve  the 
physical  and  emotional  health  of  Tennessee  women  and 
infants.  r ^ 
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Loss  Prevention  Case  of  the  Month  . . . 

(Continued  from  page  485) 

but  he  didn't  call  his  colleague  and  inform  him  of  the 
visit  of  the  patient  and  the  presence  of  the  small  for- 
eign body.  We  have  no  reason  to  believe  that  he  said 
to  the  patient,  “Look — Dr.  White  is  a good  surgeon. 
Things  happen  like  this  frequently.  At  the  w'orse,  it's 
an  honest  mistake,  and  we  really  don't  even  know  who 
made  it.  Why  don't  you  let  me  call  Dr.  White  and 
discuss  it  with  him?  I'm  sure  he'll  remove  it  and  not 
even  charge  you  a fee.”  Had  that  been  the  spirit  of 
the  approach  used  by  Dr.  Green,  there  is  a better  than 


even  chance  that  the  patient's  anger  would  have  been 
softened  and  a satisfactory  resolution  could  have  been 
reached  without  involving  lawyers.  Our  relationship  to 
our  patients  and  to  each  other  is  almost  never  adver- 
sarial until  or  unless  attorneys  are  brought  into  it.  So 
it  makes  good  sense  to  keep  them  OUT,  whether  they 
are  after  us  or  our  colleagues. 

Because  of  this  litigious  environment  in  which  we 
are  forced  to  practice,  w;e  are,  or  should  be,  our  col- 
league's keeper!  /~  ^ 
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£ \epresent  your  medical  staff 
Become  an  HMSS  Representative 


The  AMA 

Hospital  Medical  Staff  Section 
Fourteenth  Assembly 
November  30  - 
December  4, 1 989 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 

For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

Phone  (312)  645-4754  or  645-4761 


Special  Item 


Inaugural  Address  of  the  AMA  President 

Humanism  and  the  Art  of  Medicine: 

Our  Commitment  to  Care 

ALAN  R.  NELSON,  M.D. 


We  are  truly  blessed. 

Reflect  on  what  we  have  at  our  disposal  in  our  ef- 
forts to  help  our  fellow  man.  There  is  so  much  that  we 
can  do  that  we  could  not  do  when  I entered  practice. 

This  in  itself  presents  a challenge. 

We  have  entered  a time  of  enormous  and  rapid 
technologic  advance.  Our  science  is  speeding  into  the 
future.  Because  our  mission  is  to  promote  the  science 
and  art  of  medicine,  we  must  consider  the  balance  be- 
tween the  two.  We  must  pause  and  reflect  on  the  role 
of  humanism  in  medicine — on  that  part  of  our  profes- 
sional calling  that  denotes  the  responsibility  we  have 
for  caring,  and  the  relationship  between  our  art  and 
our  science. 

Let  us  begin  by  asking,  “What  is  the  art  of  medi- 
cine?” 

Then  let  us  identify  what  we  must  do  to  assure  that 
we  physicians  remain  physicians  in  the  full  sense  of 
our  calling  and  not  become  mere  technicians,  without 
the  bond  between  us  and  patients  that  makes  our 
profession  so  rewarding  and  that  forms  the  basis  of  the 
special  privilege  that  society  grants  to  us. 

The  beloved  Boston  teacher  and  clinician  Francis 
Peabody,  in  his  landmark  article  in  JAMA,  “The  Care 
of  the  Patient,”  in  1927  wrote,  “The  practice  of  med- 
icine in  its  broadest  sense  includes  the  whole  relation- 
ship of  the  physician  with  his  patient.  It  is  an  art,  based 
to  an  increasing  extent  on  the  medical  science,  but 
comprising  much  that  still  remains  outside  the  realm 
of  any  science.  The  art  of  medicine  and  the  science  of 
medicine  are  not  antagonistic  but  supplementary  to 
each  other.  There  is  no  more  contradiction  between 
the  science  of  medicine  and  the  art  of  medicine  than 
between  the  science  of  aeronautics  and  the  art  of 
flying.”  It  is  as  true  now  as  it  was  62  years  ago.  He 
finishes  his  essay  by  stating,  “One  of  the  essential 
qualities  of  the  clinician  is  interest  in  humanity,  for  the 
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secret  of  the  care  of  the  patient  is  in  caring  for  the 
patient.” 

Some  have  said  that  our  exploding  technology 
threatens  this  traditional  obligation.  Lewis  Thomas, 
chancellor  at  Memorial  Sloan  Kettering  Cancer  Cen- 
ter, is  quoted  as  saying,  “Medicine  is  no  longer  the 
laying  on  of  hands,  it  is  more  like  the  reading  of  sig- 
nals from  machines.”  Schwartz  and  Wiggins,  in  an  ar- 
ticle entitled  “Science,  Humanism  and  the  Nature  of 
Medical  Practice,”  say,  “Patients  tend  to  view  doctors 
more  as  technicians  than  as  healers.  The  technology  is 
experienced  as  invasive  and  dehumanizing.” 

If  this  is  so,  it  is  a trend  we  must  be  worried  about. 
As  a profession  and  as  an  organization,  such  a trend 
threatens  both  the  future  of  our  calling  and  our  ability 
to  influence  public  policy.  If  this  is  so,  it  is  a challenge 
to  the  AMA  that  we  must  confront.  And  there  are 
signals  that  we  must  heed. 

For  example,  this  year's  AMA  public  opinion  sur- 
vey indicates  that  less  than  half  of  Americans  feel 
“doctors  usually  explain  things  well  to  their  patients,” 
fewer  than  three  out  of  ten  think  “most  doctors  spend 
enough  time  with  their  patients,”  and  a full  three- 
fourths  of  the  public  think  doctors  keep  patients  wait- 
ing too  long.  Sadly,  around  two-thirds  of  Americans 
think  “doctors  are  too  interested  in  making  money,” 
while  close  to  six  out  of  ten  think  “doctors  don’t  care 
about  people  as  much  as  they  used  to.” 

If  I am  correct,  and  if  the  confidence  of  the  public 
depends  on  our  ability  to  advance  the  art  as  well  as 
the  science  of  medicine,  we  must  ask:  “What  are  the 
ingredients  of  that  art?”  If  we  understand  its  compo- 
nents, perhaps  we  can  set  ourselves  to  the  task  of  se- 
lecting students  who  have  the  capacity  for  it;  of  teach- 
ing it;  of  measuring  it  as  a part  of  our  commitment  to 
quality  assurance;  and  of  giving  it  proper  emphasis  in 
continuing  education. 

Let  me  share  with  you  my  interpretation  of  the  art 

of  medicine  and  the  components  that  comprise  it. 

All  would  agree  that  one  component  of  the  art  of 


SEPTEMBER,  1989 


489 


medicine  is  humanism,  and  a growing  body  of  educa- 
tion research  literature  is  devoted  to  that  subject.  The 
dictionary  defines  humanism  as  ‘"a  mode  of  thought  or 
action  in  which  human  interests,  values,  and  dignity 
are  taken  to  be  of  primary  importance.” 

Humanistic  qualities  of  compassion  and  under- 
standing get  set  aside  in  the  process  of  learning  the 
science  and  technology,  according  to  David  E.  Rog- 
ers, former  president  of  the  Robert  Wood  Johnson 
Foundation,  and  now  a distinguished  professor  of 
medicine  at  Cornell.  He  calls  for  selecting  prospective 
medical  students  on  the  basis  of  high  marks  for  hu- 
manism as  well  as  science,  and  calls  for  teaching  inter- 
personal relationships  along  with  biologic  knowledge. 

The  recent  reports  of  demeaning  and  dehumanizing 
acronyms  used  by  students  and  house  officers  when 
referring  to  patients  bring  disgrace  on  us  and  argue  for 
Dr.  Rogers'  position.  How  can  we  respect  human 
dignity  if  we  refer  to  patients  as  “hits”  and  “hurt  me’s” 
or  “GOMERs”? 

We  must  encourage  humanism  at  all  levels  of  med- 
ical training.  The  AMA  now  endorses  a broad 
premedical  education  that  includes  humanities  as  part 
of  the  curriculum.  It  supports  development  of  a men- 
toring process  in  medical  and  graduate  medical  edu- 
cation. We  are  moving  in  the  right  direction,  but  we 
must  emphasize  it  more  in  teaching  from  the  lectern 
and  by  example  at  the  bedside. 

The  Association  of  American  Medical  Colleges  has 
announced  that  a new  substantially  changed  Medical 
College  Admissions  Test  will  put  more  emphasis  on 
“humanistic”  skills  in  selecting  MDs  for  the  twenty- 
first  century.  We  applaud  this  action  and  will  encour- 
age its  implementation. 

We  are  seeing  a similar  trend  at  the  level  of  grad- 
uate medical  education.  The  American  Board  of  In- 
ternal Medicine  has  asked  directors  of  residency  pro- 
grams to  assess  compassion,  respect  for  patients,  and 
integrity,  in  candidates  who  seek  certifications  by  the 
Board.  I trust  that  other  specialty  boards  will  follow 
this  example. 

There  is  also  a growing  body  of  education  research 

devoted  to  humanism.  Several  studies  have  developed 
research  instruments  to  measure  humanism  in  medical 
residents.  In  one  of  these,  Paula  Butterfield  conducted 
a study  using  nurses  as  evaluators  of  residents'  human- 
istic behavior.  Her  criteria  for  humanistic  qualities  in- 
cluded the  skill  to  handle  demanding  interpersonal  sit- 
uations with  patients  and  families  in  a respectful  and 
effective  way,  and  the  ability  to  treat  patients  and  their 
families  with  courtesy,  with  sensitivity  to  their  need 
for  information,  comfort  and  encouragement,  with  re- 
spect for  their  privacy,  and  with  respect  for  their 
choices  regarding  care. 

As  you  might  expect,  the  humanism  quotient  scores 
of  the  residents  Butterfield  studied  were  varied.  But 
the  importance  of  the  study  was  not  so  much  in  the 
results  it  produced  as  in  the  fact  that  it  shows  research 

490 


is  being  done  both  to  investigate  humanism  itself,  and 
also  to  develop  ways  to  MEASURE  humanism. 

I am  calling  for  practitioners  to  set  worthy  exam- 
ples in  the  application  of  humanistic  principles  to  our 
relationships  with  our  patients.  We  must  be  sensitive 
to  their  needs;  manage  our  time  so  their  waiting  is 
minimized;  respect  their  dignity  and  privacy  in  our  of- 
fices and  hospitals;  understand  and  meet  their — and 
their  families' — desire  for  information;  and  respect  their 
right  to  choose.  These  are  criteria  that  each  of  us  can 
apply  to  ourselves. 

Other  aspects  of  the  art  of  medicine,  in  my  view,  in 

addition  to  humanism  with  its  values  of  compassion 
and  understanding,  are: 

• Second,  diligence  and  faithfulness; 

• Third,  altruism; 

• Fourth,  ethical  behavior. 

Let  me  indicate  directions  for  AMA  activity  in  pro- 
moting each,  and  end  with  a fifth  component  of  the 
art  of  medicine  that  we  will  learn  to  measure  and  en- 
hance: I call  it  “the  special  sense.” 

Diligence  and  faithfulness  are  represented  histori- 
cally by  physicians’  responses  to  the  plagues  of  their 
times.  Some,  such  as  Guy  de  Chauliac,  one  of  Pope 
Clement  VII's  surgeons,  during  the  Great  Plague  stayed 
at  their  post.  Others,  such  as  Thomas  Sydenham,  fled. 
An  apothecary,  William  Boghurst,  wrote  in  1666: 
“Every  man  that  undertakes  to  be  of  a profession  or 
takes  upon  him  any  office  must  take  all  parts  of  it,  the 
good  and  the  evill,  the  pleasure  and  the  pain,  the  prof- 
it and  the  inconvenience  altogether,  and  not  pick  and 
chuse;  for  the  ministers  must  preach,  captains  must 
fight,  physicians  attend  upon  the  sick,  etc.” 

There  are  many  contemporary  corollaries  of  this 
historic  tradition  of  diligence  and  faithfulness.  One  that 
immediately  comes  to  mind  is  our  ethical  duty  to  as- 
sure that  care  is  available  for  persons  with  AIDS.  An- 
other is  our  responsibility  to  fulfill  our  unwritten  con- 
tract to  not  abandon  our  patients  and  to  be  available 
when  we  are  expected  to  be  so,  accepting  such  simple 
responsibilities  as  the  obligation  to  return  phone  calls, 
to  assure  adequate  coverage  when  we  are  out  of  town, 
to  be  professionals  rather  than  just  sellers  of  a service. 

Third,  altruism.  It  is  defined  as  “unselfish  concern 
for  or  devotion  to  the  welfare  of  others.”  We  are  not 
saints,  but  we  should  certainly  be  able  to  agree  with 
the  renowned  medical  ethicist  Edmund  Pellegrino,  who 
wrote,  “Against  the  normal  human  impulse  to  pro- 
mote self-interest,  altruism  demands  that  we  take  the 
interest  of  others  into  account  in  the  use  of  our  powers 
and  possessions.” 

Most  would  agree  that  a certain  amount  of  altruism 
is  an  intrinsic  part  of  the  art  of  medicine.  Our  ethics 
call  for  us  to  put  the  welfare  of  our  patient  above  our 
own  financial  self-interest.  Uwe  Reinhardt,  the  bril- 
liant economist  from  Princeton  University,  has  ob- 
served that  medicine  differs  from  business  in  that  the 
“emptor  cannot  caveat”;  the  buyer  cannot  beware.  In 
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our  environment  of  increasing  commercialism  and  en- 
trepreneurial activity,  the  requirements  of  conscience 
and  a calling  higher  than  that  of  a trade  demand  a 
response  from  organized  medicine.  That  response  must 
be  one  that  places  the  patient  first. 

The  fourth  component  of  the  art  of  medicine  is  eth- 
ical behavior.  It  is  necessary  if  we  are  to  retain  the 
confidence  of  the  patient  in  our  art  as  well  as  our  sci- 
ence. The  patient's  trust  in  our  art  would  permit  us  to 
deceive  if  we  were  not  ethical.  The  preamble  to  the 
AMA  Principles  of  Medical  Ethics  makes  it  clear  that 
our  ethical  principles  are  not  laws,  but  rather  stan- 
dards of  conduct  that  define  the  essentials  of  honora- 
ble behavior  for  physicians.  This  document  also  ex- 
plains that  our  ethical  guidelines  were  developed 
primarily  for  the  benefit  of  the  patient,  not  the  physi- 
cian. Because  of  this,  and  because  of  the  primacy  of 
the  patient  as  the  very  core  of  medical  practice,  our 
ethical  principles  are  not  only  different  from  law — they 
are  higher  than  law. 

The  opinions  of  the  Council  on  Ethical  and  Judicial 
Affairs  provide  guidance  on  confidentiality,  informed 
consent,  neglect  of  patient,  and  respect  for  human 
rights,  all  important  to  the  art  of  caring.  Pellegrino 
says  ethics  “aims  to  make  us  more  critical  of  what  we 
are  doing — to  bring  us  back  daily  to  thinking  what  it 
is  to  be  a good  doctor.” 

The  last  component  of  the  art  of  medicine — along 

with  humanism,  diligence,  altruism,  and  ethics — that  I 
wish  to  discuss  today  is  that  instinct,  that  ability,  that 
I call  the  “special  sense.”  It  is  enhanced  by  experience 
but  is  more  than  experience,  and  must  be  accom- 
panied by  knowledge,  but  some  who  have  knowledge 
may  never  acquire  it.  It  is  that  gift  that  brings  the  sud- 
den answer — the  flash  of  insight  that  comes  when  a 
doctor  is  worrying  about  a patient  during  the  night.  It 
is  that  sudden  heightened  awareness  of  something 
about  to  happen  that  prepares  a surgeon  for  the  un- 
expected. It  is  the  observation  of  a series  of  subtle 
physical  findings  and  their  integration  into  a conclu- 
sion that  wins  the  admiration  of  colleagues.  It  is  keen 
antennae,  education  palpation,  the  right  question,  the 
earned  assurance — the  “special  sense.” 

It  permits  us  to  take  our  generalized  abstract  body 
of  scientific  skills  and  information  and  to  individualize 
it  to  each  patient.  It  is  hard  to  pinpoint  or  to  measure 
the  special  sense,  and  for  this  reason,  some  physicians 
are  fearful  that  quality  assurance  will  overlook  it — that 
cookbook  medicine  will  obscure  the  individualization 
necessary  to  our  art.  And.  of  course,  we  must  learn  to 
measure  the  art  in  order  to  enhance  a more  uniform 
application  of  it.  We  have  already  argued  that  it  is  es- 
sential to  public  confidence. 

But  the  architect  of  modern  quality  assessment 
methods.  Dr.  Avedis  Donabedian,  assures  us  that  he 
grasps  the  importance  of  this  special  sense.  In  fact,  he 
wrote  in  JAMA  just  last  year:  “We  need  to  under- 
stand more  profoundly  the  nature  of  the  interpersonal 


exchange  between  patient  and  practitioner,  to  learn 
how  to  identify  and  quantify  its  attributes,  and  to  de- 
termine in  what  ways  these  contribute  to  the  patient's 
health  and  welfare.” 

The  AMA  has  embarked  on  a major  quality  assur- 
ance initiative  that  will  lead  us  into  the  next  century. 
In  addition  to  traditional  measures  of  structure,  pro- 
cess and  outcome,  we  will  engage  in  research  into  the 
attributes  of  this  “interpersonal  exchange.”  Dr.  Kathy 
Lohr,  of  the  Institute  of  Medicine,  suggests  that  we 
may  measure  the  “art  of  care”  in  the  future  with  tech- 
niques that  “tap  the  content  of  information  or  the  af- 
fect conveyed  during  a medical  visit.”  She  acknowl- 
edges that  “the  process  of  developing  these  techniques, 
applying  them  in  formal  quality  assessment  or  quality 
assurance  programs,  and  introducing  them  into  policy- 
making is  in  its  infancy.”  Yet.  come  it  will  if  we  are  to 
balance  the  art  and  the  science  of  medicine,  and  if  it 
is  to  be  done,  who.  if  not  us.  should  be  the  ones  to  do 
it? 

The  ability  to  provide  the  scientific  miracles  of  the 
future  will  depend  on  our  understanding  and  applica- 
tion of  the  art  of  medicine.  This  is  so  because  the  con- 
fidence of  the  public,  the  bestowing  of  professional 
freedom,  and  the  exchange  of  trust  between  patient 
and  physician,  must  be  set  upon  a basis  of  those  values 
that  embody  the  art  of  medicine — the  art  of  caring: 
humanism,  diligence,  altruism  and  moral  develop- 
ment, and  adherence  to  ethical  standards,  as  well  as 
that  “special  exchange”  involving  the  “special  sense.” 

The  potential  for  an  imbalance  between  the  art  and 

science  of  medicine  issues  a clear  challenge  to  the 
American  Medical  Association  as  we  enter  this  centu- 
ry's final  decade.  It  is  a challenge  that  leads  me  back 
to  the  writing  of  Tinsley  R.  Harrison,  M.D.  in  the  in- 
troduction of  the  first  edition  of  his  text  Harrison's 
Principles  of  Internal  Medicine , published  in  1950.  He 
stated.  “No  greater  opportunity,  responsibility  or  ob- 
ligation can  fall  to  the  lot  of  a human  being  than  to 
become  a physician.  In  the  care  of  the  suffering  he 
needs  technical  skill,  scientific  knowledge  and  human 
understanding.  He  who  uses  these  with  courage,  with 
humility  and  with  wisdom  will  provide  a unique  ser- 
vice for  his  fellow  man  and  will  build  an  enduring  edi- 
fice of  character  within  himself.  The  physician  should 
ask  of  his  destiny  no  more  than  this;  he  should  be  con- 
tent with  no  less.”  This  inspired  statement  is  as  true 
today  as  it  was  39  years  ago. 

The  art  of  medicine  is  that  quality  that  makes  a 
doctor  more  than  just  a scientist.  It  is  that  quality  that 
is  cherished  by  those  we  serve.  It  provides  the  bond 
between  patient  and  physician  that  will  make  medicine 
a career  of  satisfaction  and  fulfillment  as  we  bring  to 
bear,  for  our  patients,  the  wonders  of  science  now, 
and  through  succeeding  generations  of  men  and  wom- 
en proud  to  be  called  “doctor."  r ^ 
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The  Tennessee  Medical  Associatior 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That's  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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Federal  Regulation — Medicine's  Buzz  Word  for 

Anger  and  F rustration 

At  a recent  county  medical  society  meeting  our  scientific  session,  “Com- 
ing Changes  in  the  Medicare  Regulation,”  was  presented  by  Otis  Warr  III, 
M.D.,  director  of  the  Mid-South  Foundation  for  Medical  Care,  Inc.  Just  the 
thought  of  federal  regulation,  much  less  the  mention  of  changes  in  the  reg- 
ulations sent  down  from  HCFA  on  the  Medicare  intrusion  into  our  lives,  is 
enough  to  raise  anger  and  frustration  in  all  physicians,  but  to  have  these 
presented  by  a practicing  physician  only  adds  insult  to  injury.  Needless  to 
say  we  had  a larger  than  usual  attendance.  Dr.  Warr  attended  the  earlier 
social  event  of  the  evening,  and  I got  the  feeling  that  he  may  have  been 
treated  like  a piranha  or  other  unwanted  guest  at  a family  reunion.  Having 
met  and  listened  to  Dr.  Warr  at  previous  TMA  Board  of  Trustees  meetings, 
it  was  interesting  for  me  to  watch  members  of  our  medical  society  trying  to 
size  him  up — some  in  conversation  and  some  observing  or  stalking  him  at  a 
distance. 

When  Dr.  Warr  introduced  himself  he  clarified  his  status  as  a member  of 
the  Tennessee  Medical  Association,  a physician  in  active  practice,  and  in 
reality  “one  of  us.”  As  he  presented  his  program  I was  astounded  at  the 
numbers,  complexity,  and  depth  of  the  review  the  Mid-South  Foundation  was  doing;  I was  also  as- 
tounded at  the  number  of  changes  being  put  into  place  in  this  the  “third  scope”  of  work  being  con- 
tracted for  by  the  Mid-South  Foundation  as  the  PRO  agency  for  HCFA  in  Tennessee. 

Dr.  Warr  then  entertained  questions  from  the  floor;  they  ranged  from  anger  to  frustration  to  futil- 
ity, and  were  all  answered  in  a sympathetic,  intelligent,  and  caring  manner.  It  was  obvious  from  the 
answers  we  were  getting,  and  from  Dr.  Warr  himself,  the  amount  of  regulatory  power  given  PRO 
contractors.  I personally  felt  a bit  more  comfortable  that  we  had  such  a physician-oriented  Foundation 
in  place  for  our  PRO. 

As  the  questions  continued,  one  of  the  Mid-South  Board  members  from  this  area  said  he  consid- 
ered the  Board  a buffer  between  HCFA  and  the  practicing  physicians,  and  that  the  Board  felt  this 
responsibility  very  deeply.  Dr.  Warr  related  sympathetically  that  even  he  had  received  a computer- 
generated letter  from  himself  about  one  of  his  patients.  That  must  be  the  ultimate  in  bureaucratic 
regulatory  computer-generated  intrusion  into  our  medical  lives. 

Questions  then  continued  about  the  Foundation  and  the  makeup  of  membership  in  the  Mid-South 
Medical  Foundation.  It  was  reiterated  that  as  the  Foundation  was  formed  in  1984,  it  was  opened  to 
all  physicians,  and  that  approximately  1,200  members  of  TMA  have  joined  this  organization.  Dr.  Warr 
made  it  clear  that  Foundation  membership  is  still  available  to  all  physicians.  I have  learned  from  Mr. 
Leon  Swatsell,  executive  vice-president  of  the  Foundation,  that  membership  forms  are  being  sent  out 
to  all  members  of  the  TMA,  and  that  through  the  TMA  any  member  who  would  like  can  join.  The 
membership  elects  the  Board  of  Trustees  and  the  Board  of  Trustees  elect  the  medical  director,  who 
at  this  juncture  is  Dr.  Warr.  The  chairman  of  the  Board  of  the  Foundation  is  Kenneth  J.  Phelps, 
M.D.,  who  is  also  a practicing  physician. 

I think  we  are  extremely  fortunate  in  having  such  a Board  and  medical  director  in  place,  who  not 
only  form  the  point  of  contact  with  HCFA,  but  can  also  review  the  regulations,  complicated  and 
superfluous  as  they  are.  They  may  try  to  help  change  or  modify  them,  and  then  be  as  understanding 
and  helpful  as  possible  in  implementing  them.  There  are  many  onerous  regulations  that  cannot  be 
changed,  and  have  to  be  complied  with,  but  we  can  feel  that  there  is  some  advocacy  in  our  behalf  in 
their  application.  We  owe  them  a debt  of  gratitude. 
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editorial/ 


On  Living  and  Dying 

At  its  annual  meeting  last  month  in  Chicago, 
the  AMA  House  of  Delegates  adopted  and  rec- 
ommended for  wide  distribution  two  joint  re- 
ports of  the  Council  on  Ethical  and  Judicial  Af- 
fairs and  the  Council  on  Scientific  Affairs,  entitled 
“Medical  Applications  of  Fetal  Tissue  Trans- 
plantation” and  “Persistent  Vegetative  State  and 
the  Decision  to  Withdraw  or  Withhold  Life  Sup- 


port.” Although  one  of  them  does  so  only  tan- 
gentially, each  addresses  an  area  of  great  sensi- 
tivity and  controversy,  both  within  and  outside 
medicine;  it  is  whether  one  must  on  all  occasions 
use  all  possible  means  to  preserve  life,  or  should 
on  some  occasions  employ  means,  either  directly 
or  indirectly,  to  terminate  it. 

Asked,  after  the  recommendation  for  wide 
dissemination  had  been  made  by  the  House,  just 
exactly  what  that  would  entail,  James  H.  Sam- 
mons, Jr.,  M.D.,  EVP  of  the  AMA,  responded, 
“You  can  be  sure  we  won't  just  sit  on  it.”  He 
went  on  to  explain  that  it  meant  publishing  it  in 
JAMA , AM  News,  and  through  various  special 
mailings,  as  well  as  releases  through  the  various 
media.  Since  that  is  so,  we’ll  not  publish  them  in 
the  Journal,  but  I did  want  to  call  to  your  atten- 
tion some  aspects  of  them. 

In  the  first  place,  nothing  about  either  of  them 
is  either  simple  or  clear  cut,  and  the  situation  may 
vary  from  one  state  to  another,  depending  on  lo- 
cal statutes.  Though  some  states  have  done  so, 
the  Tennessee  legislature  has  not  yet  addressed 
as  a part  of  the  Uniform  Anatomical  Gift  Act 
the  use  of  fetal  tissue  for  transplantation;  at  the 
same  time,  the  Tennessee  Code  Annotated 
(TCA)  makes  it  a felony  to  photograph  an  abort- 
ed fetus  or  use  it  for  research  or  experimenta- 
tion. Since,  on  the  other  hand,  the  matter  of  us- 
ing human  fetal  tissue  for  research  or  for 
transplantation  into  human  recipients  depends 
upon  a ready  supply  of  fetal  tissue  from  abor- 
tions, the  recent  United  States  Supreme  Court 
ruling  in  the  Webster  case  in  Missouri  may  ren- 
der the  whole  matter  moot,  at  least  in  many 
states.  One  of  those  states  is  likely  to  be  Tennes- 
see, unless  I have  misread  previously  expressed 
sentiment  on  the  abortion  issue  in  the  legisla- 
ture. I may  have,  though,  and  so  I shall  go  on 
with  my  discussion  of  the  report. 

In  1986  the  Council  on  Ethical  and  Judicial 
Affairs  issued  a report  on  the  transplantation  of 
body  organs,  and  this  current  report  updates  that 
one  to  include  the  use  of  human  fetal  donor  tis- 
sues. Aside  from  the  legalities,  the  Council  ruled 
that  such  a practice  is  ethical  provided  the  pro- 
posed use  of  the  organs  does  not  enter  into  the 
decision  for  abortion,  i.e.,  that  the  decision  to 
have  an  abortion  shall  have  preceded  any  pro- 
posal to  use  the  fetal  tissue,  that  the  recipient  of 
the  tissue  may  not  be  designated,  and  that  there 
be  no  financial  remuneration  in  exchange  for  the 
tissue.  Furthermore,  the  decision  to  use  the  tis- 
sue may  not  influence  the  method  of  the  abor- 
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tion,  and  personnel  involved  in  the  abortion  may 
not  participate  in  the  use  of  the  tissue  or  receive 
any  benefit  from  it.  In  short,  the  decision  to  have 
an  abortion  must  be  completely  separated  from 
the  decision  to  use  the  tissue,  and  there  must  be 
“every  safeguard  to  reduce  any  motivation,  rea- 
son, or  incentive  by  the  woman  to  have  an  abor- 
tion.” 

The  Council  sees  fetal  tissue  transplantation, 
particularly  fetal  neural  tissue  grafting,  as  a 
promising  area  of  clinical  research  that  should 
continue  to  receive  federal  funding.  Though  the 
donation  of  fetal  tissue  is  covered  legally  in  some 
states  by  the  Uniform  Anatomical  Gift  Act,  as  I 
indicated  earlier  it  has  not  been  addressed  by  the 
Tennessee  legislature;  legal  opinion  is,  however, 
that  it  is  probably  illegal  here  because  of  the  pro- 
hibition against  the  experimental  use  of  fetal  tis- 
sues. 

The  report  on  withdrawal  of  life  support  be- 
cause of  permanent  unconsciousness  does  not  of- 
fer ethical  or  social  policy  analysis,  since  a wealth 
of  such  material  is  already  available.  It  addresses 
instead  concerns  regarding  the  reliability  of  de- 
terminations of  permanent  unconsciousness,  in- 
dicates criteria  that  permit  a reasonably  certain 
diagnosis  of  it,  and  considers  the  matter  of  dis- 
tinguishing between  severely  impaired  persons 
who  will  not  improve  and  those  who  may.  It  has 
been  widely  held  that  caretakers  have  no  legal 
duty  to  prolong  life  when  treatment  will  not  re- 
store consciousness  or  produce  other  benefits,  and 
that  patients  have  a legally  enforceable  right  to 
decline  life-prolonging  procedures.  On  the  other 
hand,  when  such  a right  has  been  questioned, 
dissenting  judges  have  raised  questions  about  the 
correctness  of  diagnosis  and  prognosis;  hence  this 
report. 

The  report  enters  into  a lengthy  discussion  on 
the  diagnosis  of  permanent  unconsciousness,  and 
the  differences  between  coma,  the  vegetative 
state,  and  the  persistent  vegetative  state  (PVS). 
It  is  estimated  that  there  are  presently  5,000  per- 
manently vegetative  individuals  in  the  United 
States,  but  there  is  reason  to  believe  that  that 
estimate  is  low,  perhaps  markedly  so.  “How  to 
deal  with  this  emotionally  painful,  financially 
costly,  and  generally  unwanted  outcome  of  suc- 
cessful modern  medical  treatment  is  an  increas- 
ing problem.” 

The  report  then  discusses  the  clinical  criteria 
for  the  diagnosis  of  PVS,  and  the  differentiation 
from  the  “locked-in”  state  from  which  patients 
may  ultimately  recover,  sometimes  after  many 


months.  It  goes  on  to  say,  however,  that  such 
recovery  is  rare  after  the  age  of  50  years. 

The  remainder  of  the  report  is  a rather  lengthy 
but  important  discussion  of  the  ethical  and  legal 
implications  of  decisions  to  withhold  or  withdraw 
life-prolonging  medical  treatment.  The  basis  for 
any  such  discussion  is  a physician’s  determina- 
tion that  the  patient  is  unlikely  to  regain  con- 
sciousness. The  President’s  Commission  for  the 
Study  of  Ethical  Problems  in  Medicine,  the 
Council,  and  the  Hastings  Center  have  all  con- 
cluded that  physicians  should  honor  the  patient’s 
previously  expressed  desires  regarding  the  use  of 
life  support. 

Though  the  ethical  dilemma  is  thus  fairly  eas- 
ily resolved,  the  legal  aspects  are  much  more 
complicated.  The  complication  generally  de- 
volves around  whether  or  not  the  patient  formal- 
ly made  his  wishes  known,  and  whether  he  was 
or  was  not  competent  at  the  time.  If  those  con- 
ditions were  met,  the  decision  is  again  fairly  sim- 
ple; where  they  were  not,  the  decision  must  be 
based  on  subjective  evidence,  and  the  situation 
is  therefore  complex.  The  court’s  findings  will 
sometimes  turn  on  the  nature  of  the  particular 
life-sustaining  measure  being  used,  a ventilator 
being  considered  extraordinary,  but  parenteral 
feeding  not.  In  states  where  they  are  allowed, 
“living  wills”  greatly  facilitate  matters. 

Through  the  Tennessee  Natural  Death  Act, 
one  may  safely  conclude  that  in  Tennessee  pa- 
tients have  a legally  enforceable  right  to  decline 
life-prolonging  procedures,  and  that  caretakers 
have  no  legal  duty  to  prolong  life  when  the  pa- 
tient suffers  from  a terminal  condition.  Such  a 
condition  is  statutorily  very  carefully  defined  as 
one,  among  other  things,  from  which  the  pa- 
tient’s death  will  likely  result  “within  a short  pe- 
riod of  time  regardless  of  the  discontinuance  or 
use  of  medical  treatment  implemented  for  the 
purpose  of  sustaining  life  or  the  life  processes.” 
The  law  requires  that  the  physician  must  have 
determined  “that  there  can  be  no  recovery”  and 
that  the  patient’s  “death  is  imminent.”  The  stat- 
ute spells  out  what  measures  may  be  discontin- 
ued, and  further  specifies  that  it  may  not  include 
the  withholding  of  simple  nourishment  or  fluids 
so  as  to  condone  death  by  starvation  or  dehydra- 
tion. 

“When  a situation  arises  in  which  it  is  permis- 
sible to  withdraw  treatment,  the  medical  profes- 
sion has  a very  specific,  technical  role,”  says  the 
report.  The  physician  must  make  the  diagnosis  of 
permanent  unconsciousness,  and  in  some  states 
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this  must  be  corroborated  by  a “prognosis 
board.”  Whether  or  not  such  a board  is  required 
by  law,  as  it  is  not  in  Tennessee,  it  is  both  desir- 
able and  appropriate  to  have  consultation  with 
other  physicians  as  to  prognosis,  and  a medical 
ethics  panel,  if  one  exists  in  the  hospital,  may  be 
invaluable  in  resolving  differences  and  assisting 
the  family  in  making  the  necessary  decisions.  This 
is  particularly  important  where  even  though  the 
patient  may  have  been  clear  as  to  his  wishes  not 
to  have  his  dying  prolonged,  there  is  no  formal 
“living  will.”  Once  such  a decision  is  arrived  at 
in  that  manner,  it  is  seldom  necessary  to  resort 
to  court  action. 

In  situations  where  the  physician  is  opposed  to 
participating  in  the  withdrawal  of  treatment,  and 
cannot  in  good  conscience  comply  with  the  pro- 
visions of  the  living  will,  Tennessee  law  requires 
that  he  so  inform  his  patient,  or  if  his  patient  is 
not  competent,  the  next  of  kin  or  legal  guardian, 
and,  if  requested,  make  every  reasonable  effort 
to  assist  in  the  transfer  of  his  patient  to  a physi- 
cian who  is  willing  to  carry  out  the  decision.  A 
New  Jersey  Supreme  Court  decision  suggests  that 
where  such  a transfer  cannot  be  arranged  in  a 
timely  fashion,  the  withdrawal  of  treatment  must 
be  carried  out  over  the  objection  of  the  physician 
so  as  not  to  frustrate  the  patient’s  right  to  refuse 
treatment. 

It  has  become  obvious  that  no  solution  is  pos- 
sible that  will  satisfy  the  personal  beliefs  and  de- 
sires of  all  physicians,  since  they  may  be  rooted 
in  deeply  held  religious  belief  and  convictions 
about  the  sanctity  of  life,  whatever  the  circum- 
stances. To  quote  the  report,  “The  poignant  sit- 
uation of  human  beings  who  are  alive  but  una- 
ware has  evoked  wide  ranging  debate,  major 
court  decisions,  and  new  legislation.  . . Phy- 
sicians may  question  what  their  appropriate  role 
is.  They  may  on  the  one  hand  recognize  that  their 
ability  to  arrive  at  a correct  diagnosis  is  para- 
mount, and  that  clear  clinical  guidelines  for  that 
have  been  developed,  based  on  sound  scientific 
data.  But  they  are  at  risk,  says  the  report,  of 
having  their  personal  beliefs  become  enmeshed 
in  the  ethical  and  legal  ramifications  of  decisions, 
and  of  becoming  advocates  of  one  or  another 
choice  based  on  their  own  principles  and  inter- 
pretation of  the  facts.  The  legal  concern  is  that 
the  patient’s  wishes  be  followed.  Even  though  the 
various  states  do  not  have  uniform  laws,  where 
doctor  and  family  agree,  the  prospect  of  adverse 
legal  action  is  greatly  diminished. 

The  full  report  will  in  each  instance  doubtless 
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already  be  available  by  the  time  you  receive  this. 
I suggest  you  read  them,  and  if  they  pertain  to 
you,  that  you  begin  to  formulate  your  own  plan, 
if  you  have  not  already,  for  dealing  with  these 
often  distressing  situations. 

J.B.T. 


Fading  Away 

There  are  a couple  of  old  chestnuts  used,  usu- 
ally by  fading  old  soldiers  of  themselves,  to  the 
effect  that,  one,  they  don’t  even  buy  green  ba- 
nanas, and  two,  they’re  not  only  glad  to  be  here, 
but  they’re  glad  to  be  anywhere. 

What  has  interested  me  most  about  those  two 
statements  is  who  makes  them.  The  first  time  I 
heard  the  first  of  them  used  was  by  George  Burns 
when  he  was  asked  what  his  plans  were  now  that 
he  had  gotten  his  90th  birthday  appearance  at  the 
London  Palladium  behind  him.  His  response  was, 
“Plans?  At  my  age  I don’t  even  buy  green  ba- 
nanas.” He  followed  that  in  a little  while,  though, 
with  “I’ll  see  all  of  you  back  here  in  ten  years.” 
Some  inconsistency  there,  what?  Making  plans, 
though,  is  not  necessarily,  if  at  all,  the  same  as 
being  confident  that  they  will  be  fulfilled.  Such 
uncertainty  applies  to  anyone,  of  course,  as  any 
thoughtful  person  recognizes  whenever  he  makes 
plans  for  anything  at  any  age.  Though  that  used 
to  be  commonly  acknowledged  by  prefacing  any 
stated  plan  with,  “The  Lord  willing,”  such  an  ac- 
knowledgment of  dependence  on  Divine  Provi- 
dence has  fallen  from  favor  in  our  present  state 
of  self-confidence  and  self-satisfaction.  However 
that  may  be,  whenever  people  stop  making  plans 
for  the  future,  it  is  a sure  sign  they  are  about 
ready  to  fade  out.  At  the  same  time,  when  they 
are  they  don’t  often  make  jokes  about  it.  So  when 
you  hear  me  say  I don’t  even  buy  green  bananas, 
it  means  no  more  than  that  I don’t  like  green 
bananas,  even  though  I may  use  it  in  the  other 
context. 

Now,  about  being  glad  to  be  anywhere,  that  is 
likely  a nonsequitur  most  of  the  time  it  is  used.  I 
don’t  know  very  many  people  who  would  not  be 
at  least  a little  finicky  as  to  their  whereabouts, 
and  to  assert  otherwise  is  likely  hyperbole,  at 
least,  or  more  likely  sheer  nonsense.  The  state- 
ment is  offered,  of  course,  as  an  alternative  to 
being  nowhere,  or  at  least  nowhere  palpable. 

What  brought  this  on  is  the  current  mess  in 
China.  It  is  one  of  the  places  I had  planned  to  go 
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to — not  specifically,  but  sometime.  It  is  one  of 
the  palpable  places  I would  presently  not  rather 
be.  I would,  in  a word,  not  be  caught  dead  in  it, 
just  because  it  is  not  very  far  outside  the  realm 
of  possibility  that  I might,  as  several  already  have, 
and  more  may  have  by  the  time  you  read  this. 
As  our  preacher  once  said,  he  knew  this  world 
was  not  his  home,  but  he  was  not  homesick. 

This  should  let  you  know  that  just  because  I 
am  not  making  plans  now  to  go  to  China,  it  is 
not  for  the  reasons  we  were  discussing  just  now. 
Also,  that  if  I should  observe,  when  I am  prop- 
erly accosted,  “I'm  glad  to  be  here;  Hell,  I'm  glad 
to  be  anywhere,”  you'll  understand  what  I mean. 

J.B.T. 


Style  and  Such 

The  quality  of  any  publication  depends  on  a 
multitude  of  factors,  the  most  important  being, 
of  course,  its  content;  for  that  it  depends  upon 
its  contributors,  who  are  responsible  for  the  con- 
tent of  their  respective  papers.  Next  in  impor- 
tance is  the  contents  of  the  publication,  which 
includes  makeup  and  style;  they  are  the  respon- 
sibility of  the  editor.  Everything  else,  except  funds 
to  make  it  run,  which  I guess  should  push  the 
other  two  items  down  to  second  and  third  place, 
are  of  secondary  importance.  I shall  dispose  of 
the  primary  factor  by  simply  saying  that  this 
journal  continues  its  existence  at  the  pleasure  of 
the  House  of  Delegates,  and  by  the  same  token, 
the  Editor  at  the  pleasure  of  the  Board  of  Trust- 
ees. So  far,  those  bodies  have  chosen  to  maintain 
the  status  quo,  which  allows  me,  having  disposed 
of  that,  to  get  on  with  the  subject  at  hand. 

When  I became  Editor  of  the  Journal  in  1972, 
my  brief  apprenticeship  had  left  me  still  pretty 
green,  and  heavily  dependent  still  on  a number 
of  people,  foremost  among  them  Rudolph 
Kampmeier,  M.D.,  the  previous  Editor,  Addi- 
son Scoville,  Jr.,  M.D.,  the  Assistant  Editor  and 
chairman  of  the  Publications  Committee,  and  Mr. 
Hadley  Williams,  the  Associate  Executive  Direc- 
tor of  the  Association  and  presently  Executive 
Director,  who  had  immediate  responsibility  for 
the  Journal.  I also  leaned  heavily,  though  with 
less  immediacy,  on  Mr.  Jack  Ballentine,  the  Ex- 
ecutive Director. 

We  are  considerably  better  off  today  than  we 
were  then  in  volume  of  contributions,  for  in  those 


days  we  lived  pretty  much  hand  to  mouth,  pub- 
lishing almost  whatever  we  got  as  soon  as  we 
could  get  it  ready,  along  with  fillers,  national 
news,  and  frequently  reprints  from  other  jour- 
nals. Though  we  were  afflicted  by  the  same 
problems  of  rising  printing  and  mailing  costs  as 
the  local  medical  publications  in  the  state,  and 
once  several  years  after  I became  Editor  we  had 
to  look  seriously  at  whether  or  not  the  Journal 
should  (or  better,  could)  survive,  the  breath  of 
life  was  reinfused  through  the  expressed  will  of 
the  membership  generally,  who  for  a number  of 
reasons  were  disinclined  to  give  up  their  avenue 
for  expressing  themselves  in  print.  That  we  sur- 
vived alone  in  the  state  improved  our  situation, 
so  that  we  now  usually  have  some  cushion,  albeit 
meagre,  and  can  even  afford  now  and  then  to 
reject  a contribution  or  so.  In  honesty  I should 
acknowledge  somewhere,  and  this  seems  as  good 
a place  as  any,  the  occasionally  expressed  opin- 
ion, fortunately  for  my  editorship  from  a very 
small  minority,  that  the  Association  would  fare 
much  better  without  the  Journal  in  general  and 
me  in  particular;  but  that's  life. 

I tell  you  all  this  to  explain  why  it  is  that  after 
an  author  submits  his  brain-child  to  the  Journal , 
the  next  time  he  sees  it  is  as  the  edited  version, 
in  print  and  beyond  either  recall  or  repair.  When 
as  the  new  Editor  I asked  Dr.  Kampmeier  about 
this,  his  only  comment  was  that  sending  out  gal- 
leys or  edited  typescripts  was  expensive  in  both 
money  and  publication  time,  neither  of  which  we 
had  much  of.  And  anyway,  he  said,  in  all  his 
years  as  Editor  (more  than  20)  he  had  almost 
never  had  anybody  complain  about  or  question 
his  ministrations  to  a paper. 

I have  had  one  recently,  which  is  the  immedi- 
ate reason  behind  this  expose.  Another  is  that 
perhaps  both  Dr.  Kampmeier  and  I engendered 
some  other  disaffections  along  the  way  by  what 
some  disgruntled  author  or  other  considered  high- 
handed and  unwarranted  tinkering,  and  this  was 
just  the  first  time  that  disaffection  had  exceeded 
the  exasperation  threshold;  there  is  no  way  of 
knowing.  This  particular  precipitating  challenge 
came  late  in  a series,  and  perhaps  it  was  just  that 
the  frustration  at  last  became  more  than  the  au- 
thor could  bear;  in  fact,  there  is  no  maybe  about 
it,  because  that  is  what  he  told  me  in  a heart-to- 
heart,  face-to-face  chat,  in  which  he  very  politely 
but  firmly  unburdened  himself  of  his  pique  at  the 
violence  I had  done  his  handiwork.  He  is  a nice, 
friendly  young  man  who  writes  well,  who  is,  fur- 
thermore, confident  that  he  writes  well,  and  who 
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I am  assured  by  those  who  have  been  responsible 
for  his  training  is  a good  doctor.  Since  after  a 
paper  is  published  no  copies  remain  of  the  edited 
manuscript,  I have  no  earthly  idea  of  the  magni- 
tude of  my  sins,  but  I suspect  it  may  at  times 
have  been  considerable. 

Assuring  him  that  I had  no  wish  to  offend 
either  him  or  anybody  else,  but  at  the  same  time 
commenting  that  it  is  an  editor’s  lot  to  some- 
times unwittingly,  and  occasionally  necessarily, 
offend,  I promised  to  try  to  do  better;  I didn’t, 
though,  promise  to  leave  his  papers  alone,  even 
though  he  complained  that  when  I tampered  with 
his  work  it  became  no  longer  his.  Though  1 sup- 
pose that  one  might  with  some  justification  take 
that  position,  and  that  he  is  technically  correct, 
for  practical  purposes  of  publication  that  is  just 
proprietary  nonsense. 

Which  brings  me  back  around  to  what  1 was 
explaining  in  the  first  paragraph.  There  has  to  be 
consistency  in  style  in  a publication,  otherwise 
there  is  chaos.  One’s  paper  is  his  own  only  so  far 
as  content  is  concerned.  The  Journal  has  been 
entrusted  by  the  Board  to  my  keeping,  and  to 
that  extent  it  is  “my”  journal.  Everything  in  it 
has  to  conform  to  the  Journal’s  style,  some  of  it 
dictated,  more  or  less,  by  convention,  and  some 
of  it  by  what  one  might,  with  some  justification 
I guess,  call  whimsy  (mine).  Nevertheless,  every 
publication  worth  its  salt  has  its  own  personality, 
conforming  for  the  most  part  to  an  image  im- 
posed upon  it  by  its  editor.  Some  contributions 
require  more  adjustment  than  others  to  make 
them  conform,  but  conform  they  must.  For  in- 
stance, almost  everybody  talks  about  males  and 
females;  they  both  say  it  and  they  write  it.  Since 
those  two  words  are  adjectives  and  not  nouns, 
we  don’t,  and  neither  does  any  paper  that  ap- 
pears here.  Again,  since  present  is  a transitive 
verb,  which  means  it  requires  a direct  object,  no- 
body in  this  journal  is  going  to  present  with  any- 
thing or  to  any  place,  regardless  of  who  lets  it 
happens  anywhere  else.  Though  I’m  sure  we  don’t 
always  succeed  in  our  attempts  at  perfection,  and 
in  fact  that  gets  called  to  our  attention  on  occa- 
sion (you  can  bet),  we  shall  continue  to  require 
proper  usage  and  grammar  of  our  contributors. 
This  time  more  as  a matter  of  preference  than 
rectitude,  this  journal  does  not  use  chopped-up 
sentences.  Some  people  like  them  that  way.  We 
don’t.  We  prefer  smooth  reading,  and  so  I fix 
papers  that  aren’t  that  way  when  I get  them  to 
be  that  way  when  you  read  them;  I just  shrug  off 
objections  by  explaining  that  that  is  just  the  way 
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it  is. 

Several  years  ago  I wrote  a letter  to  the  Editor 
of  JAMA.  He  monkeyed  with  it  to  the  extent 
that  it  was  nigh  unrecognizable  as  the  missive  he 
got  from  me.  I told  him  that  if  it  was  all  the  same 
to  him,  I would  withdraw  it.  I did,  rewrote — or 
rather  expanded — it,  and  put  it  in  here  as  an  ed- 
itorial. I hasten  to  add  that  if  I do  that  sort  of 
extensive  surgery  on  a paper,  I always  send  the 
paper  back  for  the  author’s  approval,  but  that 
seldom  happens.  My  alterations  are  generally 
picayune.  If  you  are  unwilling  to  have  your  han- 
diwork diddled  with,  you  had  better  publish  it 
yourself,  or  forget  it.  Every  editor  has  his  own 
druthers,  and  I will  tell  you  this:  when  galleys  are 
sent  out,  they  are  sent  out  so  that  the  author  can 
check  the  edited  paper  for  accuracy,  and  not  so 
he  can  recover  his  lost  syntax,  which  he  sel- 
dom— not  never,  but  seldom — does. 

You  know  the  old  saying  about  the  boss,  that 
he  may  not  always  be  right,  but  he  is  always  the 
boss?  Well,  the  same  goes  for  editors.  They  take 
a proprietary  interest  in  their  respective  journals, 
and  while  that  may  itself  seem  proprietary  non- 
sense to  some  of  the  contributors — well,  as  I said 
before,  you  know  what  they  say  about  the  boss. 
Though  the  reluctance  to  offend  doubtless  varies 
from  one  editor  to  another,  I suspect  the  willing- 
ness to  doesn’t.  Editors  have  to  develop  very 
tough  hides  to  withstand  the  slings  and  arrows  of 
outrageous  fortune.  And  so,  if  they  survive  as 
editors,  they  do. 

J.B.T. 


memofkim 


G.  Hearn  Bradley,  age  90.  Died  April  20,  1989.  Grad- 
uate of  Vanderbilt  University  School  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 

Wilford  Harris  Gragg,  age  70.  Died  June  18,  1989. 
Graduate  of  Jefferson  Medical  College.  Member  of 
Memphis-Shelby  County  Medical  Society. 

Charles  Sumner  Gresham,  age  84.  Died  July  8,  1989. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Washington-Unicoi-Johnson  County 
Medical  Association. 

Grant  W.  Liddle,  age  68.  Died  June  29,  1989.  Gradu- 
ate of  University  of  California  School  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 
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Bergein  M.  Overholt , age  85.  Died  June  24,  1989. 
Graduate  of  Northwestern  University  Medical  School. 
Member  of  Knoxville  Academy  of  Medicine. 

John  Hill  Tilley , age  88.  Died  June  27,  1989.  Graduate 
of  Vanderbilt  University  School  of  Medicine.  Member 
of  Wilson  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association 

CAMBPELL  COUNTY  MEDICAL  SOCIETY 

John  O.  Vance,  M.D.,  Jellico 

CARTER  COUNTY  MEDICAL  SOCIETY 

Andrew  Stephen  May,  M.D.,  Elizabethton 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Steve  G.  Salyers,  M.D.,  Clarksville 

LAKEWAY  MEDICAL  SOCIETY 

Frank  S.  Ellis,  M.D.,  Morristown 

McMINN  COUNTY  MEDICAL  SOCIETY 

Albert  Joseph  Mokal,  M.D.,  Loudon 

NASHVILLE  ACADEMY  OF  MEDICINE 

Leslie  B.  Breiten,  M.D.,  Nashville 
Mark  R.  Christofersen,  M.D.,  Nashville 
Marshall  H.  Crenshaw,  M.D.,  Nashville 
Deborah  C.  German,  M.D.,  Nashville 
Robert  F.  Miller,  M.D.,  Nashville 
Lawrence  J.  Pass,  M.D.,  Madison 
Richard  Rubinowicz,  M.D.,  Nashville 
Michael  J.  Stabile,  M.D.,  Nashville 
John  Howard  Strimas,  M.D.,  Nashville 
Alexander  S.  Townes,  M.D.,  Nashville 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Ray  Lamb,  M.D.,  Johnson  City 


per/onol  new/ 


Kimball  I.  Maull,  M.D.,  Knoxville,  has  been  appoint- 
ed to  serve  on  a federal  advisory  committee  for  injury 
prevention  and  control.  The  committee,  a part  of  the 
Centers  for  Disease  Control,  is  responsible  for  devel- 
oping policies,  strategies  and  plans  to  prevent  and  deal 
with  serious  injuries.  Dr.  Maull  is  editor  of  the  Trau- 
ma Rounds  articles  in  the  Journal. 

Ken  Moore,  M.D.,  Columbia,  has  received  a certifi- 
cate of  added  qualification  in  surgery  of  the  hand  from 
the  American  Board  of  Orthopedic  Surgery. 


Announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 


Oct. 

1-4 

Oct. 

1-6 

Oct. 

5-6 

Oct. 

00 

l/D 

American  Association  of  Tissue  Banks — 
Hyatt  Regency,  Baltimore 
American  Society  for  Therapeutic  Radiolo- 
gy and  Oncology — San  Francisco  Hilton 
American  Academy  of  Pediatrics — Hyatt 
Regency  Ravinia  Hotel,  Atlanta 
American  Association  for  Cancer  Educa- 
tion— Brown  Palace,  Denver 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician's  Recognition  Award  during 
June  1989.  This  list,  supplied  by  the  AMA,  does 
not  include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

James  A.  Bookman,  M.D.,  Madison 
Charles  R.  Brite,  M.D.,  Murfreesboro 
William  D.  Burton,  M.D.,  Memphis 
Dinesh  N.  Chauhan,  M.D.,  Germantown 
Richard  W.  Dodd,  M.D.,  Memphis 
Jere  W.  Ferguson,  M.D.,  Bristol 
Melvin  L.  Goldin,  M.D.,  Memphis 
Clifton  E.  Greer,  Jr.,  M.D.,  Nashville 
Hathaway  K.  Harvey,  M.D.,  Chattanooga 
Reggie  A.  Henderson,  M.D.,  Lexington 
Bevley  D.  Holt,  M.D.,  Greeneville 
Karl  L.  Hubner,  M.D.,  Knoxville 
Harold  K.  Johnson,  III,  M.D.,  Newport 
Morris  L.  Lovejoy,  M.D.,  Tullahoma 
Oaklus  S.  Luton,  M.D.,  Clarksville 
John  K.  Pate,  M.D.,  Nashville 
Andrew  B.  Rittenberry,  M.D.,  Chattanooga 
John  L.  Sawyers,  M.D.,  Nashville 
Lrederick  D.  Slaughter,  M.D.,  Bristol 
Samuel  A.  Smith,  M.D.,  Nashville 
Robert  B.  Snyder,  M.D.,  Nashville 
Gary  D.  Swanson,  M.D.,  Franklin 
Anthony  E.  D.  Trabue,  M.D.,  Nashville 
Robert  E.  Ware,  M.D.,  Knoxville 
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Oct.  11-14 
Oct.  11-15 
Oct.  12-14 
Oct.  13-15 
Oct.  14-18 
Oct.  15-18 
Oct.  15-20 
Oct.  16-18 
Oct.  18-21 
Oct.  18-22 
Oct.  19-21 
Oct.  19-22 
Oct.  19-22 
Oct.  20-25 
Oct.  21-26 
Oct.  22-26 
Oct.  25-28 
Oct.  25-29 

Oct.  25-29 
Oct.  26-29 
Oct.  26-29 
Oct.  27-Nov.  2 
Oct.  28-31 
Oct.  28-31 
Oct.  28-Nov.  3 
Oct.  28-Nov.  3 
Oct.  29-Nov.  2 
Oct.  29-Nov.  3 
Oct.  29-Nov.  3 
Oct.  29-Nov.  4 

Oct.  29-Nov.  4 
Oct.  30-Nov.  4 

Oct.  31-Nov.  5 

Nov.  3 


American  College  of  Clinical  Pharmacolo- 
gy— Hyatt  Regency,  Baltimore 
American  Academy  of  Child  and  Adoles- 
cent Psychiatry — New  York  Hilton 
Child  Neurology  Society — Hyatt,  San  An- 
tonio, Tex. 

American  College  of  Utilization  Review 
Physicians — Marriott  Marquis,  New  York 
American  Society  of  Anesthesiologists — 
Hilton/Shoreham,  New  Orleans 
American  Physiological  Society — Kahler 
Hotel,  Rochester,  Minn. 

American  College  of  Surgeons — Hilton, 
Atlanta 

American  Society  of  Bariatric  Physicians — 
Sheraton  Harbor  Island  Hotel,  San  Diego 
American  Academy  of  Clinical  Psychia- 
trists— Omni  Hotel,  St.  Louis 
Christian  Medical  Foundation  Internation- 
al— Airport  Marriott,  Tampa,  Fla. 

Central  Neuropsychiatric  Association — Wil- 
liamsburg Lodge,  Colonial  Williamsburg,  Va. 
American  Academy  of  Psychiatry  and  the 
Law — Omni  Shoreham,  Washington,  D.C. 
American  Society  of  Internal  Medicine — 
J.W.  Marriott  Hotel,  Washington,  D.C. 
American  College  of  Gastroenterology — 
New  Orleans  Marriott 
American  Association  of  Blood  Blanks — 
New  Orleans  Hilton 

American  Public  Health  Association — 
Chicago 

American  Medical  Women’s  Association — 
Beverly  Hilton,  Los  Angeles 
American  Academy  of  Cerebral  Palsy  and 
Developmental  Medicine — Hyatt  Embar- 
cadero,  San  Francisco 

National  Society  to  Prevent  Blindness — 
Chicago 

Academy  of  Psychosomatic  Medicine — Ri- 
viera, Las  Vegas 

American  Association  for  Hand  Surgery — 
Fairmont,  San  Francisco 
Association  of  American  Medical  Col- 
leges— Hilton,  Washington,  D.C. 

American  Academy  of  Environmental  Med- 
icine— Hyatt  Regency  Ravinia  Hotel,  Atlanta 
American  Association  for  the  Study  of  Liver 
Disease — Marriott,  Chicago 
American  Society  of  Clinical  Pathologists — 
Ramada  Renaissance,  Washington,  D.C. 
College  of  American  Pathologists — Ramada 
Renaissance,  Washington,  D.C. 

Medical  Group  Management  Association — 
Las  Vegas  Hilton 

American  Society  of  Maxillofacial  Sur- 
geons— San  Francisco 

Hungarian  Medical  Association  of  Ameri- 
ca— Harley  Sand  Castle,  Sarasota,  Fla. 
American  Society  of  Plastic  and  Recon- 
structive Surgeons — Moscone  Convention 
Center,  San  Francisco 
Congress  on  Neurological  Surgeons — Atlanta 
American  College  of  Chest  Physicians — 
Sheraton,  Boston 

Society  for  Clinical  and  Experimental  Hyp- 
nosis— The  Clarion,  St.  Louis 
Association  for  the  Advancement  of  Psy- 
choanalysis— New  York 


Nov.  3-4 
Nov.  5-8 
Nov.  5-8 
Nov.  5-10 

Nov.  5-10 
Nov.  6-9 


Nov.  6-9 
Nov.  7-12 
Nov.  8-10 
Nov.  10 
Nov.  11 
Nov.  11-15 
Nov.  12-15 
Nov.  12-17 
Nov.  15-18 
Nov.  15-18 
Nov.  15-18 
Nov.  15-19 
Nov.  17-21 
Nov.  18 

Nov.  27-Dec.  2 
Nov.  29-Dec.  3 


American  Academy  of  Pain  Medicine — 
Grand  Kempinski  Hotel,  Dallas 
American  Physicians  Art  Association — 
Washington,  D.C. 

Southern  Medical  Association — Convention 
Center,  Washington,  D.C. 

American  Academy  of  Physicial  Medicine 
and  Rehabilitation — Convention  Center,  San 
Antonio 

American  Congress  of  Rehabilitation  Medi- 
cine— Convention  Center,  San  Antonio 
International  Conference  on  Drug  Research 
in  Immunologic  and  Infectious  Diseases: 
Acquired  Immune  Deficiency  Syndrome 
(AIDS) — (sponsored  by  NY  Acad  Sciences 
and  Natl  Inst  of  Health) — Crystal  City 
Gateway  Marriott,  Arlington,  Va. 

Interstate  Postgraduate  Medical  Associa- 
tion— Town  & Country  Hotel,  San  Diego 
American  Society  of  Cytology — Galt 
House,  Louisville 

Central  Society  for  Clinical  Research — Drake 
Hotel,  Chicago 

American  Association  of  Certified  Aller- 
gists— Marriott  World  Center,  Orlando 
American  Cancer  Society — Waldorf-Asto- 
ria, New  York 

American  College  of  Allergy  and  Immunol- 
ogy— Marriott  Worldwide,  Orlando 
Western  Surgical  Association — Omni  Inter- 
national Hotel,  St.  Louis 
Association  of  Military  Surgeons  in  the  US — 
Town  & Country,  San  Diego 
Academy  of  Psychosomatic  Medicine — The 
Point  at  Squaw  Peak,  Phoenix 
American  Medical  Writers  Association — 
LaFayette,  Boston 

Association  for  Academic  Surgery — Louis- 
ville 

Association  for  Clinical  Scientists — Her- 
shey,  Philadelphia 

Gerontological  Society  of  America — Hyatt 
Regency,  Minneapolis 
Chinese  American  Medical  Society — Co- 
lumbia-Presbyterian  Medical  Center,  New 
York 

Radiological  Society  of  North  America — 
McCormick  Place,  Chicago 
National  Kidney  Foundation — Sheraton, 
Washington,  D.C. 


Oct.  5-7 


Oct.  13 


Oct.  24-27 


Nov.  2-4 


STATE 

Tennessee  Chapter,  American  Academy  of 
Pediatrics  and  the  Tennessee  Pediatric  So- 
ciety Annual  Meeting — Holiday  Inn  Crowne 
Plaza,  Memphis 

Tennessee  Chapter,  American  College  of 
Emergency  Physicians  Fall  Meeting — Stouf- 
fer  Hotel,  Nashville 

Tennessee  Academy  of  Family  Physicians 
41st  Annual  Scientific  Assembly — Gatlin- 
burg 

Tennessee  Society  of  Internal  Medicine  and 
Tennessee  Chapter,  American  College  of 
Physicians,  Joint  Meeting — Peabody  Hotel, 
Memphis 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You'll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
3606  AUSTIN  PEAY.  SUITE  313 
MEMPHIS.  TN  38128 
CALL  COLLECT:  (901)  388-9876 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE. 


Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

April  20,  1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 

William  W.  Cloud,  M.D.,  Secretary 
Oscar  M.  McCallum,  M.D. 

Members  Absent:  Edgar  L.  Scott,  Jr.,  M.D. 

Chris  Blevins,  M.D. 

Summary  Suspension — William  L.  Algea,  M.D. 

After  reviewing  the  complaint  information  and  investiga- 
tive report  the  Board  of  Medical  Examiners  finds  as  follows: 
Findings  of  Fact.  In  the  course  of  his  professional  practice 
the  respondent.  Dr.  William  L.  Algea,  has  exhibited  charac- 
teristics indicative  of  mental  instability  and/or  chemical  de- 
pendency that  have  caused  respondent  to  engage  in  unprofes- 
sional and  felonious  activity.  These  characteristics  are 
evidenced  by  the  following:  On  April  7,  1989,  the  respondent 
was  arrested  by  agents  of  the  federal  government  on  charges 
of  Possession  of  Cocaine  with  the  Intent  to  Distribute,  Dis- 
tribution of  Demerol,  and  Distribution  of  Valium.  The  facts 
as  developed  by  federal  investigators  show  that  respondent 
had  a pattern  of  trading  both  prescriptions  written  for  con- 
trolled substances  and  syringes  containing  controlled  sub- 
stances in  exchange  for  cocaine  from  certain  of  the  respon- 
dent's patients  who  were  either  addicted  or  had  narcotics 
connections  or  both.  The  respondent  is  dispensing  prescrip- 
tions for  dangerous  and  addictive  controlled  substances  in  a 
manner  which  is  not  for  a legitimate  medical  purpose  and 
which  is  aiding  and  abetting  patients  in  illegally  obtaining 
controlled  substances.  Subsequent  to  his  arrest  respondent 
admitted  to  federal  investigators  that  he  had  received  cocaine 


from  his  patients  and  that  for  the  cocaine  and  other  services 
he  traded  prescriptions  for  other  controlled  substances. 

Conclusions  of  Law.  That  the  findings  of  fact  in  this  order 
are  sufficient  to  establish  violation  by  the  respondent.  Dr. 
William  L.  Algea,  of  the  following  provisions  of  TCA  63-1- 
123  and  63-6-214:  unprofessional,  dishonorable,  or  unethical 
conduct  [TCA  63-6-2 14(a)(  1 )];  gross  malpractice,  or  a pattern 
of  continued  or  repeated  malpractice,  ignorance,  negligence 
or  incompetence  in  the  course  of  medical  practice  [TCA  63- 
6-2 14(a)(4)];  dispensing,  prescribing,  or  otherwise  distribut- 
ing any  controlled  substance  or  any  other  drug  not  in  the 
course  of  professional  practice,  or  not  in  good  faith  to  relieve 
pain  and  suffering,  or  not  to  cure  an  ailment,  physical  infirm- 
ity or  disease  [TCA  63-6-2 14(a)(  12)];  dispensing,  prescribing, 
or  otherwise  distributing  any  controlled  substance  or  any  oth- 
er drug  to  any  person  in  violation  of  any  law  of  the  State  or 
of  the  United  States  of  America  [TCA  63-6-2 14(a)(  14)]. 

Findings  of  Imperative  Requirement  of  Emergency  Action. 
The  findings  of  fact  and  conclusions  of  law  in  this  order  es- 
tablish that  the  public  health,  safety  and  welfare  imperatively 
requires  emergency  action  to  prevent  the  respondent  from 
continuing  his  practice. 

It  is  therefore  ordered  as  follows:  Respondent’s  license  to 
practice  medicine  is,  pursuant  to  the  authority  of  TCA  4-5- 
320,  summarily  suspended  beginning  on  the  date  of  this  order 
and  respondent  is  hereby  directed  to  cease  the  practice  of 
medicine  on  such  date. 

There  being  no  further  business,  the  meeting  adjourned 
at  6:00  PM. 


May  30,  1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 

William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Jr.,  M.D. 

Chris  Blevins,  M.D. 

Members  Absent:  Oscar  M.  McCallum,  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by  Duane  C. 
Budd.  M.D.,  president.  The  minutes  from  the  March  21  and 
22,  1989  meeting  were  approved  as  submitted. 

Reciprocity  applications  were  approved  for  Drs.  Joseph 
P.  DiBeneditto,  Mohammed  Hyderi,  Elizabeth  Kay  Mitchell, 
Ronald  L.  Rogers,  and  Peter  Vitale.  The  application  for  Dr. 
Robert  C.  Dawson  was  approved  pending  receipt  of  a court 
order  dismissing  a lawsuit  against  him  with  approval  by  Dr. 
Cloud  or  Dr.  Budd.  Action  on  the  application  for  Dr.  An- 
drew J.  Myrick,  Jr.  was  deferred  until  a monitoring  mecha- 
nism may  be  established  between  Alabama  and  Tennessee. 
No  action  was  taken  on  the  following  applications  due  to  the 
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fact  that  the  applicants  were  not  present:  Drs.  Wagdy  A.  Ba- 
gous,  George  E.  Houze,  Robert  G.  Peden,  and  Steven  W. 
Vince. 

Dr.  Edward  M.  Kelman’s  application  for  reinstatement 
was  approved. 

Summary  Suspension — Neil  J.  Kellman,  M.D. 

The  Board  voted  to  summarily  suspend  the  license  of  Dr. 
Neil  J.  Kellman  after  hearing  the  evidence  supporting  the  fol- 
lowing charges:  unprofessional,  dishonorable,  or  unethical 
conduct  [TCA  63-6-2 14(a)(  1 )]:  dispensing,  prescribing,  or 
otherwise  distributing  any  controlled  substance  or  any  other 
drug  not  in  the  course  of  professional  practice,  or  not  for  a 
legitimate  medical  purpose,  or  not  in  good  faith  to  relieve 
pain  and  suffering,  or  not  to  cure  an  ailment,  physical  infirm- 
ity or  disease  [TCA  63-6-2 1 4( a )( 12);  21  CFR  1306];  dispen- 
sing, prescribing,  or  otherwise  distributing  to  any  person  a 
controlled  substance  or  other  drug  if  such  person  is  addicted 
to  the  habit  of  using  said  controlled  substances  without  mak- 
ing a bona  fide  effort  to  cure  the  habit  of  such  patient  [TCA 
63-6-2 14(a)(  13)]. 

A hearing  will  be  held  as  soon  as  a date  can  be  set. 
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Hearings 

Creighton  Rhea,  M.D. — The  respondent  was  charged  with 
the  following:  habitual  intoxication  or  personal  misuse  of  any 
drugs  or  the  use  of  intoxicating  liquors,  narcotics,  controlled 
substances,  or  other  drugs  or  stimulants  in  such  manner  as  to 
adversely  affect  the  person’s  ability  to  practice  medicine  [TCA 
63-6-2 14(a)(5)];  dispensing,  prescribing,  or  otherwise  distrib- 
uting any  controlled  substance  or  any  other  drug  not  in  the 
course  of  professional  practice,  or  not  in  good  faith  to  relieve 
pain  and  suffering,  or  not  to  cure  an  ailment,  physical  infirm- 
ity or  disease  [TCA  63-6-2 14( a)(  12 )] ; dispensing,  prescribing, 
or  otherwise  distributing  to  any  person  a controlled  substance 
or  other  drug  if  such  person  is  addicted  to  the  habit  of  using 
said  controlled  substances  without  making  a bona  fide  effort 
to  cure  the  habit  of  such  patient  [TCA  63-6-214(a)(  13)];  dis- 
pensing, prescribing,  or  otherwise  distributing  any  controlled 
substance  or  any  other  drug  to  any  person  in  violation  of  any 
law  of  the  State  or  of  the  United  States  of  America  [TCA  63- 
6-2 14(a)(  14)]. 

After  hearing  the  evidence,  the  Board  found  him  guilty 
of  the  first  charge  above  and  unanimously  voted  to  revoke  his 
license. 

William  Jennings,  M.D. — The  respondent  has  engaged  on 
the  alleged  occasions,  or  at  other  times,  in  a course  of  con- 
duct subjecting  him  to  disciplinary  action  which  is  exempli- 
fied by  the  following:  The  respondent  has  employed  George 
Jerusalem  as  a physician  assistant.  Dr.  Jerusalem  is  neither 
licensed  as  a physician  or  a physician  assistant  in  Tennessee 
even  though  he  has  an  M.D.  degree.  A sign  in  front  of  re- 
spondent's practice  bears  Dr.  Jerusalem's  name  and  desig- 
nation as  a physician’s  assistant.  Dr.  Jerusalem  also  wears  a 
name  tag  with  the  designation  M.D.,  P.A.  after  his  name. 
Dr.  Jerusalem  was  licensed  as  a physician  in  Florida  but  had 
his  license  revoked  and  has  not  been  reinstated.  Respondent 
admits  hiring  Dr.  Jerusalem  as  a physician  assistant.  This  ad- 
mission was  made  to  a division  investigator  on  Sept.  28.  1988. 

The  course  of  conduct  described  is  a violation  of  the  fol- 
lowing, or  other,  provisions  of  Tennessee  Code  Annotated 
and  constitutes  the  statutory  grounds  for  disciplinary  action 
against  the  license  of  the  respondent:  unprofessional,  dishon- 
orable. or  unethical  conduct  [TCA  63-6-2 14(a)(  1 )] ; violation 
or  attempted  violation,  directly  or  indirectly,  or  assisting  in 
or  abetting  the  violation  of,  or  conspiring  to  violate,  any  pro- 
vision of  TCA  63-6-101  et  seq.  or  any  lawful  order  of  the 
Board  issued  pursuant  thereto,  or  any  criminal  statute  of  the 
State  of  Tennessee  [TCA  63-6-2 14(a)(2)] ; making  false  state- 
ments or  representations,  being  guilty  of  fraud  or  deceit  in 
obtaining  admission  to  practice,  or  being  guilty  of  fraud  or 
deceit  in  the  practice  of  medicine  [TCA  63-6-2 14(a)(3)], 

The  Board  accepted  an  agreed  order  as  follows:  (1)  The 
statement  of  facts  as  contained  in  the  Notice  of  Charges  Sec- 
tion II.  is  hereby  fully  adopted  and  incorporated  as  a finding 
of  the  Board.  (2)  The  conclusion  of  violations  of  the  law  as 
contained  in  the  Notice  of  Charges  Section  III.B.  is  hereby 
fully  adopted  and  incorporated  as  a finding  of  the  Board. 

It  is  therefore  ordered:  That  the  respondent  be  issued  a 
letter  of  reprimand  concerning  his  hiring  of  an  unlicensed 
physician's  assistant.  It  shall  be  noted  that  the  physician's  as- 
sistant in  question  was  discharged  by  respondent  prior  to  the 
Notice  of  Charges  being  filed. 

John  Lay,  M.D. — The  respondent  was  charged  as  follows: 
The  respondent  has  over  the  last  eight  years  prescribed  to 
numerous  patients  Schedule  II  narcotic  drugs  for  patently  in- 
appropriate periods  of  time,  even  as  long  as  years  and  years, 
without  sufficient  medical  reasons  therefore.  The  respon- 
dent’s prescribing  practices  reveal  the  chronic  use  of  Sched- 
ule II  narcotic  drugs  without  indications  from  patients  which 
would  justify  such  prescribing.  The  respondent  prescribed 
Schedule  II  narcotic  drugs  to  patients  he  knew  or  should  have 
known  were  drug  abusers  or  addicts.  The  respondent  over  a 


long  period  of  time  has  prescribed  an  enormous  quantity  of 
frequently  abused  Schedule  II  drugs  to  his  patients.  The  re- 
spondent has  twice  in  the  past  been  confronted  by  investiga- 
tors and  personnel  of  the  Department  of  Health  and  Envi- 
ronment over  his  prescribing  practices  yet  even  with  such 
notice,  his  abusive  and  indiscriminate  prescribing  of  Schedule 
II  drugs  continues  and  grows  worse.  The  respondent  has  ad- 
mitted on  more  than  one  occasion  to  state  personnel  that  his 
volume  of  practice  is  so  great  that  he  cannot  keep  up  with 
the  amounts  of  medication  he  prescribes  to  his  patients.  A 
review  of  some  of  the  respondent's  patient  records  reveals 
that:  there  was  inappropriate  patient  care  involving  overuse 
of  Schedule  II  drugs;  alcohol  dependent  patients  were  inap- 
propriately prescribed  Schedule  II  drugs  and  no  bona  fide 
effort  was  made  to  cure  the  patients  of  their  dependency;  the 
records  show  that  patients  were  prescribed  Schedule  II  drugs 
without  a proper  medical  exam  or  appropriate  diagnostic  tests. 

The  Board  accepted  an  agreed  order  as  follows:  (1)  The 
respondent  shall  initially  be  on  probation  for  a period  of  two 
years.  In  no  event  shall  the  respondent  consider  himself  off 
probation  without  permission  from  the  Board  which  may  only 
be  obtained  by  reappearing  before  the  Board  for  an  evalua- 
tion. at  the  end  of  the  two-year  period.  (2)  The  Drug  En- 
forcement Administration  (DEA)  license  for  prescribing 
Schedule  II  drugs  possessed  by  the  respondent  is  suspended 
for  a one-year  period.  The  respondent  may  appeal  the  return 
of  his  DEA  license  by  appearing  before  the  Board  at  the  end 
of  the  one-vear  period.  (3)  The  respondent  shall  at  all  times 
in  the  future  maintain  and  conduct  himself  in  accordance  with 
his  Aftercare  Contract  with  the  TMA  Impaired  Physician 
Program.  (4)  The  period  of  probation  and  suspension  of  DEA 
license  shall  begin  upon  the  signing  of  this  order.  (5)  The 
respondent  will  attend  the  next  offering  of  the  Substance 
Abuse  Seminar  at  Vanderbilt  University  cosponsored  by  the 
TMA  IPP  and  Dr.  Andy  Spickard.  (6)  The  respondent  shall 
maintain  a log  of  all  classified  drug  prescriptions  and  make 
the  log  available  for  review  by  Department  investigators  at 
any  time  during  the  next  two  years. 

Visuvalingam  Vilvarajah,  M.D. — The  respondent  was 
charged  as  follows:  The  respondent  has  violated  the  provi- 
sions of  TCA  63-6-101  et  seq,  but  not  limited  to.  the  follow- 
ing provisions:  conviction  of  a felony,  conviction  of  any  of- 
fense under  state  or  federal  drug  laws,  or  conviction  of  any 
offense  involving  moral  turpitude  [TCA  63-6-214(a)(  10)]. 

The  respondent  has  violated  the  provisions  set  out  on  a 
series  of  occasions.  These  violations  include,  but  are  not  lim- 
ited to.  the  following:  Being  convicted  by  pleas  of  guilty  to 
two  counts  of  second  degree  murder  of  his  wife  and  mother- 
in-law.  Respondent  received  a 20-year  sentence  in  each  case 
to  run  concurrently,  one  within  the  other.  The  pleas  of  guilty 
were  entered  on  March  1,  1988  in  the  Criminal  Court  of 
Shelby  County.  Tennessee. 

The  Board  accepted  an  agreed  order  as  follows:  Respond- 
ent shall  surrender  his  license  to  practice  medicine  in  the  State 
of  Tennessee  and  all  privileges  accorded  to  such  license  shall 
be  revoked  as  of  the  date  of  signing  of  this  agreed  order  by 
the  Board  chairman. 

Walter  L.  Goforth,  M.D. — The  respondent  has  engaged 
on  the  alleged  occasions,  or  at  other  times,  in  a course  of 
conduct  subjecting  him  to  disciplinary  action  which  is  exem- 
plified by  the  following:  In  September  of  1988,  a Hawkins 
County  Ad  Hoc  Committee  voted  to  suspend  the  privileges 
of  the  respondent  as  a result  of  an  incident  which  occurred 
at  the  hospital  in  August  of  1988.  The  respondent  acted  as 
follows  during  the  incident:  engaged  in  loud  and  obnoxious 
behavior,  threatened  to  shoot  a fellow  physician,  addressed  a 
fellow  physician  with  an  ethnic  slur,  slammed  the  door  of  a 
patient's  room,  laughed  hysterically  when  the  police  were 
phoned.  Said  incident  occurred  while  the  respondent  was  on 
dutv  at  the  hospital  in  the  status  of  a physician  and  as  such: 
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makes  his  conduct  contrary  to  the  appropriate  and  profes- 
sional atmosphere  that  is  requisite  for  the  well-being  of  the 
patients  and  staff  of  a hospital;  calls  into  question  the  re- 
spondent's mental  stability  and  competence  to  practice  med- 
icine. 

The  course  of  conduct  described  is  a violation  of  the  fol- 
lowing, or  other,  provisions  in  Tennessee  Code  Annotated 
and  constitutes  the  statutory  grounds  for  disciplinary  action 
against  the  license  of  the  respondent:  unprofessional,  dishon- 
orable, or  unethical  conduct  [TCA  63-6-2 14(a)(  1 )];  violation 
or  attempted  violation,  directly  or  indirectly,  or  assisting  in 
or  abetting  the  violation  of,  or  conspiring  to  violate,  any  pro- 
vision of  TCA  63-6-101  et  seq,  or  any  lawful  order  of  the 
Board  issued  pursuant  thereto,  or  any  criminal  statute  of  the 
State  of  Tennessee  [TCA  63-6-2 14(a)(2)];  engaging  in  the 
practice  of  medicine  when  mentally  or  physically  unable  to 
safely  do  so  [TCA  63-6-214(a)(18)[ 

The  Board  accepted  an  agreed  order  as  follows:  It  is  agreed 
by  the  parties  as  follows:  That  the  license  of  the  respondent 
shall  be  placed  on  probation  for  a period  of  two  years  with 
the  following  conditions:  (1)  The  respondent’s  probation  shall 
be  supervised  by  Board  consultant.  Dr.  David  Dodd  (2)  The 
respondent  shall  enter  into  professional  counseling  that  shall 
be  approved  by  Dr.  Dodd.  The  respondent’s  counselor  shall 
send  quarterly  reports  of  the  respondent’s  progress  to  Dr. 
Dodd.  (3)  The  respondent  shall  attend  and  complete  contin- 
uing medical  education  as  specified  by  Dr.  Dodd.  (4)  Dr. 
Dodd  shall  send  quarterly  reports  of  the  respondent’s  prog- 
ress to  the  Board  of  Medical  Examiners  and  shall  promptly 
report  any  violation  of  probation  by  the  respondent  to  the 
Board  of  Medical  Examiners.  The  respondent  is  admonished 
that  the  failure  to  comply  with  the  terms  of  his  probation 
shall  be  grounds  for  further  disciplinary  action  by  the  Board 
of  Medical  Examiners. 

Richard  W.  Spore,  M.D. — The  respondent  was  charged 
as  follows:  The  respondent  has  engaged  on  the  alleged  occa- 
sions, or  at  other  times,  in  a course  of  conduct  subjecting  him 
to  disciplinary  action  which  is  exemplified  by  the  following: 
In  1987  the  respondent  opened  a practice  in  Chattanooga  and, 
in  a short  time,  began  writing  a large  volume  of  Schedule  II 
prescriptions.  The  respondent’s  pattern  of  prescribing  was  not 
for  a legitimate  medical  purpose  and  not  in  the  course  of 
professional  practice,  as  evidenced  by  his  prescribing  the  drug 
Preludin  to  his  patients  in  the  following  fashion:  writing  Pre- 
ludin  for  most  of  his  first-time  patients;  prescribing  a Sched- 
ule II  medication  without  the  benefit  of  an  appropriate  ex- 
amination or  diagnostic  testing;  indiscriminately  prescribing 
Preludin  to  just  about  anyone  who  ever  came  in  the  office; 
issuing  such  a large  number  of  Preludin  prescriptions,  such  as 
200  prescriptions  in  six  weeks,  when  he  knew  or  should  have 
known  that  a significant  number  of  his  patients  were  abusers 
of,  or  addicted  to.  Schedule  II  or  other  drugs;  taking  no  steps 
to  weed  out  addicts  from  his  patients  when  he  knew,  or  should 
have  known,  that  his  prescribing  of  Preludin  was  attracting 
patients  who  were  drug  addicts  or  abusers. 

The  Board  accepted  an  agreed  order  as  follows:  That  the 
license  of  the  respondent  shall  be  placed  on  probation  for  a 
period  of  two  years  with  the  following  conditions:  (1)  The 
respondent's  probation  shall  be  supervised  by  Board  consult- 
ant, Dr.  David  Dodd.  (2)  The  respondent  shall  enter  into 
professional  counseling  that  shall  be  approved  by  Dr.  Dodd. 
The  respondent’s  counselor  shall  send  quarterly  reports  of 
the  respondent’s  progress  to  Dr.  Dodd.  The  respondent  shall 
further  meet  for  counseling  with  Dr.  Dodd  upon  Dr.  Dodd’s 
request.  (3)  The  respondent  shall  attend  and  complete  con- 
tinuing medical  education  as  specified  by  Dr.  Dodd.  (4)  The 
respondent  shall  submit  to  psychiatric  evaluation  by  psychia- 
trist specified  by  Dr.  Dodd.  (5)  The  respondent  shall  keep  a 
complete  log  of  all  scheduled  drugs  that  he  prescribes.  Said 
log  shall  be  available  for  inspections  by  investigators  of  the 
Health  Related  Boards.  (6)  Dr.  Dodd  shall  send  quarterly 
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reports  of  the  respondent’s  progress  to  the  Board  of  Medical 
Examiners  and  shall  promptly  report  any  violation  of  proba- 
tion by  the  respondent  to  the  Board  of  Medical  Examiners. 
The  respondent  is  admonished  that  the  failure  to  comply  with 
the  terms  of  his  probation  shall  be  grounds  for  further  disci- 
plinary action  by  the  Board  of  Medical  Examiners. 

David  J.  Silas,  Sr.,  M.D. — The  respondent  was  charged 
as  follows:  The  respondent  has  engaged  on  the  alleged  occa- 
sions, or  at  other  times,  in  a course  of  conduct  subjecting  him 
to  disciplinary  action  which  is  exemplified  by  the  following: 
The  respondent  was  disciplined  by  the  Board  in  1982  for  ad- 
diction to  narcotics  and,  consequently,  was  fully  aware  of  the 
disciplinary  consequences  of  abusing  controlled  substances  and 
yet  engaged  in  the  following  subsequent  conduct:  in  1986  he 
again  began  using  and  abusing  narcotics;  practicing  medicine 
while  in  an  impaired  state;  while  working  in  a professional 
capacity  with  addicts  who  were  undergoing  treatment,  he  be- 
gan to  write  them  prescriptions  so  that  they  could  abuse  nar- 
cotics; contributed  to  the  addiction  of  patients  to  whom  he 
was  charged  with  treating  for  addiction. 

The  Board  accepted  an  agreed  order  as  follows:  The  re- 
spondent shall  be  placed  on  probation  for  a period  of  two 
years  with  the  following  conditions  of  probation:  (1)  The  re- 
spondent’s probation  shall  be  supervised  by  Board  consul- 
tant, Dr.  David  Dodd.  (2)  The  respondent  shall  maintain  a 
contract  with  the  TMA  Impaired  Physician  Program  for  a pe- 
riod of  two  years  and  shall  abide  by  all  conditions  imposed 
by  said  contract.  (3)  The  respondent  shall  not  prescribe,  dis- 
pense or  order  any  Schedule  II  medications.  (4)  Dr.  Dodd 
shall  submit  quarterly  reports  to  the  Board  of  Medical  Ex- 
aminers reflecting  the  respondent’s  status  and  progress.  (5) 
The  respondent  is  advised  that  the  failure  to  adhere  to  the 
terms  of  his  probation  shall  be  grounds  for  further  discipli- 
nary action  by  the  Board  of  Medical  Examiners. 

David  Cawood,  M.D. — The  respondent  was  charged  as 
follows:  The  respondent  has  engaged  on  the  alleged  occa- 
sions, or  at  other  times,  in  a course  of  conduct  subjecting  him 
to  disciplinary  action  which  is  exemplified  by  the  following: 
The  respondent  has  been  prescribing  Phenobarbital  and 
Meprobamate,  and  Tylenol  with  Codeine  #4,  for  himself  in 
a pattern  that  was  not  in  the  course  of  professional  practice 
as  evidenced  by  the  following:  issuing  prescriptions  for  him- 
self for  scheduled  substances  and  thereby  violating  the  stand- 
ard of  professional  objectivity  that  is  requisite  when  a physi- 
cian is  prescribing  drugs  which  have  the  propensity  for  harm 
or  addiction;  taking  the  above  said  drugs  in  amounts  that  could 
lead  to  abuse  or  dependence;  issuing  prescriptions  not  for  a 
legitimate  medical  purpose  because  they  were  not  to  treat 
one  of  his  patients  but  for  his  own  personal  use;  leading  in- 
vestigators to  believe  that  he  was  no  longer  writing  prescrip- 
tions for  himself  and  then  continuing  to  do  so. 

The  Board  accepted  an  agreed  order  as  follows:  (1)  The 
respondent's  privileges  to  write  prescriptions  for  scheduled 
drugs  shall  be  revoked  and  the  respondent  shall  surrender  his 
DEA  Certificate  to  the  Drug  Enforcement  Administration. 
(2)  The  respondent  is  advised  that  the  failure  to  comply  with 
the  terms  of  this  order  shall  be  grounds  for  further  discipli- 
nary action  against  the  license  of  the  respondent  by  the  Board 
of  Medical  Examiners. 

Winborn  B.  Willingham,  Jr.,  M.D. — The  respondent  was 
charged  with  the  following:  The  respondent  has  engaged  on 
the  alleged  occasions,  or  at  other  times,  in  a course  of  con- 
duct subjecting  him  to  disciplinary  action  which  is  exempli- 
fied by  the  following:  For  the  past  ten  or  so  years  the  re- 
spondent has  been  self-prescribing  the  controlled  substances 
Fiorinal,  Dexedrine,  and  Doriden  in  a pattern  that  was  not 
for  a legitimate  medical  purpose  or  in  the  course  of  profes- 
sional practice,  as  evidenced  by  the  following:  issuing  pre- 
scriptions to  himself  for  scheduled  substances  and  thereby  vi- 
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dating  the  standard  of  professional  objectivity  that  is  requisite 
when  a physician  is  prescribing  drugs  which  have  propensity 
for  abuse  or  addiction;  prescribing  scheduled  drugs  to  himself 
in  inappropriate  amounts  and  over  an  inexcusable  length  of 
time;  failing  to  obtain  the  concurrence  of  any  medical  spe- 
cialists for  his  course  of  self-treatment.  As  a result  of  his  self- 
prescribing. the  respondent  has  become  habituated  or  de- 
pendent to  the  above  referenced  scheduled  medications  as  is 
evidenced  by  his  being  unable  to  do  without  the  drugs  and 
by  his  stated  intent  to  continue  taking  the  substances. 

After  hearing  evidence  to  support  the  charges,  the  Board 
found  him  guilty  and  voted  unanimously  to  revoke  his  li- 
cense. 

Otis  Strong,  M.D. — Hearing  from  Dr.  Strong  was  contin- 
ued with  the  following  conditions:  The  respondent.  Otis 
Strong.  M.D.,  shall  not  engage  in  the  practice  of  medicine 
while  this  matter  is  pending  until  written  proof  is  submitted 
that  he  is  practicing  medicine  under  the  strict  supervision  of 
a licensed  physician  in  good  standing  with  the  Board  of  Med- 
ical Examiners.  The  above  supervising  physician  shall  notify 
the  Board  of  Medical  Examiners  in  writing  that  he  or  she  will 
assume  the  role  of  supervising  Dr.  Strong  and  be  accountable 
to  the  Board  of  Medical  Examiners  for  the  proper  supervi- 
sion of  Dr.  Strong's  practice  of  medicine.  Should  the  re- 
spondent engage  in  the  practice  of  medicine  in  a manner  which 
is  not  in  compliance  w'ith  this  order,  the  Board  places  the 
respondent  on  notice  that  such  conduct  will  be  considered 
grounds  for  the  summary  suspension  of  his  license. 

George  McElrov,  M.D. — By  agreement  of  the  parties  the 
matter  was  continued  at  the  request  of  counsel  for  the  re- 
spondent. Until  this  matter  comes  to  hearing,  the  respondent 
is  directed  to  suspend  the  issuance  of:  all  Schedule  II  pre- 
scriptions; all  prescriptions  for  any  anorexic  drugs:  all  other 
prescriptions  for  scheduled  drugs  except  those  written  in  lim- 
ited quantities  for  limited  periods.  The  case  is  removed  from 
the  May  30-31.  1989  docket  and  is  to  be  set  on  a date  agreed 
to  by  the  parties  or  in  the  absence  of  an  agreement,  by  the 
administrative  law  judge  assigned  to  hear  the  matter. 

Renfro  Baird,  M.D. — Hearing  continued. 

James  F.  Allbritten,  M.D. — Since  the  respondent  has  en- 
tered into  a drug  treatment  program,  this  matter  was  contin- 
ued and  not  reset  for  hearing  until  the  respondent  shall  com- 
plete his  treatment.  Should  the  respondent  leave  treatment 
against  medical  advice,  this  matter  will  be  immediately  placed 
on  the  contested  case  docket. 

William  K.  Emerson,  M.D. — At  the  request  of  the  parties 
the  above-styled  matter  was  continued  in  order  for  the  re- 
spondent to  enter  into  an  inpatient  drug  treatment  program 
to  be  designated  by  Dr.  David  Dodd  of  the  TMA  Impaired 
Physician  Program.  Should  the  respondent  fail  to  enter  into 
or  complete  a treatment  program,  the  Board  will  consider 
taking  action  to  summarily  suspend  the  respondent's  license 
until  a hearing  can  be  scheduled. 

M.B.  Knight,  Jr.,  M.D. — The  respondent  was  charged  with 
the  following:  The  respondent  prescribed  addicting  controlled 
substances,  such  as  Tylox.  to  patients  he  knew  or  should  have 
known  were  drug  abusers  or  addicts.  The  respondent  inap- 
propriately and  improperly  prescribed  controlled  substances 
for  musculoskeletal  pain.  The  respondent  prescribed  con- 
trolled substances  in  a manner  that  w'as  not  for  a legitimate 
medical  purpose  and  in  a fashion  that  contributed  to  a pa- 
tient's addiction.  The  respondent  prescribed  controlled  sub- 
stances to  his  patients  without  first  conducting  a physical  ex- 
amination or  diagnostic  test  to  evaluate  the  patients'  medical 
position. 


The  Board  accepted  an  agreed  order  as  follows:  (1)  The 
respondent's  privileges  to  write  prescriptions  for  scheduled 
drugs  shall  be  restricted  to  the  issuance  of  prescriptions  for 
controlled  substances  only  in  the  Schedule  III  and  IV  cate- 
gory. (2)  The  respondent  shall  in  a timely  manner  complete 
continuing  medical  education  that  shall  be  assigned  by  Dr. 
David  Dodd  of  the  Tennessee  Medical  Association.  (3)  The 
respondent’s  license  shall  be  placed  in  a probationary  status 
for  a period  of  two  years.  The  respondent  is  advised  that  the 
failure  to  comply  with  the  terms  of  this  order  shall  be  grounds 
for  further  disciplinary  action  against  the  license  of  the  re- 
spondent by  the  Board  of  Medical  Examiners. 

Robert  Blaine,  M.D. — Since  the  parties  in  the  above-stvled 
matter  have  resolved  this  case  informally,  and  no  further  ac- 
tion is  necessary  by  the  Board  of  Medical  Examiners,  the 
matter  is  hereby  dismissed. 

Hal  Henderson.  M.D. — The  case  was  continued  at  the  re- 
quest of  counsel  for  the  respondent.  At  the  request  of  coun- 
sel for  the  Medical  Board,  the  respondent  is  ordered  to  sub- 
mit to  a psychiatric  evaluation  by  the  Department  of 
Psychiatry.  University  of  Tennessee  at  Memphis  to  determine 
the  respondent's  fitness  to  practice  medicine.  Should  counsel 
for  the  respondent  object  to  this  evaluation,  he  shall  notify 
the  undersigned  within  ten  days  of  receipt  of  this  order. 

Other  Business 

Request  for  Reinstatement  of  DEA  Certificate — Floyd 
Reed,  M.D. — The  Board  voted  to  reinstate  the  DEA  certifi- 
cate with  the  following  stipulations:  During  said  probation 
period,  when  DEA  privileges  are  restored,  respondent  shall 
furnish  the  Board  Secretary  at  the  end  of  each  month  during 
said  probationary  period,  copies  of  each  prescription  w-ritten 
or  prescribed  by  respondent  for  controlled  substances.  Fur- 
ther. respondent  shall  keep  a log  book  which  shall  accurately 
reflect  each  administration  or  dispensing  of  controlled  sub- 
stances to  patients  for  the  Board  or  its  authorized  represen- 
tatives. Failure  of  said  log  book  records  to  correspond  accu- 
rately with  222  DEA  order  forms,  with  which  the  respondent 
has  ordered  controlled  substances  during  said  period,  shall  be 
prima  facie  evidence  that  respondent  has  failed  to  comply 
w!ith  the  record  keeping  terms  of  this  order. 

Request  for  Lifting  of  Probation — Jerry  Slay,  M.D. — The 
Board  voted  to  lift  probation. 

George  Gordon  gave  a report  on  the  Investigative  cases. 
There  are  287  open  cases  and  110  cases  that  have  been  closed 
in  1988  and  1989. 

There  being  no  further  business,  the  meeting  adjourned 
at  6:00  PM.  , 
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A continuifKi  medical , 

IIIlH cdiKotion  opportunljk/ 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  I credit  toward  the 
AMA  Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  coritact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel. (615)  327-6235. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 


Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 


Oct.  6-7 
Oct.  13-14 
Oct.  15-18 

Oct.  18-21 
Nov.  1-13 
Nov.  10-1 1 
Nov.  16-18 

Dec.  1-2 


Dec.  2-3 


The  Co2  Laser  in  Gynecologic  Surgery 
Pediatric  Advanced  Life  Support  Workshop 
Mathematical  Models  in  Experimental  Nu- 
trition— Gatlinburg 

Computers  in  Anesthesia  X — New  Orleans 
Diving  Medicine — South  Coral  Sea 
The  Co2  Laser  in  Gynecologic  Surgery 
Lasers  in  Otolaryngology — Head  and  Neck 
Surgery  Workshop 

Annual  High  Risk  Obstetric  Seminar  and 
Everett  M.  Clayton — John  Zelenik  Memo- 
rial Lecture 

Annual  Update  in  Anesthesiology/Ben  jamin 
Howard  Robbins  Memorial  Lecture 


Lor  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine,  CCC- 
5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


UNIVERSITY  OF  TENNESSEE 
Continuing  Education  Schedule 

Memphis 


Oct. 

13-14 

College  of  Medicine  Alumni  Weekend 

Oct. 

20 

Pediatric  Pharmacokinetics 

Nov. 

2-4 

New  Approaches  to  Common  Problems 

Nov. 

4-11 

Advances  in  Medicine — Bermuda 

Dec.  8-10 

8th  Annual  Gynecological  Surgery  Seminar 

Jan. 

27-Feb.  3 

Medicine  Review  ’90 

Feb. 

8-10 

Prostate  Cancer 

Feb. 

24-25 

Radiology  Seminar 

March  10-16 

23rd  Annual  Review  Course  for  the  Family 

Physician 

March  28- 

Critical  Care  Medicine  Conference — Hot 

April  1 

Springs,  Ark. 

May  3-4 

Update  ’90 

Knoxville 

Oct. 

9-11 

9th  Annual  Smoky  Mountain  Seminar  in 
Obstetrics  and  Gynecology — Gatlinburg 

Oct. 

13-15 

2nd  Annual  Metabolic  Support  and  Man- 
agement of  the  Critically  111  Patient  Confer- 
ence— Asheville,  N.C. 

Oct. 

22-24 

Practical  Otolaryngology  for  the  Primary 
Care  Physician — Gatlinburg 

Nov. 

2-3 

Perinatal  Update  1989 — Gatlinburg 

Nov. 

9-10 

6th  Annual  Alzheimer’s  Disease  Symposium 

Nov. 

16 

Diabetes  Symposium 

Nov. 

17-18 

Symposium  on  Problematic  Wound  Heal- 
ing— Gatlinburg 

Chattanooga 

Oct. 

5-6 

Infectious  Diseases 

Oct. 

19-21 

Critical  Care  Medicine 

Feb. 

17-24 

Topics  in  Medicine — Maui,  Hawaii 

April  17-21 

Infectious  Diseases — St.  Thomas,  Virgin 

Islands 

May 

3-4 

Emergency  Medicine 

May 

30- June  3 

Family  Medicine  Review 
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Portal  Vein  Injuries : 

Case  Report  and  Review  of 
Operative  Treatment  Options 

L.  N.  WILLIAMS,  M.D.;  L.  H.  VU,  B.S.;  W.  BRAGG,  B.S.; 
W.  L.  WEAVER,  M.D.;  and  E.  L.  HOOVER,  M.D. 


Introduction 

Abdominal  venous  injuries  are  associated  with 
a 50%  mortality  rate,  and  the  majority  of  pa- 
tients exsanguinate  enroute  to  the  hospital.1  When 
the  portal  vein  is  involved  the  mortality  ap- 
proaches 70%  due  to  associated  injuries  and  dif- 
ficulty in  controlling  the  bleeding.2  Fortunately, 
traumatic  portal  vein  injuries  are  rare,  with  few- 
er than  200  cases  having  been  reported  over  the 
past  30  years,  including  a series  of  46  patients 
reported  by  Ivatory  in  1987. 3 We  present  a pa- 
tient who  sustained  a stab  wound  injury  to  the 
left  branch  of  the  portal  vein  successfully  treated 
by  ligation,  and  review  intraoperative  manage- 
ment options  in  patients  with  this  potentially  le- 
thal disorder. 

Case  Report 

A 31 -year-old  man  was  driven  to  the  emergency  room  by 
a friend  after  sustaining  a stab  wound  to  the  abdomen.  The 
patient  arrived  with  a systolic  blood  pressure  of  40  mm  Hg 
and  a pulse  of  137/min.  He  was  rapidly  resuscitated  with  4 
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liters  of  lactated  Ringer’s  solution  and  responded  with  a blood 
pressure  of  120/60  mm  Hg  and  a pulse  of  130/min.  A central 
line,  nasogastric  tube,  and  foley  catheter  were  placed  without 
evidence  of  gross  blood.  The  abdominal  examination  dem- 
onstrated a 3-cm  midline  epigastric  laceration  3 cm  below  the 
xvphoid  process  without  signs  of  peritoneal  irritation.  Rectal 
examination  showed  no  evidence  of  gross  bleeding  but  was 
guaiac  positive.  Preoperative  hemoglobin  and  hematocrit  were 

11.7  gm/dl  and  33.9%  respectively.  At  laparotomy  the  pa- 
tient had  massive  hemoperitoneum.  a 3-  to  4-cm  laceration 
of  the  medial  border  of  the  right  lube  of  the  liver,  and  a 
laceration  of  the  left  branch  of  the  portal  vein.  The  proce- 
dure performed  was  an  exploratory  laparotomy,  cholecystec- 
tomy, and  attempted  repair  of  the  left  branch  of  the  portal 
vein.  The  injury  was  inaccessible  for  repair,  and  the  vessel 
was  ligated.  Closed  drainage  was  instituted  because  of  the 
liver  laceration,  which  was  not  bleeding  and  therefore  not 
sutured.  The  patient  received  5 units  of  PRBCs  and  2 units 
of  FFP.  The  postoperative  hemoglobin  and  hematocrit  were 

14.8  gm/dl  and  43%  respectively;  prothrombin  time  was  14.6 
seconds  and  the  partial  thromboplastin  time  was  29  seconds. 
The  patient  was  discharged  on  the  ninth  postoperative  day. 
Liver  function  studies  were  normal  at  discharge  and  after  12 
months  of  follow-up. 

Discussion 

In  deference  to  modern  progress  in  surgical 
therapy  for  major  abdominal  vascular  trauma,  the 
mortality  from  portal  vein  injuries  remains  very 
high.  Repair  of  such  injuries  is  often  very  diffi- 
cult because  of  the  protected  location  of  the  vein 
in  the  portal  triad.  This  location  frequently  pro- 
tects it  from  injury  but  presents  the  surgeon  with 
a very  difficult  task  when  attempting  to  gain  ad- 
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equate  exposure  and  control  of  hemorrhage  when 
injury  does  occur. 

In  order  to  increase  the  survival  rate  in  these 
patients,  adequate  and  proper  management  must 
begin  immediately  on  presentation  to  the  emer- 
gency care  facility  with  the  placement  of  several 
large  bore  venous  catheters,  a CVP  line,  naso- 
gastric tube,  and  foley  catheter.  In  1986,  Wien- 
cek  and  Wilson1  reviewed  the  cases  of  105  pa- 
tients who  had  138  major  intra-abdominal  venous 
injuries  over  a four-year  period,  with  an  overall 
mortality  rate  of  54%.  The  portal  venous  system 
was  involved  in  31  of  the  injuries,  with  a 50% 
mortality,  compared  to  a 54%  mortality  for  the 
entire  group.  They  found  that  admission  blood 
pressures,  duration  of  shock,  and  the  initial  blood 
pressure  at  surgery  correlated  directly  with  mor- 
tality. 

Once  in  the  operating  room  the  major  prob- 
lem is  gaining  adequate  exposure  for  control  of 
hemorrhage  and  identification  of  injuries.  In 
1979,  Peterson  et  al4  recommended  medial  re- 
flection of  the  mesentery  of  the  small  bowel  and 
right  colon  to  maximize  exposure  of  the  portal 
vein.  The  lateral  attachments  of  the  cecum  and 
ascending  colon  are  divided  and  the  right  half  of 
the  colon  and  mesentery  of  the  small  bowel,  in- 
cluding the  superior  mesenteric  vessels,  are  mo- 
bilized upwards  and  medially.  Once  exposure  is 
adequate,  there  are  several  options  for  repair, 
depending  upon  the  nature  of  the  injury  and  the 
stability  of  the  patient.  The  procedure  of  choice 
is  primary  repair  of  the  portal  vein.  Other  meth- 
ods include  end-to-end  anastomosis,  graft  inter- 

TABLE 1 

COMMON  POSTOPERATIVE  COMPLICATIONS 
FOLLOWING  PORTAL  VEIN  INJURY 

Pulmonary 

Pneumonia 

Atelectasis 

Infection 

Intra-abdominal  abscesses 
Sepsis 
Wound 
Organ  failure 

Acute  renal  failure 
ARDS 

Miscellaneous 

Gl  fistula,  postoperative  hemorrhage, 
pancreatitis,  evisceration 
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position,  superior  mesenteric  vein  to  splenic  vein 
anastomosis,  ligation  of  the  portal  vein  with  por- 
to-systemic  shunt,  and  ligation  of  the  portal  vein 
alone.5 

In  1979,  Pachter  et  al2  reported  that  portal  vein 
ligation  was  safely  tolerated  in  80%  (5/6)  of  pa- 
tients who  were  treated  in  this  manner  because 
of  hemodynamic  instability  or  a non-reconstruct- 
able  injury.  They  concluded  that,  in  a hemody- 
namically  unstable  patient,  or  a patient  with  a 
non-reconstructible  injury,  ligation  was  the  pro- 
cedure of  choice.  When  this  technique  is  em- 
ployed, they  recommended  a second  look  oper- 
ation in  24  to  48  hours  to  examine  bowel  viability. 
We  elected  not  to  reexplore  our  patient  because 
he  was  clinically  stable,  and  his  blood  chemistries 
were  normal.  Postoperative  complications  are 
multiple,  and  are  usually  related  to  associated  in- 
juries (Table  1).  A less  common  but  important 
manifestation  of  portal  vein  injury  is  retroperi- 
toneal hematoma.  In  1985,  Costa  and  Robbs6  re- 
viewed 106  consecutive  cases  in  which  a retro- 
peritoneal hematoma  was  found  at  laparotomy  for 
penetrating  trauma  over  a two-year-period.  The 
hematomas  were  divided  into  three  categories 
previously  described  by  Blaisdell  and  Trunkey7; 
type  I (central),  type  II  (flank),  and  type  III 
(pelvic).  Twenty-two  patients  (20.7%)  had  type 
I hematomas,  as  was  the  case  in  our  patient,  but 
only  two  of  these  were  secondary  to  portal  vein 
injury. 

In  summary,  portal  vein  injuries  continue  to 
carry  a 50%  mortality  despite  aggressive  resusci- 
tation and  early  surgical  intervention.  In  order  to 
decrease  the  mortality  rate  from  portal  vein  in- 
jury alone,  to  the  exclusion  of  associated  inju- 
ries, one  needs  to  determine  very  early  the  ex- 
tent of  the  injury.  Venorrhaphy  is  the  procedure 
of  choice,  but  ligation  is  generally  well  tolerated 
for  irreparable  injuries.  The  need  for  a second 
look  procedure  remains  indeterminate,  and 
should  be  based  primarily  on  the  clinical  condi- 
tion of  the  patient.  r s’ 
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Four  Organ  Donation  Profiles: 
West  Tennessee  Survey  Results 

AUBREY  M.  KELLER 


Introduction 

Organ  transplantation  may  be  thought  of  as  a 
societal  problem.  In  1971,  Simmons  and 
Simmons1  viewed  organ  transplantations  as  a 
classic  example  of  cultural  lag,  specifically  a lag 
between  medical  organization  and  communica- 
tion, a lag  between  finances  and  the  means  for 
allocating  them,  and  a lag  between  norms  and 
the  selection  of  donor  patients  and  recipients. 

The  problem  area  would  appear  to  invite  ex- 
tensive sociological  and  medical  research,  yet  a 
literature  search  revealed  a relatively  small  num- 
ber of  articles  stressing  beliefs,  attitudes,  and 
values.* *  Delmar-McClure2  found  that  family  re- 
lationships and  beliefs  about  the  dead  can  seri- 
ously affect  the  adjustment  of  organ  recipients. 
Exploration  of  the  decision-making  process 
whereby  family  members  do  or  do  not  donate  an 
organ  has  been  made  by  Simmons,  Klein,  and 
Thornton.3  Among  blacks,  Callendar  et  al4  found 
that  lack  of  knowledge  about  organ  transplanta- 
tion, lack  of  communication  between  blacks  and 
the  medical  community,  religious  beliefs,  and  be- 
liefs about  death  and  racism  were  factors  affect- 
ing organ  donation.  Cleveland5-6  has  found  dif- 
ferences in  attitudes  between  donors  and 
nondonors  and  that  those  attitudes  change  over 
time. 


From  the  Department  of  Sociology/Anthropology.  University  of 
Tennessee  at  Martin. 

Reprint  requests  to  Department  of  Sociology/Anthropology,  Uni- 
versity of  Tennessee  at  Martin.  Martin.  TN  38238  (Mr.  Keller). 

*A  literature  search  based  upon  the  following  computer  searches 
was  made:  Sociological  Abstracts  from  1963  through  April  1986  using 
organ  transplant  truncated  to  give  any  ending;  Psychological  Abstracts 
from  1963  through  April  1986  using  organ  transplant  and  social  val- 
ues, attitudes,  and  decision-making;  the  MEDLINE  database  for  1980 
through  December  1985  using  organ  transplantation;  Public  Affairs 
Information  Services  from  1972  through  April  1986  using  transplan- 
tation of  organs,  tissues,  etc. 

tThese  were  full-time  nurses  taking  night  courses  for  additional 
college  credits.  Participants  involved  in  forming  the  questionnaire  were 
the  author,  Joann  Barrett,  Shelba  Hastings,  Joyce  Hudgins,  Thomas 
Johnson.  Debbie  Maddin,  and  Anita  Guarino. 


Given  continuing  developments  in  organ 
transplantation,  it  is  imperative  to  understand 
public  perception  of  the  process.  This  paper  de- 
scribes and  explores  attitudes  and  beliefs  about 
organ  donation  from  respondents  in  West  Ten- 
nessee. 

Method 

The  27-item  survey  instrument  used  here  was 
developed  by  a group  of  six  medical  personnel 
and  a professor  of  sociology/  Subjects  were  ob- 
tained in  two  different  ways.  First,  in  a snowball 
sampling  manner  each  person  asked  ten  respon- 
dents (including  self)  from  among  family,  friends, 
and  colleagues  at  work  to  fill  out  the  survey  in- 
strument. By  mid-December  1985,  sixty  respon- 
dents had  completed  the  questionnaire.  Second, 
during  the  summer  of  1986,  eighty-five  addition- 
al respondents  were  obtained  from  classes  on  the 
UTM  campus. 

Analysis  of  the  data  was  made  by  using  an 
IBM  computer  and  programs  from  the  Statistical 
Package  for  the  Social  Sciences.7  Descriptions  of 
the  respondents  were  obtained  by  the  use  of  fre- 
quency data.  Associations  between  certain  vari- 
ables were  explored  by  use  of  the  chi-square  test 
with  a .05  significance  level.  Preliminary  data 
analysis  was  used  to  form  four  profiles  to  further 
enhance  data  organization  and  interpretation. 

Findings 

Frequency  data  were  obtained  with  respect  to 
sex,  marital  status,  education,  race,  age,  income, 
number  of  children,  and  occupation.  Sex  ratio  for 
the  study  was  67  as  compared  to  a national  sex 
ratio  of  95. 8 With  respect  to  marital  status,  the 
never  married  were  overrepresented  and  the 
married  underrepresented  in  terms  of  the  nation- 
al pattern.9  Education  of  the  respondents  ap- 
proximated national  figures  for  education  in 
1980. 10  Categorization  of  respondents  by  race 
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paralleled  the  racial  composition  of  the  country 
as  a whole.10  For  this  study  there  were  84% 
whites,  14%  blacks,  and  2%  “other.”  Over  50% 
were  age  18  to  25,  earned  under  $10,000  per  year, 
and  had  no  children. 

Organ  Procurement  Profile 

The  “organ  procurement  profile”  is  made  up 
of  patterns  associated  with  the  signing  or  not 
signing  of  an  organ  donation  card;  four  factors 
were  statistically  associated.  Blacks  were  less 
likely  than  whites  to  have  signed  an  organ  dona- 
tion card;  in  this  sample,  no  blacks  had  signed  a 
card,  whereas  one-third  of  the  whites  had.  Those 
18  to  25  were  less  likely  than  those  26  to  45  to 
have  signed  a donor  card;  the  46  to  55  year  olds 
matched  the  pattern  of  the  18  to  25  year  olds. 
Those  56  to  65  were  more  likely  to  have  signed 
a card  than  not,  but  none  over  65  had  signed  a 
card.  Those  who  had  signed  a card  were  more 
likely  than  those  who  had  not  to  have  consulted 
with  family. 

The  rank  order  of  criteria  for  deciding  who  gets 
an  organ  was  the  same  for  those  who  signed  or 
had  not  signed  an  organ  donation  form.  There 
were,  however,  some  significant  variations  with- 
in the  overall  ranking.  Having  signed  or  not 
signed  a form  was  significantly  related  to  the  first- 
come,  first-serve  criterion.  Sixty-four  percent  of 
those  who  had  signed  a card  ranked  “first- 
come  ...”  as  second,  whereas  40%  of  those  who 
had  not  signed  ranked  “first-come  ...”  as  sec- 
ond. Approximately  23%  of  those  who  had  not 
signed  ranked  “first-come  . . as  third,  but  only 
9.5%  of  those  who  had  signed  ranked  it  third. 
Although  not  statistically  significant,  two  other 
factors  showed  strong  differences  in  ranking  of 
criteria  for  obtaining  an  organ.  Those  criteria 
were  the  “doctor’s  opinion”  and  one’s  “social 
position.”  Of  those  who  signed  a donor  card,  al- 
most 70%  ranked  doctor’s  opinion  third  in  decid- 
ing who  should  receive  an  organ.  Those  who  had 
not  signed  a card  had  less  consensus  in  their 
ranking.  They  ranked  doctor  more  often  as  sec- 
ond or  fourth,  although  most  ranked  doctor  as 
third.  “Position”  was  more  likely  to  be  ranked 
third  by  those  who  had  not  signed  a donor  card 
than  by  those  who  had.  “Position”  was  ranked 
fifth  more  often  by  those  who  had  signed  a card 
than  by  those  who  had  not  signed.  Wealth  and 
health  of  a potential  recipient  were  not  signifi- 
cantly related  to  signing  an  organ  donation  card. 
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By  accentuating  the  patterns  of  difference  be- 
tween those  who  signed  an  organ  donor  card  and 
those  who  had  not,  a general  profile  of  organ 
procurement  is  possible  (Table  1). 

Family  Counseling  Profile 

Counseling  prospective  organ  donors  can  be 
more  effective  if  the  counselor  knows  whether  or 
not  the  family  has  been  consulted.  In  this  study 
men  were  less  likely  than  women,  blacks  were 
less  likely  than  whites,  and  those  who  had  not 
signed  a donor  card  were  less  likely  than  signers 
to  have  consulted  with  family.  Although  not  sta- 
tistically significant,  responses  show  that  those 
with  over  15  years  of  formal  education  were  less 
likely  to  consult  with  family  than  those  with  less 
education.  With  respect  to  criteria  for  deciding 
who  gets  an  organ,  those  who  had  consulted 
tended  to  rank  “first-come,  first-serve”  as  sec- 
ond, whereas  those  who  had  not  consulted  had  a 
more  dispersed  ranking  of  “first-come,  first- 
serve”  as  first,  second,  or  third.  A dispersed 
ranking  on  a criterion  indicates  a lack  of  consen- 
sus. This  lack  of  consensus  appears  to  be  a pat- 
tern for  the  rankings  of  “recipient’s  health,”  “re- 
cipient’s position,”  and  “doctor’s  opinion”  as 
well.  When  presented  with  the  question  of  treat- 
ment of  a potential  organ  donor,  those  who  had 
not  consulted  with  their  family  were  more  likely 
to  indicate  they  “did  not  know.” 

By  accentuating  the  patterns  of  variables  as- 
sociated with  consulting/not  consulting  the  fami- 
ly, a family  counseling  profile  (Table  2)  is  possi- 
ble. The  rank  order  of  criteria  for  deciding  who 
should  get  an  organ  is  the  same  for  those  who 
had  consulted  with  family  and  those  who  had  not. 
The  difference  is  not  in  overall  ranking  but  in  the 
consensus  of  ranking  within  a particular  category 
of  respondents.  For  example,  64%  of  those  who 
had  “consulted  family”  ranked  “first-come”  as 
second,  whereas  only  34%  ranked  it  second 


TABLE  1 

ORGAN  PROCUREMENT  PROFILE 


Signed  Organ  Consulted  Criteria 

Donation  Card  Race  Age  With  Family  For  Deciding 

Yes  White  >25<65  Yes  More  consensus 

>45<55  on  all  criteria 

No  Black  <25>65  No  Less  consensus 

on  1st  come 
position,  doctor 
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TABLE  2 

FAMILY  COUNSELING  PROFILE 


Signed 

Rank 

Treatment 

Consulted 

Donor 

of 

of 

Family 

Sex 

Education* 

Race 

Card 

Criteria 

Donor 

Yes 

F 

<15  yrs 

White 

Yes 

Consensus 

Varied 

No 

M 

>15  yrs 

Black 

No 

Less  Consensus 

Don’t  know 

'Not  significant  at  .05  level. 


among  those  who  had  not  consulted  family.  The 
largest  percent  still  ranked  it  second.  Treatment 
of  a potential  donor  had  a variety  of  reactions 
among  both  those  who  had  consulted  family  and 
those  who  had  not  consulted,  but  31%  of  those 
who  had  not  consulted  responded  with  “don’t 
know,”  whereas  10%  of  those  who  had  consult- 
ed responded  with  “don’t  know.” 

Regulation  Profile 

Respondents  were  asked  to  state  their  prefer- 
ence for  either  a supply  and  demand  system  or  a 
governmentally  controlled  system  when  it  came 
to  control  of  the  organ  supply.  As  level  of  edu- 
cation increased,  so  did  the  percent  choosing 
government  regulation.  For  each  age  category, 
except  the  18  to  25  grouping,  there  was  a marked 
preference  for  the  supply/demand  system.  Peo- 
ple in  the  18  to  25  year  age  range  strongly  pre- 
ferred government  control. 

Although  not  statistically  significant,  there  was 
a strong  tendency  for  those  who  were  not  blood 
donors  to  prefer  governmental  control,  whereas 
blood  donors  preferred  supply  and  demand.  Sig- 
nificant differences  were  found  in  the  ranking  of 
criteria  for  deciding  who  gets  an  organ.  Overall, 
those  for  government  control  ranked  “doctor’s 
opinion”  as  number  two,  whereas  those  for  sup- 
ply/demand ranked  it  fourth.  The  highest  per- 
centage for  each  of  governmental  control  and 
supply/demand  ranked  “doctor's  opinion”  num- 
ber three.  “Health”  of  the  organ  recipient  was 
most  often  ranked  number  one  as  a decision- 
making criterion  by  those  in  favor  of  government 
control.  Ranking  of  the  health  criterion  was  dis- 
tributed more  between  ranks  of  one  and  two  by 
respondents  preferring  a supply/demand  control. 
The  most  noticeable  difference,  however,  was  in 
rankings  of  first  and  third.  A higher  percent  of 
respondents  for  supply/demand  ranked  “first- 
come  ...”  first  than  did  respondents  for  govern- 
ment control.  Government  control  respondents 


ranked  “first-come  ...”  third  by  a much  higher 
percentage  than  did  those  for  a supply/demand 
system.  “Wealth”  received  little  support  from 
either  group  as  a basis  for  decision-making,  but 
supply/demand  appears  to  be  associated  with  less 
consensus  about  the  ranking  of  “wealth,”  than 
does  government  control.  Table  3 is  a regulation 
profile  reflecting  factors  associated  with  one’s 
preference  about  an  organ  control  system. 

Medical  Decision  Assisting  Profile 

The  factors  of  age,  education,  race,  sex,  blood 
donation,  consulting  family,  and  signing  a donor 
card  were  tested  with  respect  to  belief  in  the  use 
of  animal  organs  and  with  respect  to  the  treat- 
ment of  a potential  donor.  Although  none  of  the 
relationships  proved  to  be  significantly  related  to 
approval  of  animal  organs,  the  factors  of  race  and 
blood  donor  showed  percentages  suggestive  of 
possible  patterns.  Whites  were  almost  evenly  di- 
vided on  their  belief  in  the  use  of  nonhuman  or- 


TABLE  3 

REGULATION  PROFILE 


Type  of  Control 


Variable 

Supply/Demand 

Government  Control 

Education 

Lower 

Higher 

Age 

>25  yrs 

18-25  yrs 

Blood  donor* 

Yes 

No 

Wealth*1 

Rank  orders  of  3rd, 

Rank  order  of  5th 

4th  and  5th  most 

most  typical  with  4th 

typical 

next 

Doctort 

More  consensus  on 

More  consensus  on 

rank  order  of  4th 

rank  order  of  2nd 

Healtht 

Rank  orders  of  1st 

More  consensus  on 

and  2nd  most 
typical 

rank  order  of  1st 

First  come  . . ,f 

More  consensus  on 

More  consensus  on 

rank  order  of  1st 

rank  order  of  2nd 

‘Not  significant  at  .05  level. 

tOne  of  five  criteria  ranked  for  deciding  who  gets  an  organ,  with  rank  of  1st 
being  the  most  preferred  criterion  and  rank  of  5th  being  the  least  preferred. 
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gans,  whereas  among  blacks  70%  opposed  their 
use.  Whether  or  not  one  had  donated  blood 
seems  strongly  predictive  of  belief  about  the  use 
of  nonhuman  organs.  Blood  donors  are  more 
likely  to  say  “yes”  to  their  use. 

Treatment  of  a potential  donor  relative  to 
having  consulted  with  family  tested  significant  at 
the  .05  ievel.  Those  who  had  consulted  family 
members  were  more  likely  than  those  who  had 
not  to  reply  that  there  would  be  “no  effect”  on 
the  treatment  of  potential  donors  or  that  they 
would  be  “allowed  to  die.”  The  most  pro- 
nounced difference  between  those  who  had  con- 
sulted family  and  those  who  had  not  involved  the 
“no  answer”  response.  Respondents  who  had  not 
consulted  family  were  more  likely  to  omit  the 
questionnaire  item  about  treatment  of  potential 
organ  donors. 

Tables  4 and  5 form  a medical  decision-mak- 
ing profile.  Responses  to  the  questionnaire  item 
about  treatment  of  a potential  donor  can  be 
grouped  into  positive  and  negative  responses. 
Though  this  process  does  not  produce  any  nota- 
ble pattern  of  differentiation,  one  is  left  with  the 
impression  that  those  who  consulted  with  family 
were  more  likely  than  those  who  had  not  to  ex- 
press their  opinion  about  this  issue.  Information 
about  belief  in  the  use  of  animal  organs  in  hu- 
man subjects  may  be  viewed  in  terms  of  those  in 
favor  of  it  relative  to  those  who  are  not. 

Conclusions 

Signing  an  organ  donation  card  appears  to  be 
influenced  by  social  and  cultural  factors  involv- 
ing race,  age,  family  support,  and  values.  That 
blacks  were  less  likely  than  whites  to  have  signed 
a donor  card  is  similar  to  a finding  by  Callendar4 
that  blacks  were  less  likely  than  whites  to  donate 
kidneys.  Age  appears  to  reflect  a “youth  cul- 
ture” factor  with  respect  to  signing  a donor  card. 
Generally,  those  over  25  but  less  than  65  tended 


TABLE  4 

MEDICAL  DECISION  ASSISTING  PROFILE— PART  1 
Treatment  of 

Potential  Donor  Answer  Consulted  Family 

Positive  Not  consulted  approximated  consulted 

Negative  Not  consulted  approximated  consulted 

None  Not  consulted 
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to  sign  a card;  the  exception  was  for  persons  46 
to  55  years  of  age,  like  those  under  25  who  tend- 
ed not  to  sign  a card.  Organ  donation  may  ap- 
pear as  a threat  to  youthful  status,  and  many 
people  reaching  their  40s  are  viewed  as  trying  to 
regain  that  youthful  status.  Consulting  with  fam- 
ily reflects  group  support  in  signing  a card  and 
choice  of  criteria  for  deciding  who  should  receive 
an  organ  reflects  one’s  values. 

Factors  associated  with  consulting  family  about 
organ  donation  were  similar  to  patterns  involved 
in  signing  an  organ  donation  card.  Those  with 
over  15  years  of  formal  education  tended  not  to 
consult  with  family.  Although  not  statistically 
significant,  this  tendency  suggests  a need  for  more 
research  and  clarification.  That  education  was  not 
more  strongly  associated  with  signing  a donor 
card  and  with  consulting  with  family  would  sug- 
gest the  need  for  further  clarification  about  the 
role  of  education  in  organ  donation. 

Government  control  and  a supply/demand  sys- 
tem are  rather  abstract  concepts.  A lack  of  tech- 
nical knowledge  about  them  may  explain  the 
nearly  even  split  as  to  preference  by  respon- 
dents. If  the  assumption  about  technical  knowl- 
edge is  correct,  then  preference  may  reflect  con- 
fidence or  impressions  about  the  proposed 
systems  for  organ  control,  a component  of  which 
may  be  one’s  perception  about  his  ability  to  in- 
fluence the  preferred  system.  It  is  assumed  that 
most  people  want  to  have  some  control  over  fac- 
tors affecting  their  property  and  lives.  The  find- 
ing that  as  education  level  increased  there  was  a 
greater  preference  for  government  control  seems 
to  support  this  assumption.  Knowledge  of  gov- 
ernment and  of  those  in  government  is  probably 
greater  among  the  more  highly  educated. 

Factors  making  up  the  “Medical  Decision  As- 
sisting Profile”  were  the  least  predictive  of  the 
four  profiles  in  this  report.  The  use  of  nonhuman 
organs  is  so  new  that  respondents  probably  have 
not  attained  sufficient  information  to  develop 
significant  patterns  of  beliefs  and  attitudes  about 


TABLE  5 

MEDICAL  DECISION  ASSISTING  PROFILE— PART  2 


Belief  in  Use  of 

Blood 

Animal  Organs 

Race* 

Donor 

Yes 

White 

Yes 

No 

Black 

No 

'Not  statistically  significant. 
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them.  Responses  about  the  treatment  of  poten- 
tial organ  donors  did  not  show  consensus  about 
a particular  belief.  Those  who  had  consulted  with 
family  had  a variety  of  beliefs,  whereas  those  who 
had  not  consulted  tended  not  to  respond.  This 
pattern  would  seem  to  further  support  the  con- 
tention that  consulting  with  family  shows  fore- 
thought about  organ  donation  issues,  whereas 
others  may  not  yet  have  reflected  upon  them. 

It  was  anticipated  that  being  a blood  donor 
would  be  a predictive  factor,  and  that  it  was  not 
leaves  several  possibilities.  Giving  a replaceable 
part  of  your  body  may  not  incline  one  to  give  a 
nonreplaceable  part,  and  giving  blood  may  be  as- 
sociated with  a variable  not  used  in  the  profiles. 

The  pricing  of  a human  organ  was  not  a pre- 
dictive factor  in  the  profiles  for  this  study.  Since 
there  were  differences  in  the  amount  and  willing- 
ness to  price  an  organ,  one  may  assume  that  or- 
gan pricing  may  be  related  to  certain  variables 
other  than  the  ones  used  in  the  profiles.  Further 
study  about  organ  pricing  would  be  required. 
Approximately  half  of  the  respondents  in  this 


study  placed  a price  on  the  various  organs.  The 
actual  percent  willing  to  price  an  organ  might  be 
higher  if  those  who  refuse  to  donate  organs  were 
factored  out.  r s’ 
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Limb  Salvage  With 
Transmetatarsal  Amputation 

WALTER  G.  EFIRD,  M.D.;  THOMAS  G.  PETERS,  M.D.;  and  MICHAEL  J.  HODGE,  M.D. 


Serious  lower  extremity  lesions  result  in  major 
limb  amputation  for  many  patients  with  diabetes 
mellitus  and  atherosclerosis.13  For  these  and  oth- 
er disorders,  however,  transmetatarsal  amputa- 
tion may  allow  limb  salvage.24  The  therapeutic 
goal  for  any  level  of  lower  extremity  amputation 
is  to  adequately  remove  necrotic  tissue  and  oth- 
erwise untreatable  infection  with  minimal  mor- 
bidity, no  mortality,  and  an  optimal  chance  for  a 
functional  weight-bearing  extremity.  Preopera- 
tive factors  used  to  determine  amputation  level 
have  included  transcutaneous  oxygen  mapping, 
distal  Doppler  pressure  measurement,  and  lower 
extremity  blood  pressure  determination.4'7  Phys- 
ical examination  is  appropriate  to  all  cases  of 
amputation,8  and  no  other  single  form  of  preop- 
erative assessment  has  gained  widespread  use. 

In  order  to  determine  preoperatively  those 
factors  that  may  indicate  success  or  failure  in 
transmetatarsal  amputation,  the  experience  at  the 
Veterans  Administration  Medical  Center,  Mem- 
phis, was  reviewed.  During  the  period  studied, 
infection  was  primarily  treated  with  antibiotics 
and  necrosis  with  amputation  or  debridement. 
Cellulitis  above  the  ankle,  ascending  lymphangi- 
tis, plantar  abscesses  or  absent  pulses  were  not, 
therefore,  absolute  contraindications  to  trans- 
metatarsal amputation.  Attention  was  focused 
upon  features  of  the  history  and  physical  exami- 
nation that  might  indicate  success  or  failure  when 
one  option  for  appropriate  treatment  appeared 
to  be  transmetatarsal  amputation. 

Patients  and  Methods 

The  medical  records  of  33  patients  undergoing 
transmetatarsal  amputations  from  January  1980 
through  December  1987  were  reviewed.  Collect- 
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ed  data  included  age,  sex,  race,  primary  diagno- 
sis and  associated  diagnoses.  Additional  infor- 
mation included  presence  of  diabetes,  ath- 
erosclerosis, or  previous  contralateral  extremity 
amputation.  A thoroughly  recorded  physical  ex- 
amination, detailing  the  extent  of  infection,  de- 
gree of  necrosis,  and  presence  of  pulses,  was 
available  in  all  but  three  cases.  Treatment  gen- 
erally followed  simple  guidelines:  all  necrotic  tis- 
sue was  debrided,  but  viable  tissue  was  pre- 
served even  if  it  appeared  to  be  infected.  Size  of 
the  surgical  defect  and  potential  length  of  viable 
skin  flaps  were  not  considerations  that  precluded 
transmetatarsal  amputation.  Infected  wounds 
were  left  open.  Antibiotic  therapy  was  based 
upon  results  of  Gram  stain  and  culture. 

Successful  transmetatarsal  amputation  was  de- 
fined as  complete  healing  with  a functional  ex- 
tremity. Failed  transmetatarsal  amputation  was 
defined  as  any  nonfunctional  transmetatarsal  am- 
putation or  any  requiring  higher  amputation. 
Reason  for  transmetatarsal  amputation  failure, 
time  interval  to  higher  amputation,  length  of 
hospital  stay,  specific  and  general  postoperative 
complications,  mortality,  and  follow-up  were  re- 
corded. All  patients  were  followed  for  at  least 
two  months  before  transmetatarsal  amputation 
was  determined  to  be  successful.  Average  fol- 
low-up for  all  successful  cases  was  15  months 
(range  2 to  35  months). 

Results 

Demographic  data  and  primary  diagnosis  are 
shown  in  Table  1.  Associated  systemic  diagnoses 
included  hypertension  (N  = 10),  and  end-stage 
renal  disease  (N  = 3).  Contralateral  extremity  or 
distal  foot  amputation  had  been  previously  car- 
ried out  in  15  cases  and  simultaneous  bilateral 
transmetatarsal  amputation  was  performed  once 
for  frostbite.  Revascularization  procedures  prior 
to  transmetatarsal  amputation  of  the  affected  limb 
included  femoral-popliteal  bypass  (N  = 7),  angio- 
plasty (N  = 4),  and  aortoiliac  bypass  (N  = 2).  Two 
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TABLE  1 

DEMOGRAPHIC  DATA  AND  PRIMARY  DIAGNOSIS  OF  33  MEN 
WITH  TRANSMETATARSAL  AMPUTATION 


Average  age 
Race  (black/white) 
Primary  diagnosis 


Prior  revascularization 


63  years  (range  47-85) 

21/12 

Diabetes  mellitus  (N  = 12) 
Atherosclerosis  (N  = 7) 

Diabetes  with  atherosclerosis  (N  = 8) 
Other  (N  = 6) 

11  patients 


of  the  11  patients  requiring  revascularization  had 
serial  operations  to  establish  blood  flow  to  the 
lower  extremity. 

Thirty  patients  were  treated  with  unilateral 
transmetatarsal  amputation  and  three  patients 
underwent  bilateral  transmetatarsal  amputation 
for  a total  of  36  extremities.  For  bilateral  trans- 
metatarsal amputation,  indications  were  frostbite 
for  one  patient,  progressive  infection  and  gan- 
grene for  a diabetic  patient,  and  sustained  non- 
healing after  frostbite  injury  to  digits  on  each  foot 
for  a third  patient.  The  indications  for  trans- 
metatarsal amputation  for  all  36  extremities  are 
shown  in  Table  2. 

Of  the  36  transmetatarsal  amputations  16 
(44%)  succeeded.  No  deaths  followed  transmeta- 
tarsal amputation;  patient  age  had  no  effect  on 
outcome.  For  32  extremities,  status  of  the  ipsilat- 
eral  popliteal  pulse  was  known;  15  of  24  (63%) 
extremities  with  a pulse  healed,  while  only  one 
of  eight  (13%)  without  a pulse  healed  (P<0.01). 
Prior  revascularization  of  11  extremities  was  as- 
sociated with  successful  transmetatarsal  amputa- 
tion in  only  three  instances  (27%).  The  eight 
failed  revascularized  cases  were  attendant  with 
systemic  diagnoses  of  both  atherosclerosis  and 
diabetes  (N  = 5),  or  severely  ischemic  extremities 
(N  = 3). 

The  success  of  amputation  in  relationship  to 
the  reason  for  amputation  is  shown  in  Table  2. 
The  success  rate  as  related  to  associated  diagno- 
ses is  shown  in  Table  3. 

Prior  amputation  above  the  ankle  of  the  con- 
tralateral extremity  was  attendant  with  failed  ip- 
silateral  transmetatarsal  amputation  in  nine  of  ten 
patients  affected,  while  prior  successful  trans- 
metatarsal or  distal  foot  amputation  of  the  con- 
tralateral extremity  was  associated  with  success- 
ful ipsilateral  transmetatarsal  amputation  in  all 
five  affected  cases.  Only  the  patient  with  frost- 
bite was  treated  with  simultaneous  bilateral 


transmetatarsal  amputation.  Of  the  failed  ampu- 
tations, 17  of  20  extremities  were  treated  with 
below-the-knee  amputation  and  three  required 
above-the-knee  amputation.  No  patient  was 
treated  with  progressively  higher  amputation 
solely  as  a result  of  attempted  transmetatarsal 
amputation. 

No  deaths  followed  transmetatarsal  amputa- 
tion, though  three  patients  died  when  transmeta- 
tarsal amputation  failed  and  subsequent  higher 
amputation  was  performed.  One  patient  died 
from  systemic  sepsis  three  months  after  below- 
the-knee  amputation,  and  one  died  from  cardiac 
arrest  two  months  after  above-the-knee  amputa- 
tion; one  patient  suffered  fatal  staphylococcal 
sepsis  accompanying  end-stage  renal  failure  21 
days  following  a below-the-knee  amputation. 
None  of  the  three  deaths  could  be  attributed  to 
the  decision  to  attempt  transmetatarsal  amputa- 
tion. 

Specific  complications  related  to  the  successful 
transmetatarsal  amputations  were  infrequent.  In- 
fection occurred  in  three  of  the  16  extremities, 
and  resolved  with  appropriate  antibiotic  therapy. 
Four  successful  transmetatarsal  amputations  ul- 
timately required  skin  grafts  in  order  to  heal. 
Length  of  hospital  stay  ranged  from  10  to  159 
days  (average  42  days)  for  successful  transmeta- 
tarsal amputations,  compared  to  a range  of  9 to 
158  days  (average  48  days)  for  failed  transmeta- 
tarsal amputation.  For  failed  transmetatarsal  am- 
putation. the  time  interval  to  higher  amputation 
ranged  from  1 to  85  days  (means  21  days). 

Discussion 

Preservation  of  limb  function  without  endan- 
gering the  patient  must  be  the  goal  of  treating 
ischemia  and  infectious  problems  of  the  lower 
extremity.2-3-6  Ischemia  reversed  with  revascular- 
ization is  attendant  with  successful  distal  limb 
salvage  for  most  diabetics  so  treated,  even  when 
several  revascularization  procedures  are  re- 


TABLE  2 

REASON  FOR  TRANSMETATARSAL  AMPUTATION  RELATED  TO 
HEALING  FOR  36  EXTREMITIES 


Reason  for  Amputation 

No. 

No.  (%)  Healed 

Failed  ray  amputation 

15 

7(47) 

Infection  with  gangrene 

11 

5 (45) 

Ischemia  (atherosclerosis — embolus) 

7 

2 (29) 

Frostbite 

2 

2 (100) 

Cellulitis 

1 

0(0) 
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TABLE  3 

DIAGNOSES,  POPLITEAL  PULSE,  AND  OUTCOME  OF  36 
TRANSMETATARSAL  AMPUTATIONS  ON  33  PATIENTS 


Patient  Diagnosis 

Extremity  No. 

No.  (%)  Healed 

Diabetes  mellitus 

13 

7(54) 

Atherosclerosis — embolus 

7 

2 (29) 

Diabetes  and  atherosclerosis 

8 

1 (13) 

Local  infection/ischemia/injury 

8 

6(75) 

Known  presence  of  popliteal  pulse 

24 

15  (63)* 

Known  absence  of  popliteal  pulse 

8 

1 (13) 

•PcO.OI. 

quired.3-5-7-8  While  revascularization  prior  to 
transmetatarsal  amputation  was  not  uniformly 
successful  in  this  series,  most  failed  amputations 
were  associated  not  only  with  severe  atheroscle- 
rosis but  also  with  diabetes  mellitus.  Attempts 
should  also  be  made  to  salvage  the  distal  limb 
beyond  the  tarsal  bones  based  upon  data  about 
the  extremity  for  an  optimal  functional  result. 
Ankle  arterial  blood  pressure,  distal  pressure 
measurement,  and  transcutaneous  oxygen  map- 
ping have  been  advocated  to  determine  the  prop- 
er level  of  amputation.4-7  These  assessments  re- 
quire equipment  not  always  available  when  the 
patient  needs  care.  The  physical  examination, 
however,  is  uniformly  available  to  the  clinician. 
Palpable  pulses  distal  to  the  femoral  have  been 
shown  to  correlate  with  healing  of  distal  ampu- 
tation sites.4  In  this  review,  presence  of  the  pop- 
liteal pulse  was  associated  with  successful  trans- 
metatarsal amputation  in  over  60%  of  cases. 
Patients  without  a popliteal  pulse  healed  their 
amputation  infrequently,  and  may  best  be  con- 
sidered for  studies  leading  to  limb  revasculariza- 
tion.8 

Infection,  specifically  cellulitis  above  the  an- 
kle, ascending  lymphangitis,  or  plantar  abscess- 
es, may  be  treated  with  antibiotics  and  open  am- 
putation or  debridement.  Extensive  gangrenous 
infection  can  be  fatal,  and  necrotic  tissue  must 
always  be  debrided.2  Excision  of  tissue  only  be- 
cause it  appears  to  be  infected,  however,  may  not 
always  be  warranted.  The  plan  to  treat  infection 
with  selected  antibiotics  and  leave  viable  tissue 
in  place,  even  if  infected,  appeared  effective  in 
this  review.  Prompt  excision  and  care  for  infect- 
ed foot  lesions  may  prevent  further  infection.  In 
addition,  major  limb  loss  may  be  prevented  with 
reconstructive  foot  procedures,  metatarsopha- 
langeal joint  excision,  and  debridement  of  tissue 
involving  nearly  any  area  of  the  foot.1  Efforts  to 
preserve  extremities  with  transmetatarsal  ampu- 
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tation  can  succeed  when  treatable  infection  re- 
mains at  the  amputation  site.2  Combined  prob- 
lems of  infection  and  ischemia  are  more  often 
attendant  with  failed  transmetatarsal  amputa- 
tion, but  do  not  contraindicate  limb  sparing  pro- 
cedures, since  low  mortality  and  minimal  mor- 
bidity appear  to  be  associated  with  the  decision 
to  attempt  limb  salvage.1-3 

Preservation  of  limb  function  is  essential,  since 
one-half  of  those  patients  with  unilateral  ampu- 
tations eventually  develop  a lesion  of  the  oppo- 
site extremity.3  The  systemic  nature  of  diabetes 
mellitus  and  atherosclerosis  that  lead  to  amputa- 
tion tend  to  assure  involvement  of  the  contralat- 
eral extremity.2-3-9  For  16  of  our  33  patients 
(48%),  both  lower  extremities  were  involved  with 
problems  requiring  some  form  of  amputation.  In 
addition,  the  success  or  failure  of  contralateral 
extremity  treatment  appears  to  be  reflected  in  the 
outcome  of  ipsilateral  transmetatarsal  amputa- 
tion. Previous  above-the-ankle  amputation  of  the 
contralateral  extremity  was  attendant  with  failed 
ipsilateral  transmetatarsal  amputation  in  nine  of 
ten  patients  affected,  while  previous  successful 
transmetatarsal  or  distal  foot  amputation  was  as- 
sociated with  success  in  all  five  cases  studied. 

The  best  results  of  transmetatarsal  amputation 
occur  in  patients  with  a palpable  popliteal  pulse, 
presence  of  the  contralateral  extremity,  and  ab- 
sence of  advanced  systemic  disease.  In  patients 
with  severe  atherosclerosis  and  major  contralat- 
eral extremity  amputation,  successful  outcome  is 
less  frequent.  Attempts  to  treat  reversible  prob- 
lems of  ischemia  and  infection  may  allow  pres- 
ervation of  at  least  a portion  of  the  foot  and  the 
attendant  better  functional  result.  Since  trans- 
metatarsal amputation  has  minimal  morbidity  and 
mortality,  it  should  be  considered  to  preserve  the 
limb,  especially  when  otherwise  treatable  condi- 
tions exist.  r % 
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The  caregiver  of  a dementia  patient  is  often 
referred  to  as  the  hidden  patient.  By  the  time  a 
diagnosis  of  dementia  is  made,  the  caregiver  often 
has  exhausted  all  resources  looking  for  a cause 
and  a cure.  Because  of  the  variability  of  the  dis- 
ease process,  this  search  frequently  leads  to  frus- 
tration.1 Acknowledging  the  problems  and  im- 
pairments of  the  demented  person  results  in 
ambivalent  feelings  and  conflicts  about  decisions 
that  need  to  be  made.  When  faced  with  a conclu- 
sive diagnosis,  the  caregiver's  use  of  denial  (“It's 
just  growing  older”)  as  a coping  mechanism 
breaks  down  and  subsequent  feelings  of  shock, 
fear,  and  anger  can  feel  overwhelming. 

Preservation  of  social  skills,  as  well  as  demen- 
tia not  being  recognized  as  an  illness  such  as  a 
fracture,  pneumonia,  or  even  cancer,  cause  the 
caregiver  problems.  Oftentimes  dementia  pa- 
tients are  physically  healthy,  and  the  outward  ap- 
pearance would  indicate  that  the  cognitive  skills 
are  intact.  Caregivers  often  hear  the  comment, 
“She  looks  wonderful!”,  not  realizing  that  it  took 
three  hours  just  to  get  her  bathed  and  dressed! 

Family  members  have  referred  to  living  with  a 
dementia  victim  as  a “living  funeral” — the  shell 
of  someone  once  loved  is  there  but  the  person- 
ality is  lost.  Behavioral  side  effects  of  dementia, 
such  as  repetitious  questions,  the  ability  of  the 
patient  to  remember  today  and  forget  the  same 
thing  tomorrow,  and  the  need  for  continual  re- 
minders that  he  is  at  home,  often  cause  irritabil- 
ity and  impatience  in  the  caregiver.  Caregivers 
are  often  stressed  by  sleep  deprivation,  as  the 
patient  may  experience  day/night  reversal  or  be 
up  several  times  during  the  night.  When  place- 
ment is  an  issue,  the  caregiver  wrestles  with  guilt 
and  ambivalence  even  if  one  knows  this  is  the 
best  decision. 


From  the  Health  and  Creative  Aging  Clinic.  Knoxville. 
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Effects  of  the  Dementing  Illness 

Dementia  affects  memory,  and  living  with  a 
dementia  victim  highlights  the  small  details  of  the 
day  that  are  recorded  on  our  brain.  Living  with 
a person  who  has  dementia  takes  away  that  spe- 
cial relationship  that  has  been  shared — “He 
doesn't  always  know  me.”  “She  doesn't  realize 
I'm  her  husband.”  A forgotten  anniversary  or 
birthday  goes  by.  Misplaced  items  (keys,  purses) 
are  perceived  as  stolen.  A pot  is  left  on  the  stove 
long  after  the  food  is  cooked.  The  wrong  turn  is 
taken  on  the  way  home.  “He  thinks  I'm  his  sis- 
ter'’ can  cause  one  to  feel  unimportant,  forgot- 
ten, or  unappreciated.2 

Disorientation  manifests  itself  in  not  being  able 
to  find  the  way  to  the  bathroom  or  the  way  in 
familiar  surroundings.  (“He  gets  lost  in  his  own 
house.”)  Visual  spatial  problems  that  occur  with 
dementia  cause  the  patient  to  be  unable  to  per- 
form daily  living  tasks,  such  as  choosing  what  to 
wear,  using  a washer  or  dryer  appropriately,  or 
finding  knobs  on  the  TV  or  radio.  The  caregiver 
is  unable  to  rely  on  the  patient  for  even  the  sim- 
plest task.2 

Language  deficits  result  in  inability  to  find  the 
word  to  complete  a sentence  or  follow  direc- 
tions. This  results  in  a communication  gap,  loss 
of  a companion,  or  someone  to  share  with.  The 
inability  to  calculate  leads  to  money  manage- 
ment problems,  such  as  the  inability  to  balance 
the  checkbook  or  make  checks  out  for  the  appro- 
priate amount.  The  patient  may  be  vulnerable  to 
crime. 

Inappropriate,  impulsive  behavior  (release 
phenomena)  causes  the  caregiver  embarrass- 
ment. It  may  prevent  the  caregiver  from  going 
out  socially,  dining  out,  or  visiting  friends,  and 
this  restricted  lifestyle  is  burdensome  to  the  care- 
giver. One  couple  hadn’t  been  to  a restaurant  in 
months  “because  it  just  isn't  worth  it.”  Unable 
to  leave  the  patient  alone  for  any  length  of  time, 
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and  the  unavailability  of  friends  or  family  to  step 
in,  can  cause  one  to  be  a prisoner  in  his  own 
home. 

Effects  of  Dementing  Illness 
On  the  Caregiver 

The  inability  to  perform  both  instrumental  ac- 
tivities of  daily  living  (using  a telephone)  and  ac- 
tivities of  daily  living  (bathing,  dressing)  bring  a 
caregiver  to  exhaustion.  Every  completion  of  a 
task  gives  a feeling  of  competence  and  useful- 
ness, and  this  increases  self-esteem.  In  caring  for 
a person  whose  needs  are  continually  increasing, 
both  patient  and  caregiver  are  vulnerable  to  loss 
of  self-esteem,  and  one  could  easily  begin  to  feel 
that  no  matter  how  much  is  done,  it  is  not 
enough. 

The  pressures  from  the  demands  of  providing 
care  strain  family  relationships;  for  example, 
teenagers  often  refrain  from  bringing  friends 
home.  The  increasing  dependency  of  the  older 
person  on  the  caregiver  requires  energy,  time, 
and  money,  with  little  reward  for  the  caregiver. 
It  is  easy  to  become  fatigued,  and  irritable  with 
other  members  of  the  family. 

Kosberg  et  al3  outlined  six  areas  that  can  be 
evaluated  in  determining  the  amount  of  burden 
caring  for  someone  with  dementia  poses: 

• Social  disruption; 

• Personal  restrictions — freedom  to  come  and 
go,  privacy,  shadowing  (following  the  caregiver 
all  over  the  house); 

• Economic  costs — may  preclude  ability  to 
seek  outside  employment; 

• Value — is  it  worth  it?; 

• Patient  as  provacateur — feel  patient  is  over- 
ly demanding  or  manipulative  (personality  of  re- 
cipient provokes  mistreatment  by  care  provider); 

• Psychosomatic  consequences — burn-out,  ul- 
cers, loss  of  appetite,  moodiness. 

So  My  Patient  Is  Demented,  What  Do  I Do? 

For  the  physician  who  is  faced  with  an  elderly 
person  suffering  from  dementia  and  an  exhaust- 
ed caregiver,  the  first  and  foremost  thing  to  do 
is  to  assist  the  family  in  understanding  the  im- 
portance of  an  accurate  diagnosis  if  one  has  not 
already  been  made.  Just  what  is  causing  the  de- 
mentia? There  are  an  estimated  50  to  60  diag- 
noses that  mimic  Alzheimer’s  disease  in  older 
patients.  Are  there  some  complicating  medical 
problems  exacerbating  the  patient’s  confusion? 
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The  family  needs  to  understand  how  a dementia 
workup  is  necessary  for  accurate  diagnosis  that 
can  lead  to  the  development  of  the  most  appro- 
priate treatment.  Such  a workup  includes  com- 
plete physical,  psychiatric,  and  neurological  eval- 
uations, including  CBC,  Chem-23,  B-12  and 
folate,  thyroid  profile,  CT  scan  or  MRI  of  the 
brain,  EEG,  sedimentation  rate,  RPR,  chest 
x-ray,  urinalysis,  and  carotid  sonogram. 

The  neurological  examination  may  help  differ- 
entiate the  dementia  from  all  other  illnesses,  and 
may,  therefore,  affect  treatment.  For  instance, 
ergoloid  mesylate  may  be  considered  if  the  diag- 
nosis is  Alzheimer’s  disease,  whereas  a persan- 
tine/ASA  treatment  may  be  considered  for  mul- 
ti-infarct dementia.  Psychotropic  and/or 
antidepressant  medication  often  helps  reduce  the 
intensity  and  duration  of  some  of  the  symptoms. 

Once  the  diagnosis  is  fairly  certain,  the  family 
should  be  given  as  much  written  information  as 
possible;  correcting  misconceptions  about  what 
the  family  has  read  or  heard  can  be  of  value.  For 
example,  the  caregiver’s  stress  can  be  reduced 
merely  by  altering  his  expectations  of  the  pa- 
tient. “She  refuses  to  make  her  bed,  yet  she’s 
always  been  so  meticulous  as  a housekeeper”  be- 
comes “Eve  stopped  arguing  with  her  about 
making  her  bed  because  I realize  she’s  forgotten 
how.” 

Specific  instructions  to  caregivers  can  be  help- 
ful. For  example,  reminding  the  caregiver  not  to 
try  to  reason  with  or  explain  why  to  the  patient, 
but  rather  empathize  with  the  feelings  expressed, 
is  important.  As  an  example,  the  patient  who 
insists  on  being  taken  to  the  bank,  but  is  unable 
to  remember  that  he  no  longer  has  that  account, 
might  be  reassured  that  his  finances  are  ade- 
quate. Visual  cues  in  the  home,  such  as  labels  or 
a picture  of  an  “outhouse”  on  the  bathroom  door, 
might  be  easier  for  an  impaired  brain  to  identify 
or  comprehend.  Caregivers  need  to  be  reminded 
and  reminded  and  reminded  of  the  language  def- 
icit of  the  dementia  patient.  Help  the  patient  by 
simplifying  directions  into  concrete  steps.  For  ex- 
ample, “Go  take  your  bath”  can  be  broken  down 
into  several  steps,  from  “unbutton  your  shirt”  to 
“step  into  the  tub.” 

Often  families  ask  if  perhaps  the  patient  were 
reminded  often  enough,  would  this  benefit  the 
brain,  like  exercise,  and  help  him  to  remember 
better.  The  better  approach  is  empathy,  with  re- 
assurance rather  than  continued  pressure  to  re- 
member. Attempts  to  remind  the  patient  of  what 
he  has  forgotten  are  useless,  and  insisting  that  he 
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acknowledge  what  he  has  forgotten  will  only 
cause  him  to  become  defensive  and  increase  his 
irritability.  Therefore,  families  need  reassurance 
that  the  best  approach  for  a person  who  suffers 
from  a brain  disease  is  to  encourage  older  mem- 
ories unless  he  becomes  agitated. 

Helping  caregivers  cope  with  free  time  is  im- 
portant, as  so  often  guilt  overrides  the  benefit  of 
a “day  to  oneself”  or  evening  out.  There  are  also 
legal  considerations  for  the  family.  It  is  often  a 
relief  to  overburdened  families  to  have  a name 
or  a list  of  attorneys  who  are  expert  in  conser- 
vatorship, durable  power  of  attorney,  living  wills, 
and  the  aspects  of  terminal  care,  who  might  be 
consulted. 

If  placement,  either  in  a nursing  home  or 
boarding  home,  is  decided  upon,  help  the  care- 
giver to  separate  and  learn  a new  role.  A family 
often  feels  they  have  failed  when  placement  is 
decided  upon,  and  they  can’t  let  go.  They  need 
to  be  reminded  that  in  a nursing  home,  there  are 
three  different  eight-hour  shifts,  while  only  one 
is  on  24-hour  duty  at  home!  They  continue  to  try 
to  be  chief  cook,  nurse,  helper,  and  therapist  to 
the  patient  even  after  he  is  institutionalized,  and 
they  may  be  very  critical  of  the  patient's  care. 
Help  the  family  learn  their  new  role.  Remind 
them  of  other  activities  that  they  can  do  with  or 
for  the  patient  that  the  staff  cannot  do,  for  ex- 
ample, a picnic,  reading  together,  attending  a 
group  activity,  help  in  writing  a letter,  going  for 
a ride  to  get  ice  cream,  and  so  on. 

Caregiver  stress  manifests  itself  in  various 
ways,  depending  upon  whether  it  is  experienced 
by  a spouse  or  their  offspring.  One  study  found 
that  there  is  an  association  between  respite  time 
and  well-being  for  daughters,  little  if  any  for 
wives,  and  a negative  association  for  husbands.4 

What’s  Available 

Caring  for  a dementia  victim,  a person  whose 
condition  requires  increasing  amounts  of  time 
upon  the  caregiver,  is  unlike  anything  else.  Fam- 
ilies appreciate  being  told  what  resources  are 
available,  because  so  many  are  isolated  in  their 
struggle. 

• Handouts  (articles,  literature) — can  be  read 
by  the  family  at  their  convenience  in  comfort  and 
privacy  and  in  their  own  time.  Often  they  are  too 
confused  or  anxious  in  the  office  to  comprehend 
fully  what  you  are  trying  to  say. 

• Respite — The  greatest  burden  of  a caregiv- 
er is  having  little  or  no  free  time.  Some  facilities. 


including  nursing  homes,  now  offer  to  keep  a pa- 
tient while  the  caregiver  goes  on  vacation  or  has 
to  enter  the  hospital  for  a time. 

• Day  Care — Specialized  day  care  for  demen- 
tia patients  allows  the  family  to  continue  care  at 
home. 

• Support  Groups — Being  able  to  listen  to 
others  who  are  struggling  with  the  same  prob- 
lems can  be  a great  relief.  Being  able  to  help  an- 
other “over  the  ropes”  can  bring  about  a good 
feeling. 

• Nursing  Homes — an  individualized  deci- 
sion. Some  now  offer  specialized  units  with  staff 
trained  to  deal  with  dementia. 

• The  36-Hour  Day  by  Dr.  Peter  Rabins  and 
Nancy  Mace  is  a most  informative  book  for  fam- 
ilies. 

• The  Alzheimer’s  Association,  with  national 
headquarters  in  Chicago,  provides  information 
about  dementing  illnesses  from  diagnosis  to  an 
autopsy  network.  Hotline  is  1-800-621-0379. 

Determining  the  level  of  a patient's  needs  for 
care  and  the  ability  of  the  caregiver  to  provide 
care  is  very  important.  Families  are  sometimes 
not  emotionally  prepared  to  accept  their  doctor’s 
recommendations  for  day  care,  nursing  home,  or 
boarding  home.  These  families  often  need  one 
last  attempt  to  care  for  their  loved  one  at  home. 
It  is  important  to  let  them  know  you  will  support 
them  even  if  they  are  initially  unable  to  accept 
your  recommendation.  Comments  such  as,  “In 
time,  maybe  not  now,  you  may  want  to  reconsid- 
er the  decision,”  will  let  them  know  that  you  un- 
derstand. It  will  also  plant  the  suggestion  for  a 
more  appropriate  outcome.  If  the  family  insists 
on  home  care,  help  them  understand  and  accept 
their  own  need  for  respite,  and  that  the  caregiver 
as  well  as  the  patient  will  benefit  from  a well- 
planned  respite  program.  Planning  for  future  pa- 
tient needs  and  levels  of  care  can  be  best  accom- 
plished within  the  spirit  of  an  educational  proc- 
ess. Have  nursing  home  and  day  care  literature 
available,  and  encourage  them  to  thoroughly  in- 
vestigate all  of  their  options.  r H 

REFERENCES 

1.  Gaitz  CM.  Niedereke  G.  Wilson  N (eds):  Aging  2000:  Our  Health  Care 
Desrinv.  vol.  II.  Psychosocial  and  policy  issues.  New  York,  Berlin,  Heidelberg, 
Tokyo.  Boringer/Verlay,  1985. 

2.  Aronson  MK  (ed):  Understanding  Alzheimer’s  Disease:  What  It  Is;  How 
to  Cope  With  It;  Future  Directions.  Alzheimer’s  Disease  and  Related  Disorders 
Association.  New  York,  Charles  Scribner  & Sons,  1988. 

3.  Kosberg  JI.  Cairl  RE,  Keller  DM:  The  cost  of  care  index:  a case  manage- 
ment tool  for  screening  informed  care  providers.  Presented  before  the  37th  an- 
nual scientific  meeting  of  the  Gerontological  Society  of  America,  San  Antonio, 
Tex.  Nov  1984. 

4.  Quayhagen  MP.  Quayhagen  M:  Alzheimer's  stress:  coping  with  the  care- 
giving role.  Gerontologist  28:391-396.  1988. 


OCTOBER,  1989 


537 


PHYSICIANS 


• Monthly  Stipend  for  Physicians  in  training  leading  to  qualification 
as  General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

Promotion  Opportunities 
*Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow.  You  are  the  Navy. 
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Health  and  Environment  Report 


Tennessee  Public  Health  Association — 
Celebrating  50  Years 

SHERMAN  E.  KAHN,  M.D. 


As  early  as  1926,  a “Conference  of  Public  Health 
Workers”  was  convened  to  provide  a forum  for  public 
health  professionals  to  discuss  issues  affecting  the  health 
and  well-being  of  the  citizens  of  Tennessee.  Mean- 
while, efforts  to  control  the  contagious  diseases  of  that 
era,  such  as  diphtheria,  smallpox  and  typhoid  fever, 
proved  successful  through  a close  working  relationship 
between  the  public  and  private  sectors,  i.e.,  the  Ten- 
nessee Department  of  Public  Health  and  the  Tennes- 
see State  Medical  Association.  This  collaborative  re- 
lationship has  remained  viable  to  the  present  day. 

This  year,  the  Tennessee  Public  Health  Association 
is  celebrating  its  50th  year  as  a statewide  professional 
organization.  It  was  officially  chartered  on  Oct.  14. 
1939  for  the  purpose  of  protecting  and  promoting  the 
highest  standards  of  quality  in  all  aspects  of  commu- 
nity health  and  preventive  health  care.  At  its  annual 
meeting,  set  for  Nov.  1-3,  1989  at  Nashville’s  Vander- 
bilt Plaza,  Association  members  will  review  its  past  50 
years  of  progress,  as  well  as  address  present  and  future 
challenges  to  public  health. 

The  traditions  of  public  health  are  deeply  rooted  in 
all  95  counties  of  our  state,  and  significant  gains  have 
been  made  over  the  past  50  years.  During  that  period, 
improvements  in  the  length  and  quality  of  life  have  oc- 
curred through  health  planning,  promotion  and  educa- 
tion, as  well  as  through  regulation  of  the  environment. 

Organized  medicine  can  rightfully  share  in  this  cel- 
ebration and  be  proud  of  the  progress  made  in  such 
areas  as  maternal  and  child  health,  immunizations,  care 
of  the  poor,  and  legislation  promoting  child  safety',  etc. 
We  cannot  become  complacent  however.  There  still 
remains  much  to  be  done! 

The  beginning  of  TPHA's  second  50  years  is  an  ap- 
propriate time  to  consider  current  challenges  as  we 
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move  quickly  towards  the  21st  century.  To  be  success- 
ful in  these  pursuits  will  require  the  combined  wisdom 
and  involvement  of  individuals  from  all  disciplines  in- 
volved in  providing  health  care  to  the  people  of  Ten- 
nessee. Physicians  in  private  practice  who  are  interest- 
ed in  health  care  issues  affecting  their  community, 
including  environmental  safeguards,  are  encouraged  to 
become  more  involved  in  this  effort. 

Consider  becoming  an  active  participant  in  local 
projects  and  committees  concerned  with  community 
health  issues.  Support  efforts  in  disease  prevention  and 
control,  as  recommended  by  local  and  state  health  of- 
ficials. Take  advantage  of  opportunities  for  continuing 
medical  education  for  updates  in  preventive  medicine 
and  community  health.  If  you  are  not  already  a mem- 
ber, join  the  Tennessee  Public  Health  Association.  By 
joining  forces  with  the  Health  Officers  Section  of  this 
organization,  the  private  practitioner  has  the  oppor- 
tunity to: 

• Share  ideas  with  others  who  are  interested  in  health 
care  and  preventive  services; 

• Collaborate  closely  with  public  health  physicians  in 
identifying  and  addressing  contemporary  public 
health  issues  in  our  state; 

• Have  an  impact  on  legislation  and  policy  changes  to 
better  serve  the  health  needs  of  Tennessee; 

• Attend  annual  scientific  and  continuing  education 
conferences  on  timely  issues  affecting  the  public’s 
health. 

Over  the  years,  cooperation  between  public  and 
private  health  care  in  Tennessee  has  made  it  possible 
to  provide  a high  level  of  service  to  the  community. 
Even  greater  strides  will  be  made  during  the  next  50 
years  as  we  confront  the  challenges  of  AIDS,  indigent 
care,  radon,  infectious  waste  disposal,  and  air  pollu- 
tion. TPHA  will  continue  to  look  to  private  practition- 
ers, institutions,  and  agencies  to  be  active  participants 
in  assuring  that  Tennessee  is  a healthier  and  happier 
place  for  this  and  future  generations.  F y 
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imderbilt  Morning  Report 

A Woman  With  Weakness  and  Fatigue 


Case  Report 

A 56-year-old  woman  had  been  healthy  until  three  weeks 
before  admission  when  she  developed  progressive,  general- 
ized weakness  to  the  point  where  she  was  unable  to  do  simple 
household  chores  and  knitting,  which  she  had  actively  pur- 
sued until  the  weakness  prevented  it.  Upon  admission,  she 
complained  of  fatigue,  muscle  soreness,  shortness  of  breath, 
nausea,  vomiting,  and  diarrhea,  and  in  addition  a dark  rash 
over  her  chest,  abdomen,  and  back  that  developed  over  the 
past  several  days.  She  did  not  smoke  or  use  alcohol,  had  no 
known  drug  allergies,  and  was  taking  no  medications. 

Physical  examination  revealed  an  obese  woman  in  mild 
distress  with  a pulse  of  130/min,  a blood  pressure  of  190/100 
mm  Hg,  and  a respiratory  rate  of  20/min.  She  was  afebrile. 
A purple  discoloration  of  skin  was  noted  about  the  eyes,  neck, 
upper  back,  chest,  abdomen,  and  hips,  and  there  was  des- 
quamation in  these  areas  with  exception  of  the  face.  The  fun- 
di were  normal,  the  oropharynx  clear,  and  there  were  no 
bruits,  thyromegaly,  or  lymphadenopathy.  The  lungs  were 
clear  and  the  heart  was  normal  except  for  a flow  murmur. 
The  abdomen  was  nontender,  and  there  were  no  masses  or 
organomegaly.  The  neurologic  examination  was  normal  ex- 
cept for  profound  weakness  of  the  proximal  and  abdominal 
musculature. 

Examination  of  the  blood  revealed  a hematocrit  of  46% 
(normal  42%  to  47%)  and  a WBC  count  of  9,000/cu  mm 
(normal  5,000  to  10,000).  A urinalysis  was  positive  for  pro- 
tein. The  radiograph  of  the  chest  and  arterial  blood  gas  were 
normal.  The  electrocardiogram  showed  nonspecific  ST-T  wave 
changes.  Serum  LDH  and  SGOT  were  600  and  200  respec- 
tively, and  a CPK  91,150  IU/L  (normal  30  to  210),  100%  MM 
fraction. 

A diagnosis  of  dermatomyositis  was  considered,  and  biop- 
sies of  muscle  and  skin  were  obtained.  The  muscle  findings 
were  nondiagnostic,  but  basement  membrane  irregularities 
compatible  with  dermatomyositis  were  seen  in  the  skin.  An 
electromyogram  revealed  brief,  small  amplitude,  polymor- 
phic potentials  consistent  with  polymyositis.  A test  for  anti- 
double stranded  DNA  was  negative,  and  thyroid  function  tests 
were  normal.  An  echocardiogram  and  abdominal  CT  showed 
no  abnormalities.  Pulmonary  function  tests  revealed  a forced 
expiratory  volume  in  one  second  of  80%  predicted  and  a vital 
capacity  of  62%  predicted.  During  her  hospitalization,  the 
weakness  progressed  to  where  she  was  unable  to  lift  her  head 
from  the  pillow  or  walk  to  the  bathroom  unassisted. 

Treatment  with  prednisone  and  azathioprine  gave  marked 
improvement  in  her  strength,  and  the  skin  lesions  resolved 
with  local  care  and  topical  antibiotics.  When  she  was  seen 
later  in  the  outpatient  department,  her  strength  had  returned 
to  normal. 

Discussion 

Though  Osier1  described  a woman  with  “weakness, 
tense  skin,  and  muscles  that  felt  doughy  with  a gener- 
alized swelling  and  tenderness,”  it  was  not  until  the 
landmark  article  of  Bohan  and  Peter2  in  1975  that  cri- 
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teria  were  established  to  define  polymyositis  and  der- 
matomyositis. Five  major  features  have  been  accepted 
as  diagnostic.  The  first  is  symmetrical  weakness  of  the 
proximal  muscles,  the  abdominal  muscles,  and  the  an- 
terior neck  flexors;  dysphagia  and  weakness  of  the  res- 
piratory muscles  may  also  be  present.  The  second  fea- 
ture is  necrosis  of  type  I and  II  muscle  fibers  obtained 
by  biopsy,  atrophy  in  a perifascicular  fashion,  and  evi- 
dence of  regeneration.  The  third  is  increased  CPK, 
SGOT,  SGPT,  and  LDH.  The  fourth  is  electromy- 
ographic changes  consisting  of  short,  small,  polyphasic 
motor  units,  fibrillations,  positive  sharp  waves  and  in- 
sertional  irritability,  and  repetitive  high-frequency  dis- 
charges. The  final  feature  is  a lilac  (heliotrope)  discol- 
oration of  the  eyelids  with  periorbital  edema;  a 
reddened  scaly  inflammation  of  the  skin  is  also  pres- 
ent. Polymyositis  includes  these  features  without  skin 
involvement.  Fever,  pulmonary  abnormalities,  and 
cardiomyopathy  are  often  present  as  well. 

The  cause  of  dermatomyositis  is  unknown.  Evi- 
dence for  viral  involvement  has  been  reported. 
Coxsackie  B has  been  isolated  in  some  patients  with 
these  disorders,  and  immunologic  abnormalities,  tox- 
oplasmosis, and  recently  Lyme  disease,  have  all  been 
cited  as  having  a possible  correlation. 

Dermatomyositis  and  polymyositis  seem  to  be  re- 
lated to  some  type  of  autoimmune  disorder.  It  is  ap- 
propriate, therefore,  to  suppress  the  immunologic  sys- 
tem. Adrenocortical  steroids  are  usually  used  to  begin 
treatment,  usually  prednisone  at  60  mg  daily.  Muscle 
strength  and  serum  levels  of  CPK  are  indicators  of 
progression  or  remission  of  the  disease.3  As  improve- 
ment takes  place,  prednisone  may  be  slowly  with- 
drawn. When  the  disease  is  severe  and  debilitating  or 
unresponsive  to  prednisone,  other  immunosuppressive 
agents  such  as  azathioprine  and  methotrexate  may  be 
effective.  Physical  therapy  is  beneficial  early  in  the 
course  of  treatment. 

Since  Barnes  has  shown  that  patients  with  derma- 
tomyositis or  polymyositis  are  more  likely  to  have  an 
underlying  malignancy  than  the  general  population,4  it 
is  important  to  search  for  them  when  a diagnosis  of 
dermatomyositis  or  polymyositis  is  made. 
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Cocaine  Cardiac  Toxicity 


Case  Report 

A 43-year-old  woman  was  seen  in  the  emergency  room 
complaining  of  severe  substernal  chest  pain  of  90  minutes  du- 
ration. The  pain  was  accompanied  by  nausea  and  vomiting 
which  were  not  relieved  by  antacids.  She  had  visited  the 
emergency  room  once  previously  with  chest  pain.  She  had 
had  anemia  attributed  to  metrorrhagia.  There  was  no  history 
of  smoking  cigarettes  or  of  hypertension. 

On  examination  she  was  an  obviously  anxious,  jittery, 
diaphoretic,  thin  woman  in  moderate  distress.  Her  tempera- 
ture was  38°C,  blood  pressure  186/110  mm  Hg,  heart  rate 
120/min,  and  respiratory  rate  32/min.  Her  pupils  were  dilated 
but  reacted  to  light.  Her  lungs  were  clear;  there  was  tachy- 
cardia, an  audible  S4  gallop,  and  a soft  outflow  murmur  at 
the  right  upper  sternal  border.  There  was  a microcytic  ane- 
mia with  a hematocrit  of  27%.  EKG  revealed  sinus  tachycar- 
dia with  an  impressive  2-mm  depression  of  the  ST  segments 
in  the  lateral  leads. 

Upon  further  questioning  the  patient  admitted  that  she 
drank  excessively  and  that  she  used  cocaine  intranasally  each 
week;  in  fact,  she  had  last  used  cocaine  only  three  hours  ear- 
lier. Serum  and  urine  drug  screen  showed  cocaine.  The  pa- 
tient’s chest  pain  resolved  soon  after  taking  sublingual  nitro- 
glycerin. Her  EKG  and  vital  signs  returned  to  normal,  and 
there  was  no  evidence  of  myocardial  infarction.  Further  stud- 
ies revealed  severe  iron  deficiency.  She  was  discharged  from 
the  hospital  following  a normal  exercise  stress  test. 

Discussion 

Recent  reports  highlight  the  increase  in  cocaine-re- 
lated deaths  in  Tennessee.1  Cocaine  can  cause  serious 
myocardial  damage  and  death.  Sensitivity  to  cocaine’s 
toxic  effects  varies  from  one  individual  to  another  and 
is  partially  dependent  upon  previous  exposure.  Be- 
cause data  must  be  collected  postmortem,  the  absolute 
toxic  dose  is  unknown.  Though  deaths  have  been  re- 
ported with  as  small  a dose  as  25  mg,  one  report  esti- 
mates the  average  lethal  dose  at  1.4  gm.2 

Early  signs  and  symptoms  of  cocaine  toxicity  in- 
clude restlessness,  pressured  speech,  tachycardia,  in- 
creased blood  pressure,  and  low  grade  fever,  all  of 
which  were  observed  in  this  patient.  Patients  are  usu- 
ally tremulous  and  pale,  and  there  is  mydriasis  that 
reacts  to  light.  As  toxicity  increases,  excited  delerium 
with  violent  thrashing  and  shouting  may  follow,  lead- 
ing in  some  cases  to  seizures,  coma,  and  death. 

Toxicity  of  the  cardiovascular  system  may  cause  an- 
gina, myocardial  infarction,  or  arrhythmia.  The  pres- 
ence of  myocardial  ischemia  is  best  explained  by  an 
increased  myocardial  oxygen  demand  from  increased 
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afterload,  increased  heart  rate,  and  increased  myocar- 
dial contractility;  cutting  of  cocaine  with  ampheta- 
mines will  worsen  all  of  these  effects.  Coronary  vaso- 
spasm and  coronary  arteritis  may  also  play  a significant, 
though  less  proven,  role.  Reduced  myocardial  oxygen 
supply  due  to  anemia  probably  contributed  to  the  an- 
gina in  this  case. 

Cardiac  arrhythmias,  either  supraventricular  or 
ventricular  tachycardia,  or  ventricular  fibrillation,  are 
frequently  observed  with  overdose  of  cocaine.  Ar- 
rhythmia may  be  caused  by  a direct  myocardial  effect 
or  may  be  due  to  myocardial  ischemia.3  Ventricular 
arrhythmia  probably  accounts  for  a large  number  of 
cocaine-related  sudden  deaths. 

Though  there  is  no  specific  antidote  for  cocaine, 
treatment  of  the  acute  clinical  manifestations  is  help- 
ful. Diazepam  may  control  agitation  and  tremulous- 
ness, and  beta-blockers  may  be  useful  in  treating  hy- 
pertension, tachycardia,  and  other  signs  of  excess 
catecholamines.  A combined  alpha-beta  blocker,  such 
as  labetolol,  may  be  more  advantageous  than  a beta- 
blocker  such  as  propranolol.  Both  chlorpromazine  and 
calcium  channel  blockers  have  increased  survival  time 
in  dogs.4  r ^ 
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gss  Prevention  Case  of  the  Month 


Malpractice — A Quality  Assurance  Responsibility? 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 58-year-old  woman,  who  had  complained  to  her  physi- 
cian of  some  pain  in  her  left  leg  and  foot  in  the  past,  made 
an  appointment  to  see  him.  Among  other  things,  she  de- 
scribed pain  in  the  leg  and  foot  that  was  entirely  different 
from  the  occasional  aching  discomfort  that  she  had  experi- 
enced before.  She  stated  that  the  pain  was  not  only  more 
severe  than  before  but  that  she  could  now  definitely  relate 
the  pain  to  walking.  When  she  was  at  rest,  the  pain  disap- 
peared almost  completely. 

Though  an  examination  was  conducted,  the  office  notes 
were  almost  nonexistent.  There  was  a note  that  Empirin  #3 
was  prescribed  for  pain,  and  some  “back  exercises”  were 
suggested. 

Three  days  after  this  initial  visit  and  examination  the  pa- 
tient returned,  stating  that  her  “foot  and  leg  are  killing  me.” 
At  that  time  she  was  scheduled  for  a consultation  with  a neu- 
rosurgeon in  a nearby  medical  center.  The  pain  worsened, 
becoming  constant  even  at  rest,  and  she  was  admitted  to  the 
community  hospital  to  await  a neurologic  consultation  some 
seven  days  hence. 

The  attending  physician  ordered  “PT-back  and  legs  bid.” 
Three  days  after  admission,  the  patient  complained  to  the 
physical  therapist  of  “crushing”  pain  in  the  right  foot.  “Pelvic 
traction”  with  a 10-lb  weight  was  ordered.  Two  days  later  the 
nurse’s  notes  recorded  “more  pain  in  foot.  Foot  cool.  Nail 
bed  cyanotic.”  The  attending  physician  ordered  a venogram 
for  the  following  morning. 

During  this  week  in  the  hospital,  the  attending  physician 
saw  the  patient  regularly  but  did  not  write  any  substantive 
progress  notes.  The  physical  examination  did  not  record  any 
evidence  of  neurologic  or  vascular  impairment  to  the  right 
foot  or  leg;  pulses  were  not  recorded. 

The  following  day,  the  radiologist  reported,  “No  evidence 
of  thrombosis  in  the  venous  system  of  the  right  leg.”  The 
patient  continued  to  complain  of  severe  pain  in  the  legs  and 
foot,  and  was  given  narcotics  in  increasing  dosages  to  relieve 
the  pain. 

She  was  transported  to  the  medical  center  the  day  the 
neurosurgical  consultation  was  to  be  done.  The  specialist  ex- 
amined her  and  called  in  a vascular  surgeon,  who  did  a stat 
arteriogram;  it  showed  occlusion  of  the  right  iliac  artery,  and 
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an  emergency  operation  was  done.  The  occlusion  was  iden- 
tified and  the  thrombus  removed  but  there  was  only  slight 
improvement  in  the  color  and  temperature  of  the  affected 
extremity  postoperatively.  By  the  second  postoperative  day 
the  graft  had  become  occluded  and  a second  operation  was 
done  attempting  to  bypass  the  obstruction.  There  was  pro- 
gressive deterioration  of  the  affected  leg  postoperatively,  ne- 
cessitating amputation  above  the  knee  on  the  14th  hospital 
day,  some  20  days  after  the  patient’s  first  complaints  of  a 
change  in  the  pain  in  her  left  foot  and  leg. 

A lawsuit  was  filed,  and  since  there  was  little  or  no  expert 
testimony  on  behalf  of  the  physician,  a large  settlement  was 
required. 

Loss  Prevention  Comments 

It  would  be  difficult  to  imagine  a single  principle  of 
good  care  that  was  not  overlooked  by  the  attending 
physician  in  the  management  of  this  case.  Listen  to  the 
history.  The  character  of  the  pain  in  the  left  foot  and 
leg  had  changed.  Do  a good  physical  examination. 
There  was  no  documentation  as  to  the  condition  of  the 
circulation  to  the  leg.  Read  the  nursing  notes.  There 
was  documentation  of  a cold,  cyanotic  extremity.  There 
was  increasing  use  of  narcotics  to  control  pain  rather 
than  a thorough  evaluation  of  the  possible  causes  of 
the  pain.  A test  was  ordered  that  was  not  indicated  by 
the  record  that  did  exist.  Ask  for  help.  A consultation 
was  scheduled  but  the  leg  died  during  the  week  that 
elapsed  before  the  patient  was  in  the  hands  of  the  con- 
sultant. 

This  exemplifies  such  a degree  of  incompetence  that 
it  is  difficult  to  imagine  this  attending  physician  not 
being  a favorite  topic  of  discussion  in  meetings  of  his 
hospital’s  Quality  Assurance  Committee.  Is  this  kind 
of  malpractice  an  isolated  incident  with  this  doctor,  or 
would  a careful  examination  of  his  practice  reveal  oth- 
er such  cases? 

Would  this  physician  have  had  to  explain  this  case 
to  his  peers  in  the  hospital  where  you  practice?  This 
sort  of  practitioner  is  the  responsibility  of  all  of  us. 
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Medicolegal  Junction 


A Few  Things  About  a Few  Things 

DENNIS  LORD 
TMA  Staff  Attorney 


There  are  some  things  that  become  daily  routine, 
but  from  time  to  time  it's  good  to  take  a close  look  at 
the  details,  if  for  no  other  reason  than  as  a reminder 
to  keep  aware  of  what's  going  on  around  us.  So,  let's 
call  this  month's  column  a potpourri  of  privileges, 
records,  taxes,  and  tribulations.  A couple  of  these 
subjects  are  old,  but  could  stand  review.  They  are 
(1)  Physician-patient  privilege  of  confidentiality,  and 
(2  Medical  records — preservation  and  release  to  pa- 
tients. Then  there  are  a couple  of  fairly  new  subjects 
that  will  soon  be  “routine.”  They  are  (3)  Section  89  of 
the  IRS  Code,  and  (4)  Physicians  and  antitrust  laws 
(this  is  the  tribulation  referred  to  above). 

There  is  no  time  or  space  to  discuss  all  of  these 
items  comprehensively.  And  remember,  in  law  and 
medicine,  there  are  exceptions  to  everything.  But  in 
the  spirit  of  trying  to  be  informative,  let’s  review'  a few 
things  about  a few  things. 

The  Physician-Patient  Privilege  of 
Confidentiality  in  Tennessee 

In  the  Tennessee  case  of  Quarles  v.  Sutherland,  de- 
cided in  1965,  the  court  held  that  Tennessee  does  not 
acknowledge  a physician-patient  privilege  in  legal  dis- 
putes. And  more  specifically.  State  v.  Fears,  decided 
in  1983,  held  that  neither  patient  nor  physician  has  a 
privilege  not  to  disclose  past  private  communication 
between  each  other  during  the  course  of  litigation.  In 
addition,  there  is  no  such  privilege  between  physician 
and  patient  specifically  created  by  statute  in  Tennes- 
see, except  the  privilege  created  between  a psychiatrist 
and  patient. 

The  court  ruled  that  the  existence  of  statutes  stat- 
ing that  certain  medical  records  shall  be  confidential 
and  inaccessible  to  the  public  does  not  protect  such 
records  from  the  courts  and  public  officials  acting  within 
their  duties. 

Somewhat  conversely,  the  American  Medical  As- 
sociation's Current  Opinions  of  the  Council  on  Ethical 
and  Judicial  Affairs  for  1989  (AMA  Current  Ethical 
Opinions)  states: 

The  information  disclosed  to  a physician  during  the  course 
of  the  relationship  between  physician  and  patient  is  confiden- 
tial to  the  greatest  possible  degree.  The  patient  should  feel 
free  to  make  a full  disclosure  of  information  to  the  physician 
in  order  that  the  physician  may  most  effectively  provide 


needed  services.  The  patient  should  be  able  to  make  this  dis- 
closure with  the  knowledge  that  the  physician  will  respect  the 
confidential  nature  of  the  communication.  The  physician 
should  not  reveal  confidential  communications  or  informa- 
tion without  the  express  consent  of  the  patient,  unless  re- 
quired to  do  so  by  law  . 

The  courts  do  acknowledge  this  ethical  require- 
ment, but  as  a matter  of  policy,  sometimes  the  inter- 
ests of  justice  require  confidences  to  be  disclosed. 

Note  that  there  are  some  statutes  in  Tennessee  that 
require  confidentiality  of  medical  information.  Consult 
your  Physicians'  Guide  to  Tennessee  Law  (/  Tenn  Med 
Assoc  81:183-210,  1988)  for  specifics. 

Rule  of  thumb:  Follow  the  AMA  guidelines  unless 
you  are  legally  required  to  do  otherwise. 

Medical  Records — Preservation  and 
Release  to  a Patient 

Preservation.  There  is  no  statutory  requirement 
specifically  mandating  the  length  of  time  a physician 
must  preserve  medical  records;  there  is,  however,  a 
requirement  as  to  the  preservation  of  hospital  medical 
records.  The  following  guidelines,  similar  to  the  hos- 
pital medical  records  preservation  requirements,  are 
suggested.  (1)  Medical  records  (including  inactive  files 
and  records  on  deceased  patients):  Ten  years  unless 
the  patient  is/was  mentally  disabled  or  a minor.  If 
mentally  disabled  or  a minor,  the  records  are  to  be 
kept  for  the  period  of  disability  or  minority  plus  one 
year  OR  ten  years,  whichever  is  longer.  (2)  X-ray  film: 
Four  years  after  date  of  exposure.  However,  written 
findings  or  interpretations  of  a radiologist  who  read 
film  are  to  be  kept  as  (1)  above. 

Release  to  a Patient.  No  specific  law  in  Tennessee 
requires  release  of  medical  records  to  a patient.  The 
AMA  Current  Ethical  Opinions  states  this  view: 

RECORDS  OF  PHYSICIANS:  INFORMATION  AND  PA- 
TIENTS. Notes  made  in  treating  a patient  are  primarily  for 
the  physician's  own  use  and  constitute  his  personal  property. 
However,  on  request  of  the  patient  a physician  should  pro- 
vide a copv  or  a summary'  of  the  record  to  the  patient  or  to 
another  physician,  an  attorney,  or  other  person  designated  by 
the  patient. 

RECORDS  OF  PHYSICIANS;  AVAILABILITY  OF  IN- 
FORMATION TO  OTHER  PHYSICIANS.  The  interest  of 
the  patient  is  paramount  in  the  practice  of  medicine,  and 
everything  that  can  reasonably  and  lawfully  be  done  to  serve 
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i it  interest  must  be  done  by  al!  physicians  who  have  served 
it  are  serving  the  patient.  A physician  who  formerly  treated 
a patient  should  not  refuse  for  any  reason  to  make  his  rec- 
ords of  that  patient  promptly  available  on  request  to  another 
physician  presently  treating  the  patient.  Proper  authorization 
for  the  use  of  records  must  be  granted  by  the  patient.  Medi- 
cal reports  should  not  be  withheld  because  of  an  unpaid  bill 
for  medical  services. 

Section  89  of  the  IRS  Code 

Section  89  is  supposed  to  discourage  employers  from 
discriminating  by  giving  high  ranking  employees  better 
fringe  benefits  than  other  employees.  In  this  case, 
fringe  benefits  means  such  things  as  health  insurance 
plans,  life  insurance  plans,  even  parking  allowances. 
The  problem  is,  Section  89  requirements  appear  to  be 
so  burdensome  and  economically  unfeasible  that  there 
is  no  practical  way  to  implement  them. 

The  TMA  has  written  all  of  Tennessee’s  U.S. 
Congressional  Delegation  to  express  opposition  to 
Section  89,  as  follows: 

Our  position  is  based  on  a number  of  factors.  First,  we 
believe  there  is  an  enormous  disparity  between  projected  tax 
revenues  generated  by  Section  89  and  the  additional  tax  de- 
ductible business  expenses  of  employers  who  attempt  to  im- 
plement its  requirements.  The  result,  in  our  opinion,  will  be 
a net  loss  of  federal  tax  revenues.  Second,  physicians’  offices 
are  most  often  small  businesses.  As  such,  the  high  cost  of 
determining  whether  an  office  is  in  compliance  with  Section 
89  is  a disproportionate  expense.  When  added  to  the  costs 
necessary  to  come  into  compliance  with  Section  89,  the  result 
is  a substantial  increase  in  expenditures  . . . Finally,  the  neg- 
ative effects  of  Section  89  greatly  outweigh  Congress’  good 
intentions  to  encourage  employers  to  expand  the  benefits  of- 
fered to  employees. 

An  alternative  bill  (SI  129)  has  been  introduced  in 
Congress  which  would  significantly  and  favorably  alter 
Section  89.  As  of  this  writing,  Section  89  could  con- 
ceivably affect  physicians’  offices.  There  are  tests  called 
for  in  Section  89  to  make  that  determination.  But, 
pending  the  outcome  of  SI  129,  there  may  be  nothing 
to  do  but  wait. 

At  any  rate,  physician/employers  should  be  aware 
of  Section  89  and  that  it  potentially  affects  your  busi- 
ness. Keep  educated  and  be  prepared  for  the  eventu- 
ality of  compliance.  So  far,  IRS  has  been  liberal  with 
notice  of  compliance  requirements  and  they  will  prob- 
ably continue  to  be. 

Physicians  and  Antitrust  Laws 

The  AMA  has  recently  published  a wonderful 
booklet  entitled  Collective  Negotiations  and  Anti- 
trust— A Guide  for  Physicians.  The  booklet  explains 
what  antitrust  laws  are,  how  they  affect  a physician’s 
practice,  and  what  physicians  and  medical  societies  can 
do  regarding  antitrust  laws.  It  is  a good  educational 
tool. 

Somewhat  in  conjunction  with  the  booklet,  Edward 
Hirshfeld,  Associate  General  Counsel  of  the  AMA, 
has  written  a three-part  series  in  the  AMA’s  periodical 
publication,  The  Citation — A Medicolegal  Digest  for 
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Physicians.  In  Part  II,  Mr.  Hirshfeld  gives  “antitrust 
don’ts”  for  physicians,  as  provided  by  the  U.S.  De- 
partment of  Justice  (DOJ): 

First,  do  not  agree  with  competing  independent  doctors 
on  any  term  of  price,  quantity,  or  quality — including  fee 
schedules  and  relative  value  scales; 

Second,  do  not  agree  with  competing  independent  doctors 
on  the  patients  that  you  are  willing  to  serve,  the  locations 
from  which  you  are  permitted  to  draw  patients,  or  where  you 
will  locate  your  offices;  and 

Third,  do  not  agree  with  competing  independent  doctors 
to  refuse  to  offer  your  services  to  alternative  delivery  sys- 
tems. 

According  to  the  DOJ,  organized  resistance  to  vigorous 
third-party  payers’  demands  for  lower  fees  or  discount  is  the 
principal  area  that  represents  the  greatest  risk  of  antitrust  ex- 
posure . . . 

In  Part  III  of  his  series,  Mr.  Hirshfeld  points  out 
the  other  side  of  the  antitrust  coin. 

...  it  is  common  for  physicians  to  ask  whether  it  is  legal 
for  health  plans  to  push  physicians  around.  Physicians  feel 
that  since  they  are  not  allowed  to  organize  to  counter  the 
market  power  of  insurers,  then  it  should  be  illegal  for  insur- 
ers to  exercise  leverage  over  physicians. 

The  answer  to  physicians’  concern  is  twofold.  First,  insur- 
ers are  subject  to  the  same  antitrust  laws  as  physicians,  and 
may  be  prosecuted  for  violations.  Second,  most  individual 
physicians  probably  have  more  bargaining  power  than  they 
may  think. 

Later  in  Part  III  of  his  article,  Mr.  Hirshfeld  sum- 
marizes as  follows: 

The  best  option  for  physicians  is  to  negotiate  with  payers. 
That  can  be  accomplished  on  an  organized  basis,  through  a 
legitimate  PPO,  or  it  can  be  accomplished  individually.  Phy- 
sicians involved  in  a PPO  may  not  agree  to  boycott  an  insurer 
if  approached  by  the  insurer  individually.  However,  the  PPO 
can  choose  to  sign  or  not  to  sign  with  a given  private  third 
party  payer.  The  PPO  may  bring  desirable  attributes  to  the 
payer,  which  have  value  during  a negotiating  session.  The 
PPO  may  be  able  to  offer  reputable  physicians  in  a wide  ar- 
ray of  specialties  over  a broad  geographic  area.  That  saves 
the  insurer  the  costs  of  trying  to  assemble  a desirable  panel 
on  a physician  by  physician  basis.  The  insurer  may  be  able  to 
offer  an  assured  substantial  volume  of  patients  to  PPO  phy- 
sicians, for  which  it  may  be  worth  discounting  fees. 

Physicians  also  have  bargaining  power  when  negotiating 
individually.  Most  health  plans  want  to  offer  potential  sub- 
scribers a good  choice  of  reputable  physicians,  particularly 
those  considered  to  be  desirable  by  patients.  Individual  phy- 
sicians may  find  that  they  can  negotiate  over  fees  with  insur- 
ers. 

Of  course,  that’s  not  the  whole  story.  There  is  a lot 
more  to  be  said  about  physicians  and  antitrust  law. 
Again,  I suggest  the  AMA  booklet,  for  starters.  TMA 
members  can  get  a copy  for  $2  plus  postage  by  calling 
Peggy  Wilson  at  TMA  Headquarters  in  Nashville  at 
615/327-1451. 

Another  worthwhile  purchase  from  the  AMA  is  the 
Current  Opinions  of  the  Council  on  Ethical  and  Judi- 
cial Affairs  (1989),  referred  to  earlier.  It  can  be  pur- 
chased by  AMA  members  for  $8  ($15  for  non-mem- 
bers). Call  the  AMA  at  312/645-5000  or  write:  Order 
Department  OP-122/9,  American  Medical  Associa- 
tion, P.O.  Box  10946,  Chicago,  IL  60610-0946.  r . ^ 
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TENNESSEE  MEDICAL  ASSOCIATION 

Member  FAX  Program' 


The  PANAFAX  UF-250  (by  Panasonic)  offers  high  volume 
capacity  at  a remarkably  low  price.  This  combined  with  its 
superior  reliability,  makes  it  the  best  rated  machine  by 
“What  To  Buy  For  Business.”  1988  facsimile  edition. 
Features  include  a ledger-size  document  feed  to  11*  wide, 
100-number  autodialer,  30-page  auto  document  feeder, 
15-seconds-per-page  speed,  and  more... 


Facsimile  is  the  fastest,  most 
inexpensive  way  to  send  documents 
anywhere  in  the  world! 


Wash.,  D.C. 
to: 


Overnight 

Mail 


Instantly 
by  FAX 


Dallas 

Los  Angeles 
London 
Across  town 


Si 4.00  $ .21 

$14.00  $ .23 

$37.00  $1.16 

$14.00  Local  phone  call 


And  using  Fax  to  communicate  is  easy  as... 

Making  a telephone  call!  1.  Insert  Document; 
2.  Dial  number;  3.  Touch  Send  Key 


The  PANAFAX  UF-260  (by  Panasonic)  has  memory 
capability  (up  to  20  pages)  allowing  you  to  broadcast  up  to 
100  locations.  Other  features  include  a ledger-size 
document  feed  to  IT  wide,  72-number  autodialer,  30-page 
auto  document  feeder.  12-seconds-per-page  speed, 
and  more...  The  best  mid-range  memory  unit  available! 


rhe  dex-ten  (from  Fujitsu  Imaging  Systems  of  America) 

s your  best  value  for  small  office  or  remote  location  use. 
Matures  include  a phone  with  autodial,  98'  roll  of  paper, 
)600  bps  speed... and  unlike  other  portable  models  it  has  16 
evel  greyscale  and  a 5 page  auto  document  feeder. 


To  order  machines  or  paper  call: 

1.800-289-2776 


9 a.m.-8  p.  m.  (EST) 
Monday  thru  Friday 
(Saturday:  noon-6  p.m.) 


Members  Only 
Take  Advantage  NOW... 

■ Choose  from  a complete  range  of  models 

■ Big  discounts  on  fax  machines  (up  to  40%) 

■ 25%  discount  on  fax  paper 

■ Free  delivery  (allow  one  to  two  weeks) 

■ Money-back  guarantee 

■ 90-day  warranty 

■ Toll  free  installation  assistance 

■ Guaranteed  on-site  or  toll-free  service  support... 

...  wherever  you  are 

■ Purchase  or  lease 

■ No  charge  for  sales  tax  (except  for  Virginia) 


iizfYes 


I want  information  about  the 
TMA  Member  Fax  Program 


I’m  interested  in  □ Panafax  □ Fujitsu 
I want  to  □ purchase  □ lease  □ not  sure 
□ I’m  interested  in  Fax  paper  at  member  prices 

Name: 


Firm/Company . 

Address: 

City 


Phone  ( 


Tennessee  Medical  Association 


.Title:. 


. State . 


.Zip 


Mail  to:  Member  FAX  Program® 

109  N.  Henry  Street 
Alexandria,  VA  22314 
Attn:  Fax  Program  Manager 


The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 


Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That's  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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THE  UNITED  STATES  ARMY  RESERVE 

HEALTH  CARE  PROFESSIONALS 
BONUS  TEST  PROGRAM 

$10,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  requires  that  the  Department  of 
Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army. 

The  Bonus  Test  Program  is  scheduled  to  begin  on  or  about  August  1,  1989  and  will  be 

offered  to  physicians  in  the  following  specialties: 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY 

(Including  selected  subspecialties) 

Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one 

of  the  above  specialties. 

BONUS  ELIGIBILITY:  In  addition  to  meeting  all  criteria  for  appointment  as  a medical 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 

prior  service,  discharged  before  28  April  1989. 

BONUS  AMOUNTS:  The  test  will  offer  $10,000  bonus  for  each  year  of  affiliation  with 
the  Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must 
choose  1,  2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually 

at  the  beginning  of  each  year  of  agreed  affiliation. 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the 

time  of  accession. 

TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM 

PLEASE  CONTACT: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
3606  AUSTIN  PEAY,  SUITE  313,  MEMPHIS,  TN  38128-3755 
OR  CALL:  (901)  388-9876  or  9877  COLLECT 


First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 

Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET...  EXERCISE... 


Humulin 

human  insulin 
[recombinant  DNA  origin) 

For  your  insulin-using  patients 
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Lilly  Leadership 

IN  DIABETES  CARE 


) 1987,  ELI  LILLY  AND  COMPANY 


Eli  Lilly  and 

Indianapolis, 

46285 


849313 
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Corporate  Health  Care 

I am  taking  this  opportunity  to  interview  some  people  who  may  give  us 
some  insight  on  the  impact  of  escalating  costs  of  health  care  on  our  relation- 
ship to  our  community.  Our  first  interview  is  with  Mr.  Marvin  Runyon,  who 
was  for  a number  of  years  vice-president  of  the  Body  Assembly  Plants  of 
Ford  Motor  Company,  overseeing  29  plants  with  120,000  employees.  Fol- 
lowing that,  as  you  know,  he  was  president  and  chief  executive  officer  of 
Nissan,  having  started  their  plant  in  Smyrna.  He  is  now  chairman  of  the 
board  of  the  Tennessee  Valley  Authority. 

Q:  Mr.  Runyon , you  have  had  many  years  of  experience  in  purchasing  health  care  benefits  for  your  employees 
in  the  various  corporations  with  which  you  have  been  associated  in  an  executive  capacity.  With  this  as  a back- 
ground, what  impact  does  the  escalating  cost  of  health  care  have  on  “the  cost  of  doing  business”? 

A:  In  the  last  ten  years  health  care  costs  have  steadily  increased.  When  we  try  to  define  the  cost  of  a product 
we  have  to  be  “in  the  game.”  In  the  auto  industry,  health  care  costs  were  a tremendous  percentage  of  the  cost 
of  a unit.  Last  year  at  TVA  our  costs  escalated  some  20%.  We  have  to  be  able  to  accurately  define  their  source 
and  analyze  how  to  modify  them.  We  define  what  percentage  of  our  budget  is  allocated  to  employee  compensa- 
tion, then  sit  down  with  the  employee  and  try  to  solve  the  mutual  problem  of  how  much  is  to  be  spent  on  health 
care  and  other  benefits  and  what  is  left  for  take  home  pay.  It  is  a mutual  problem  that  has  to  be  mutually  solved. 
If  the  employer  pays  all  the  bills,  costs  will  go  up.  If  the  employee  pays  for  a portion  of  the  health  care  bill,  he 
is  more  aware  of  the  cost  and  the  rise  in  cost  will  likely  be  less.  I believe  also  that  if  the  doctor  is  aware  that  the 
patient  is  paying  part  of  the  bill,  he  will  likely  be  more  expeditious  for  patient  discharge,  thereby  lessening  the 
expense  to  patients.  If  the  bill  is  being  totally  paid  for  by  the  company,  the  physician  may  not  have  this  same 
feeling. 

Q:  So  you  believe  the  employee  patient  should  have  a financial  interest  in  or  responsibility  for  his  health  care? 

A:  Yes;  we  at  TVA  are  trying  to  devise  systems  whereby  our  employees  can  select  types  and  levels  of  care  to 
suit  their  particular  need.  If  some  of  the  premium  dollars  we  pay  to  a carrier  are  not  used,  there  will  be  a refund, 
and  we  hope  to  pass  this  refund  back  to  the  employee.  We  must  educate  the  employees  as  to  the  best  way  to 
utilize  their  health  benefits  by  obtaining  a second  opinion,  using  patient  services,  and  properly  using  time  away 
from  work. 

Q:  Mr.  Runyon,  can  you  give  me  any  of  your  thoughts  as  to  why  the  costs  are  escalating? 

A:  There  may  be  several  reasons.  One  is  use  of  new  technologies  which  can  be  very  expensive,  and  while  very 
helpful,  may  be  overutilized.  Also,  services  to  the  indigent  and  the  levels  of  reimbursement  to  physicians  and 
hospitals  for  Medicare  and  Medicaid  services  have  an  impact  on  our  costs  of  health  care.  Cost  differentials  are 
paid  for  by  the  paying  patients  or  carriers  in  the  system.  I realize  the  hospitals  and  physicians  also  have  bills  to 
pay. 

Q:  Where  do  you  think  managed  health  care  plans  fit  into  controlling  health  care  costs? 

A:  I have  the  perception  that  these  plans  can  deliver  care  at  lesser  costs,  but  this  depends  upon  the  plan.  I 
also  have  the  feeling  that  physicians  do  not  like  these  plans  and  tend  to  resist  them.  The  plans  work  only  if  the 
doctors  and  hospitals  are  convenient  to  the  employee,  otherwise  they  will  not  sign  up  for  them.  Physicians  can 
help  bring  down  the  costs  of  care  by  offering  services  in  the  most  time-efficient,  least  expensive  setting,  such  as 
outpatient  facilities.  They  can  be  of  real  help  in  protecting  the  work  time  of  the  employee,  being  cognizant  of 
the  employer’s  need  to  have  his  full  work  force  as  much  of  the  time  as  possible. 

When  asked  if  he  thought  if  the  time  would  come  when  their  escalating  costs  of  health  care  would 
ever  cause  industry  to  seek  help  and  relief  from  the  federal  government,  Mr.  Runyon  answered  that 
he  sincerely  hoped  not,  as  he  believes  private  enterprise  should  be  able  to  solve  its  own  problem. 


William  O.  Miller 


journal  of  (he 

tenne//ee 

medical  a/rockiHon 

PUBLISHED  MONTHLY 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL 
PROFESSION  OF  TENNESSEE 

OFFICE  OF  PUBLICATION:  112  LOUISE  AVENUE, 
NASHVILLE,  TN  37203 

JOHN  B.  THOMISON,  M.D.,  EDITOR 

ADDISON  B.  SCOVILLE,  JR.,  M.D.,  ASSOCIATE  EDITOR 

JEAN  WISHNICK,  AAANAGING  EDITOR 

Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1 103,  Act  of  October  3,  1917, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire 
merely  giving  credit  to  this  publication. 


Address  papers,  discussions  and  scientific  matter  to: 

John  B.  Thomison,  M.D.,  Editor 
230  25th  Ave.  North,  Nashville,  TN  37203 
Address  organizational  matters  to  L.  Hadley  Williams, 
Executive  Director,  1 12  Louise  Avenue,  Nashville,  TN  37203 

COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

OSCAR  M.  McCALLUM,  M.D.,  Chairman,  Henderson 
SIDNEY  L.  BICKNELL,  M.D.,  Jackson 
FREDERICK  D.  SLAUGHTER,  M.D.,  Bristol 
WINSTON  P.  CAINE,  JR.,  M.D.,  Chattanooga 
FRANCIS  W.  GLUCK,  JR.,  M.D.,  Nashville 
JOHN  B.  THOMISON,  M.D.,  Nashville,  Ex-Officio 


OCTOBER,  1989 


editorial/ 


C&B 

Every  chartered  organization  has  to  have  a 
constitution  so  any  interested  party  can  find  out 
what  the  organization  is  all  about,  who  makes  it 
up,  what  their  rights  and  obligations  are,  and  how 
it  operates.  TMA,  much,  perhaps,  to  your  sur- 
prise, has  one.  As  with  the  US  Constitution, 
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amending  ours  takes  some  doing — such  as  the 
requirement  that  after  proper  hearings  before  a 
reference  committee  the  amendment  must  then 
lie  on  the  table  for  a whole  year,  during  which 
the  membership  is  notified  of  the  proposed 
change  both  in  the  Annual  Meeting  issue  of  the 
Journal  (June),  and  through  their  component  so- 
ciety, at  least  in  theory.  I suspect  few  pay  atten- 
tion. At  the  next  annual  meeting  of  the  Associ- 
ation the  proposed  amendment  must  have 
another  hearing  before  a vote  is  called.  Adop- 
tion requires  a two-thirds  “aye”  vote. 

To  govern  their  day-to-day  operation,  organi- 
zations also  have  bylaws.  They  are  easier  to 
change  than  the  constitution.  Amendments  in- 
troduced into  the  House  of  Delegates  at  the  first 
session  of  the  annual  meeting  can  be  voted  on  at 
the  next  session,  after  there  have  been  proper 
hearings  before  a reference  committee. 

Every  year  before  the  annual  meeting  of  the 
Association,  each  member  of  the  House  of  Del- 
egates is  given,  along  with  the  Handbook,  a copy 
of  the  Constitution  and  Bylaws  (C  & B).  I’ll  bet, 
though,  that  unless  you  have  been  a member  of 
the  House,  you  have  never  seen  a copy.  For  that 
reason,  we  (that’s  not  an  editorial  “we”;  it  in- 
cludes a number  of  people,  which  I’ll  not  expand 
on)  decided  it  would  be  a good  idea  if  you  had 
the  opportunity.  A copy  of  the  C&B  therefore 
appears  in  this  issue  of  the  Journal.  It  appears  in 
the  back  of  the  book  so  you  can  tear  it  out  for 
future  reference,  which  I recommend  you  do. 

I also  recommend  you  read  it.  You  may  find 
it  interesting,  and  some  of  the  interesting  things 
you  find  may  not  be  to  your  liking.  Unlike  the 
Decalog,  they  are  not  set  in  stone;  as  I indicated, 
they  can  be  changed,  if  not  always  easily,  at  least 
handily.  Some  of  the  resistance  to  change  may 
come  from  your  colleagues  in  the  House  of  Del- 
egates. If,  therefore,  you  feel  strongly  that 
changes  are  indicated,  I suggest  you  lobby  your 
delegates,  as  only  the  House  of  Delegates  has  that 
power. 

You  have  hereby  no  excuses.  It  is  all  laid  out 
before  you.  If  it  hits  the  circular  file,  as  I am 
certain  it  will  in  many  instances,  maybe  (shud- 
der) even  most  instances,  you  will  have  no  one 
else  to  blame  when  you  don’t  know  what  your 
Association  is  about.  Maybe  what  it  is  about  is  a 
lot  of  things  you  don’t  know  about.  Why  knows? 
Well,  who  knows  are  those  who  have  read  the 
instructions  we  have  so  carefully  and  thoughtful- 
ly supplied  you. 

J.B.T. 
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Creeping  Tentacles 

Item:  The  FDA,  with  nothing  better  to  do,  and 
by  its  own  account  not  enough  money  to  do  it 
with,  has  banned  the  sale  of  over-the-counter 
aphrodisiacs,  on  the  grounds  that  they  have  not 
been  shown  to  work.  We  can’t  wait  to  see  the 
laboratory  tests  on  this  one.  (William  F.  Buck- 
ley,  Jr.,  in  the  National  Review,  Aug.  18,  1989, 
page  8) 

I’m  uncertain,  though  not  very,  as  to  the  po- 
litical clout  of  the  aphrodisiac  manufacturers,  if 
there  are  any  such,  or  at  least  their  marketers, 
but  because  I suspect  it  is  not  much,  the  ruling 
may  go  unchallenged.  On  the  other  hand,  it  may 
not.  If  it  should  be  challenged,  it  will  be  interest- 
ing to  see  what  evidence  the  FDA  will  cite. 
Though  I suspect  the  FDA’s  conclusions  are  cor- 
rect, as  it  stands  the  ruling  would  appear  capri- 
cious, and  I also  suspect — no,  I am  certain — that 
a smart  lawyer  could  convince  a jury  that  it  is.  I 
don’t  intend  to  pursue  that  any  further  here,  be- 
cause this  is  just  a sort  of  foreplay  to  the  main 
attraction,  which  is  coming. 

If  there  is  one  thing  a bureaucracy  can't  stand, 
it  is  a vacuum,  a vacuum  being  defined  for  its 
purposes  as  any  nook  or  cranny  into  which  its 
tentacles  have  not  crept.  There  aren't  many  of 
those  left  around.  Various  governmental  agen- 
cies have  managed  to  insert  themselves  into  and 
diddle  with  every,  or  at  least  practically  every  (I 
decided  I had  better  leave  myself  an  escape,  on 
the  grounds  that  someone  might  think  of  some- 
thing one  of  the  agencies  has  overlooked;  I doubt 
it,  but  somebody  just  might)  human  endeavor, 
and  incidentally  a lot  of  nonhuman  ones,  too. 

Once  upon  a time,  only  dimly  remembered,  it 
was  considered  that  the  laborer  was  worthy  of 
his  hire,  and  that  for  it  he  would  give  value  re- 
ceived. Now  I am  not  so  naive  as  to  think  that 
human  nature  has  changed — certainly  not  to  the 
extent  it  might  appear  to  have  on  first  blush.  It 
not  only  is,  but  always  has  been,  simply  human 
nature  to  try  to  get  away  with  whatever  one  can 
get  away  with,  even  though  various  owners  of  that 
human  nature  may  have  managed  to  tame  it  to 
varying  degrees,  either  through  force  of  will  or 
by  listening  to  the  voice  of  the  Spirit  rather  than 
that  of  the  Old  Man.  Whichever,  turning  out  a 
good  day’s  work  used  to  be  a source  of  some 
pride;  not  only  that,  the  expectation  was  that  the 
worker  would,  and  not  that  he  would  not.  That 
in  itself  can  make  a heap  of  difference  in  per- 
formance. 


I’m  not  sure  when  it  began  to  be  assumed  in 
the  US  of  A that  in  order  to  perform  up  to  snuff 
a body  needed  to  have  an  overseer;  to  make  this 
piece  more  scholarly  I could  look  it  up,  but  that 
would  also  make  it  longer  and  a lot  more  windy. 
For  our  purposes  here  it  will  suffice  to  say  that 
whenever  it  was,  the  process  got  down  to  brass 
tacks  in  the  Marxist-inspired  New  Deal  following 
the  Great  Depression.  Understand  that  I am 
talking  about  our  country,  and  not  somebody 
else’s.  Marxism,  oversimplified  to  be  sure,  oper- 
ates on  the  assumption  that  nobody  deserves  to 
have  anything  more  than  anybody  else,  and  that 
if  everybody  works  as  hard  as  he  can,  income 
should  be  equal,  regardless  of  individual  efficien- 
cy or  production.  (Keep  in  mind  that  most  of 
those  who  proposed  that  were  rich,  and  didn't 
intend  not  being;  they  were  talking  about  the 
“working  class.”)  That  is  the  basis  for  welfare 
programs  and  for  the  mindset  of  “why  work?” 
The  cohabiter  of  the  handout  is  slovenly  work- 
manship, or  none  at  all,  with  the  consequence  of 
a burgeoning  bureaucracy,  which  becomes  a self- 
perpetuating,  immortal,  immoral,  suffocating  hy- 
dra that  squeezes  the  life  out  of  the  economy.  It 
perpetuates  mediocrity  by  encouraging  both  la- 
bor and  management  to  cut  corners,  requiring 
even  further  regulation  which  in  turn  spawns  yet 
more  regulators  and  regulatory  agencies,  leaving 
the  gasping  economy  by  now  cyanotic,  and 
around  and  around  in  a vicious  circle.  I’m  certain 
the  founders  of  this  republic  must  be  executing  a 
rapid,  tight  spiral  in  their  graves. 

There  is  something  else  I wish  to  be  entirely 
clear  on,  and  that  is  that  the  government  is  not 
to  be  held  responsible  for  any  of  this.  If  this  were 
the  Soviet  Union,  say,  it  should  be,  but  not  here. 
None  of  this  was  done  in  a closet,  and  nothing 
ultimately  is  going  to  happen  in  this  country  that 
the  electorate  does  not  allow.  Note  that  I said 
allow  and  not  wish.  Most  of  what  comes  to  pass 
is  through  default  of  the  citizenry.  Even  then  the 
action  can  be  reversed;  it  may  take  a while,  but 
it  can  be.  In  the  face  of  all  of  the  activity  by 
President  Reagan’s  administration  to  deregulate, 
and  even  while  extensive  deregulation  was  going 
on,  the  health  care  industry,  which  (sob)  in- 
cludes us,  became  even  more  heavily  regulated, 
and  it  shows,  of  course,  no  signs  of  abating.  Do 
you  think  that  was  because  Mr.  Rostenkowsky 
and  Senator  Kennedy  and  President  Reagan  and 
the  others  wanted  it?  Of  course  it  was.  But  do 
you  think  it  was  just  because  they  wanted  it?  Be 
serious.  Why  did  (do)  they  want  it?  They  want 
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to  stay  in  office  and  be  loved.  That’s  why. 

One  (and  by  that  I really  mean  all  of  us)  can- 
not do  away  with  bureaucrats;  they  are  a pro- 
tected species.  Agencies  and  other  segments  of 
the  bureaucracy,  though,  can  be  eliminated  at  the 
stroke  of  a pen.  It’s  just  that  the  citizenry  has  to 
push  the  pen.  We  are  tangled  in  a web  of  regu- 
lation because  the  people  want  to  be  tangled  in 
a web  of  regulation.  They  want,  of  course,  for  it 
to  be  someone  else  who  is  regulated,  but  they  are 
willing  to  be  included  in  order  to  be  protected.  That 
way  they  can  avoid  individual  responsibility. 

Freedom  is  built  on  responsibility,  and  abro- 
gation of  even  a little  bit  of  responsibility  erodes 
the  base  of  freedom  by  that  much.  The  citizenry 
wishes  to  be  protected  from  death  by  firearms, 
and  it  is  being  persuaded  by  the  media  that  the 
way  toward  that  end  is  through  the  confiscation 
of  all  firearms.  That  is  just  how  Hitler  gained  such 
quick  and  absolute  control  of  Germany:  the  pos- 
session of  firearms  had  first  been  made  illegal.  It 
has  been  widely  quoted  that  1,649  people  died  of 
gunshot  wounds  in  1985.  What  has  not  been 
widely  quoted  is  that  during  that  same  period 
1,663  people  choked  to  death  while  eating,  3,612 
died  of  medications,  4,407  drowned,  4,938  died 
in  fires,  and  45,901  died  in  motor  vehicle  acci- 
dents; I have  seen  nothing  about  outlawing  au- 
tomobiles. It  is  true  that  it  is  people  with  guns 
who  kill  people.  People  without  guns  also  kill 
people.  They  do  it  with  automobiles,  for  one 
thing,  particularly  if  either  of  them  has  too  much 
alcohol  in  his  blood.  Prohibition  of  alcohol  be- 
gan dying  just  as  soon  as  people  found  out  they 
liked  having  alcohol  better  than  not  having  alco- 
hol, which  was  almost  immediately. 

In  case  you  have  become  confused  as  to  what 
the  main  attraction  is  that  was  coming,  it  has.  It 
was  not  the  FDA,  which  served  simply  as  an  ex- 
ample of  what  is  happening  to  us.  It  was  not  fire- 
arms, which  served  simply  as  an  example  of  what 
is  likely  to  happen  to  us  if  we  don’t  watch  out.  It 
is  about  freedom  and  its  strangulation  by  the  ten- 
tacles that  we  have  not  only  allowed  to  grow,  but 
have  encouraged.  None  of  this  would  have  been 
possible  without  modern  technology.  Television 
is  reducing  us  to  a homogeneous,  largely  mind- 
less mass  that  is  easily  persuaded  into  any  path- 
way the  media  (used  to  mean  the  people  inhab- 
iting the  positions  of  power)  choose.  Computers 
can  monitor  one’s  every  move — and  do,  even 
now,  much  more  than  we  dare  think.  In  some 
jurisdictions  convicts  are  being  given  a bar  code; 
it  is  the  plan  that  soon  every  individual  will  have 
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one.  It  will  be  the  mark  of  the  beast,  and  one 
will  not  have  to  believe  biblical  prophecy  to  rec- 
ognize it  as  such.  That  will  be  the  death  of  what- 
ever privacy  we  have  left. 

None  of  this  will  happen  unless  the  people  wish 
it.  But  the  people  will  wish  it  because  it  will  make 
things  easier  for  credit,  for  the  transfer  of  funds, 
and  so  on,  and  as  a people  we  are  committed  to 
the  easy  way.  It  will  also  make  surveillance  of 
our  every  move  by  federal  agencies  much  easier, 
and  the  agencies  also  are  committed  to  the  easy 
way — and  to  surveillance.  Consider  how  much  we 
will  have  lost.  There  will  be  no  escape.  An  indi- 
vidual can  now  be  absolutely  identified  by  his 
DNA  pattern,  which  means  a single  desquamat- 
ed squamous  cell  or  a single  hair  left  lying  around. 
It  will  say,  plain  as  day,  “Kilroy  was  here!”  We 
are  changing  places  with  the  Polacks  that  we  de- 
ride so  in  our  jests;  they  are  coming  out  of  bond- 
age at  great  cost  to  themselves.  We  seem  hell- 
bent on  going  in. 

When  we  get  there,  we  will  have  no  one  to 
blame.  We  will  have  done  it  to  ourselves. 

J.B.T. 


God,  Man,  and/or  the  Devil 

After  Cain  killed  Abel,  we  are  told  in  the 
fourth  chapter  of  Genesis  that  after  receiving 
God’s  protective  mark  on  his  forehead,  he  “went 
out  from  the  presence  of  the  Lord.”  His  descen- 
dants became  the  “sons  of  men,”  as  opposed  to 
the  sons  of  God,  who  were  the  descendants  of 
Adam’s  third  son,  Seth.  One  of  Cain’s  descen- 
dants was  Jubal,  who  invented  musical  instru- 
ments; another  was  Tubal-Cain,  who  invented  all 
sorts  of  instruments  made  of  bronze  and  iron.  So 
far  as  I can  tell,  none  of  the  other  descendants 
of  either  Cain  or  Seth  did  anything  except  farm 
and  raise  cattle,  or  at  least  not  until  a whole  lot 
later.  Since  all  of  the  instruments  of  any  sort 
came,  I guess,  from  the  sons  of  men  and  not  from 
the  sons  of  God,  they  are  suspect  as  being  a 
product  of  the  World,  over  which  Satan  had  been 
given  dominion.  By  inference,  then,  all  such  in- 
struments might  be  considered  instruments  of  the 
devil.  There  are  some  sects  that  take  all  that  quite 
literally,  and  will  have  no  part  of  any  such  con- 
traptions. If  you  wish  to  pick  that  story  to  pieces, 
be  my  guest.  All  I did  was  abridge  the  Bible’s 
account,  and  you  can  take  it  or  leave  it.  If  you 
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leave  it,  though,  you  may  as  well  stop  here,  as 
the  account  is  seminal  to  my  conclusions. 

Whenever  explorers  set  out  into  the  great  un- 
charted, they  never  know  what  if  anything  they 
will  find,  or  even  whether  they  will  ever  be  heard 
from  again.  That  is  of  course  true  of  any  of  us 
when  we  climb  out  of  bed  every  morning,  or  even 
go  to  bed  at  night,  for  that  matter,  but  the  odds 
are  somewhat  different.  They  have  not  changed 
a whole  lot,  though,  for  the  uncharted  places, 
except  that  to  find  such  places  these  days  one  has 
generally  to  leave  this  planet.  Up  until  now  that 
has  required  such  a production  that  it  is  not  any 
way  of  escaping  the  press  of  civilization  or  of 
communing  with  nature. 

Some  time  back  I read  that  responsible  action 
requires  that  a body  always  keep  somebody  else 
informed  as  to  his  whereabouts.  Though  the 
writer  didn’t  specifically  say  so,  I presume  he 
meant  that  everyone  should  be  immediately 
available  if  needed.  I guess  I could  have  no  legit- 
imate quarrel  with  that  in  theory;  in  practice, 
though,  I have  a lot,  even  while  acknowledging 
that  it  is  selfish  of  me  to  ever  wish  to  disappear, 
even  for  a moment.  All  such  things  are  relative, 
however. 

For  instance,  when  on  five  occasions  in  the 
second  half  of  the  18th  century  Captain  James 
Cook  sailed  out  from  Portsmouth  for  parts  per- 
ceived theretofore  often  only  dimly,  if  at  all,  it 
was  with  the  knowledge  of  all  aboard  and  the 
bystanders  on  the  wharf  that  those  seeing  them 
off  would  not  see  them  at  all,  and  hear  from  them 
only  sporadically,  for  periods  of  up  to  three  years, 
and  maybe  never  again.  There  were  some  family 
men  on  board,  too — or  perhaps  it  would  be  bet- 
ter to  say  that  there  were  on  board  some  men 
with  families,  since  one  could  hardly,  I think,  be- 
lieve that  such  a family  life  could  be  very  satis- 
factory. But  in  a day  when  the  14-mile  trip  from 
Nashville  to  Franklin  was  an  all-day  undertaking, 
such  separations  were  generally  expected  of  any- 
one who  left  the  farm  for  more  than  just  to  for- 
age— in  short,  if  in  the  eyes  of  the  world  one  was 
ever  to  amount  to  anything,  or  if  he  ever  expect- 
ed to  be  of  service  outside  his  own  family.  In 
England  most  went  to  sea.  Here  they  didn’t;  they 
went  West. 

Today  they  go  out  into  space.  The  astronauts 
are  also  gone  for  sometimes  extended  periods, 
but  they  are  not  exactly  out  of  pocket;  in  fact, 
even  their  most  private  moments  are  open  to 
public  scrutiny,  thanks  to  the  marvels  of  Tubal- 
Cain’s  legacy.  Despite  that,  I believe  one  could 


scarcely  think  of  one  marital  partner’s  spending 
several  months  in  an  orbiting  fishbowl  while  the 
other  was  ground-bound  as  being  a good  family 
activity,  either.  Only  the  setting  has  changed;  the 
fundamentals  remain  the  same. 

In  addition,  in  speaking  these  days  of  disap- 
pearing, one  is  not  really  talking  at  all  about  dis- 
appearing; one  can  speak  at  the  most  only  of 
being  temporarily  out  of  pocket.  Everyone — or 
almost  everyone — leaves  a paper  trail  that  mod- 
ern computer  technology,  which  is  clearly  fiend- 
ish, and  not  at  question  here,  finds  it  a cinch  to 
follow.  When  I speak  of  disappearing  as  applied 
to  me,  I am  thinking  more  of  getting  into  my  car 
and  being  unreachable  for  however  long  it  takes 
me  to  get  to  wherever  it  is  I set  out  to  get  to,  all 
the  while  being  soothed  by  some  soothing  music 
if  I am  of  a mind  to  be  soothed,  without  having 
some  raucous  jingle-jangle  and  a subsequent  un- 
invited voice  jangle  my  aplomb.  I am  not  about 
to  ever  make  myself  so  readily  available;  having 
a pager  go  off  when  I am  on  call  is  intrusion  suf- 
ficient to  waken  the  dead.  I don’t  need  anything 
worse. 

What  brought  all  this  on  was  an  article  in  the 
Wall  Street  Journal  about  the  proliferation  of  cel- 
lular telephones,  the  number  of  which  has  sky- 
rocketed from  almost  none  in  1984,  when  the 
contraptions  were  first  introduced,  to  3.2  million 
presently.  They  are  all-pervasive;  as  an  example, 
one  camper  in  Yosemite  National  Park  changed 
campsites  because  a neighbor’s  phone  “rang  off 
the  wall.”  The  only  places  left  to  most  people  for 
privacy  are  the  automobile  and  a bathroom  stall. 
More  and  more  hotels  are  putting  telephones  in 
bathrooms,  leaving  only  the  automobile,  and  that 
is  fading  fast  as  a haven. 

I leave  it  to  you  to  decide — but  tell  somebody 
else;  don’t  tell  me.  I’m  certain  every  articulate 
person  could  write  an  essay,  and  even  the  most 
inarticulate  voice  an  opinion,  as  to  the  origin  of 
the  telephone:  divine  or  hellish?  (Some  might 
even  tell  you  where  you  could  put  it — and  not 
necessarily  the  less  articulate  ones,  either.)  One 
need  believe  in  neither  God  nor  the  devil  to  make 
the  choice,  though  making  it  might  prove  less  easy 
than  one  might  expect  at  first  blush.  Subsequent 
to  an  initial  flip  observation,  one  might  be  per- 
suaded by  more  mature  consideration  to  switch 
to  the  opposite  side,  and  still  further  examina- 
tion of  himself  and  his  relationship  to  his  milieu 
might  leave  him  finally  in  a quandary.  Alexander 
Graham  Bell’s  “What  hath  God  wrought”  was 
likely  not  a wholly  unbiased  observation.  No 
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r ore,  I believe,  will  anybody  else’s  be,  including 
my  own.  I have  what  I believe  is  a well-reasoned 
pragmatic  approach,  which  you  might  not  either 
like  or  consider  well  reasoned;  it  is  one,  further- 
more, that  I reserve  the  right  to  alter  either 
slightly  or  substantially,  or  to  change  entirely  at 
either  the  slightest  provocation  or  purely  on 
whimsy.  You  might  think  I have  already  told  you, 
but  chances  are  you  would  be  wrong.  On  a the- 
oretical basis,  I could  argue  it  either  way. 

But  I won't. 

J.B.T. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during  July 
1989.  This  list,  supplied  by  the  AMA,  does  not 
include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Keith  H.  Byrd , M.D.,  Kingsport 
Norman  M.  Cassell , M.D.,  Nashville 
John  E.  Chapman,  M.D.,  Nashville 
Robert  P.  Christopher,  M.D.,  Memphis 
Jayanta  K.  Dirghangi,  M.D.,  Memphis 
Robert  W.  Dunavant,  M.D.,  Bolivar 
Eric  P.  Ellington,  M.D.,  Maryville 
Arthur  C.  Fleischer,  M.D.,  Nashville 
Lawrence  G.  Gardner,  Jr.,  M.D.,  Memphis 
Fred  A.  Guthrie,  M.D.,  Crossville 
Charles  D.  Haney,  M.D.,  Pulaski 
Helmut  K.  Harnisch,  M.D.,  Lewisburg 
J.  Henry  Hawkins,  M.D.,  Chattanooga 
Ronald  W.  Hunter,  M.D.,  Kingsport 
Seth  I.  Kaufman,  M.D.,  Memphis 
Ronald  C.  Kelly,  M.D.,  Bristol 
John  E.  Keyser,  III,  M.D.,  Nashville 
Ralph  McGraw,  Jr.,  M.D.,  Chattanooga 
Tom  E.  Nesbitt,  Jr.,  M.D.,  Nashville 
William  F.  Outlan,  M.D.,  Collierville 
Bill  S.  Portis,  M.D.,  Huntingdon 
Joseph  F.  Ralston,  Jr.,  M.D.,  Fayetteville 
Mary  P.  Schatz,  M.D.,  Nashville 
Charles  W.  Stratton,  M.D.,  Nashville 
John  B.  Thomison,  M.D.,  Nashville 
Larry  H.  Westerfield,  M.D.,  Kingsport 
Phil  J.  White,  M.D.,  Chattanooga 
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Lynch  Bearing  Bennett,  age  84.  Died  August  16,  1989. 
Graduate  of  Vanderbilt  University  School  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 

Paul  C.  Frederick,  age  35.  Died  August  3,  1989.  Grad- 
uate of  University  of  Mississippi  School  of  Medicine. 
Member  of  Consolidated  Medical  Assembly  of  West 
Tennessee. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

David  Bryan,  M.D.,  Jackson 
Gordon  Gaethe,  M.D.,  Jackson 
Eric  Muir,  M.D.,  Jackson 
John  Phillips,  M.D.,  Parsons 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

Albert  Earl  Hensel,  M.D.,  Jamestown 
Richard  D.  Smith,  M.D.,  Jamestown 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Barry  F.  Cummings,  M.D.,  Knoxville 
Linda  K.  Green,  M.D.,  Knoxville 
Alan  K.  Lassiter,  M.D.,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Ivan  Perez,  M.D.,  Morristown 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Valerie  K.  Arnold,  M.D.,  Memphis 
Charles  R.B.  Beckmann,  M.D.,  Memphis 
Russell  M.  Eldridge,  M.D.,  Memphis 
Edgar  Scott  Ferguson,  M.D.,  Memphis 
Kimball  S.  Fuiks,  M.D.,  Memphis 
Michael  W.  Gavin,  M.D.,  Memphis 
James  C.  Gilmore,  M.D.,  Memphis 
Fred  H.  Hamilton,  III,  M.D.,  Memphis 
WaylandJ.  Hayes,  III,  M.D.,  Memphis 
Waring  M.  Hazlehurst,  Jr.,  M.D.,  Memphis 
Samuel  D.  Hensley,  Jr.,  M.D.,  Memphis 
Henry  M.  Jarmon,  Jr.,  M.D.,  Memphis 
David  H.  Kraus,  M.D.,  Memphis 
Gloria  S.  Massey,  M.D.,  Memphis 
Jennifer  L.  Millard,  M.D.,  Cordova 
Mark  P.  Miller,  M.D.,  Memphis 
Georgia  D.  Montouris,  M.D.,  Memphis 
Lawrence  M.  Nicholas,  M.D.,  Memphis 
Bridget  F.  Ostrow,  M.D.,  Memphis 
Edward  S.  Pratt,  M.D.,  Memphis 
Curtis  M.  Sauer,  M.D.,  Cordova 
Albert  E.  Weeks,  M.D.,  Memphis 
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NASHVILLE  ACADEMY  OF  MEDICINE 

Phillip  A.  Abston,  M.D.,  Nashville 
John  E.  Anderson , M.D.,  Nashville 
Jack  R.  Baker , M.D.,  Nashville 
Roger  A.  Bonau,  M.D.,  Nashville 
John  B.  Bond , M.D.,  Nashville 
Sally  W.  Burbank , M.D.,  Nashville 
Jerrall  P.  Crook , Jr.,  M.D.,  Brentwood 
Douglas  H.  Gaither,  M.D.,  Nashville 
Michael  H.  Gold,  M.D.,  Nashville 
Alice  A.  Hinton,  M.D.,  Nashville 
Jeffrey  L.  King,  M.D.,  Nashville 
Keith  G.  Meador,  M.D.,  Nashville 
Timothy  F.  Persse,  M.D.,  Nashville 
Richard  E.  Rainey,  M.D.,  Nashville 
Michael  C.  Reed,  M.D.,  Nashville 
Stewart  F.  Stowers,  M.D.,  Nashville 
David  H.  Van  Buren,  M.D.,  Nashville 
Lloyd  A.  Walwyn,  M.D.,  Madison 
Steven  M.  Weindling,  M.D.,  Nashville 
Manuel  R.  Weiss,  M.D.,  Nashville 

NORTHWEST  TENNESSEE 
ACADEMY  OF  MEDICINE 

Morris  G.  Elam,  M.D.,  Martin 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Robert  R.  Adams,  M.D.,  Cookeville 
Frederick  S.  Rayne,  M.D.,  Cookeville 

SCOTT  COUNTY  MEDICAL  SOCIETY 

David  A.  Grigsby,  M.D.,  Oneida 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Guy  S.  Bucy,  M.D.,  Bristol 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Stanley  K.  Tarter,  M.D.,  Spring  Hill 


pei/onol  new/ 


Hathaway  K.  Harvey,  M.D.,  Chattanooga,  has  been 
honored  with  an  award  from  the  American  Academy 
of  Otolarvngology-Head  and  Neck  Surgery  for  his  con- 
tributions to  academy  programs. 

Carl  M.  Hollmann,  M.D.,  Cookeville,  has  been  certi- 
fied as  a Diplomate  of  the  American  Board  of  Or- 
thopedic Surgery. 


announcement/ 


Nov.  5-8 
Nov.  5-8 
Nov.  5-10 

Nov.  5-10 
Nov.  6-9 


Nov.  6-9 
Nov.  7-12 
Nov.  8-10 
Nov.  10 
Nov.  11 
Nov.  11-15 
Nov.  12-15 
Nov.  12-17 
Nov.  15-18 
Nov.  15-18 
Nov.  15-18 
Nov.  15-19 
Nov.  17-21 
Nov.  18 

Nov.  27-Dec.  2 

Nov.  29-Dec.  3 

Dec.  2-5 

Dec.  2-7 
Dec.  6-8 

Dec.  7-10 
Dec.  9-12 
Dec.  12-17 


American  Physicians  Art  Association — 
Washington,  D.C. 

Southern  Medical  Association — Convention 
Center.  Washington,  D.C. 

American  Academy  of  Physicial  Medicine 
and  Rehabilitation — Convention  Center,  San 
Antonio 

American  Congress  of  Rehabilitation  Medi- 
cine— Convention  Center.  San  Antonio 
International  Conference  on  Drug  Research 
in  Immunologic  and  Infectious  Diseases: 
Acquired  Immune  Deficiency  Syndrome 
(AIDS) — (sponsored  by  NY  Acad  Sciences 
and  Natl  Inst  of  Health) — Crystal  City 
Gateway  Marriott,  Arlington.  Va. 

Interstate  Postgraduate  Medical  Associa- 
tion— Town  & Country  Hotel,  San  Diego 
American  Society  of  Cytology — Galt 
House,  Louisville 

Central  Society  for  Clinical  Research — Drake 
Hotel,  Chicago 

American  Association  of  Certified  Aller- 
gists— Marriott  World  Center,  Orlando 
American  Cancer  Society — Waldorf-Asto- 
ria, New  York 

American  College  of  Allergy  and  Immunol- 
ogy— Marriott  Worldwide,  Orlando 
Western  Surgical  Association — Omni  Inter- 
national Hotel.  St.  Louis 
Association  of  Military  Surgeons  in  the  US — 
Town  & Country,  San  Diego 
Academy  of  Psychosomatic  Medicine — The 
Point  at  Squaw  Peak.  Phoenix 
American  Medical  Writers  Association — 
LaFayette,  Boston 

Association  for  Academic  Surgery — Louis- 
ville 

Association  for  Clinical  Scientists — Her- 
shey,  Philadelphia 

Gerontological  Society  of  America — Hyatt 
Regency.  Minneapolis 
Chinese  American  Medical  Society — Co- 
lumbia-Presbvterian  Medical  Center,  New 
York 

Radiological  Society  of  North  America — 
McCormick  Place.  Chicago 
National  Kidney  Foundation — Sheraton, 
Washington,  D.C. 

American  Society  of  Hematology — Mar- 
riott/Inforum, Atlanta 
American  Academy  of  Dermatology 
Neurology  for  the  Non-Neurologist  (spon- 
sored by  Rush-Presbyterian-St.  Luke’s 
Medical  Center) — Ambassador  West  Hotel, 
Chicago 

American  Academy  of  Psychoanalysis — 
South  Seas  Plantation,  Captiva  Island,  Fla. 
American  Psychoanalytic  Association — 
Waldorf-Astoria,  New  York 
American  Academy  of  Neurological  and 
Orthopaedic  Surgeons — Bally’s  Hotel,  Las 
Vegas 


CALENDAR  OF  MEETINGS 

NATIONAL 

Nov.  3 Association  for  the  Advancement  of  Psy- 

choanalysis— New  York 

Nov.  3-4  American  Academy  of  Pain  Medicine — 

Grand  Kempinski  Hotel.  Dallas 


STATE 

Oct.  24-27  Tennessee  Academy  of  Family  Physicians 
41st  Annual  Scientific  Assembly — Gatlin- 
burg 

Nov.  2-4  Tennessee  Society  of  Internal  Medicine  and 

Tennessee  Chapter,  American  College  of 
Physicians,  Joint  Meeting — Peabody  Hotel, 
Memphis 
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Highlights  of 

the  TMA  Board  of  Trustees  Meetings 

July  8 and  July  9,  1989 

The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  third  quarter  meeting  in  Point  Clear,  Ala.,  July  8 and  July  9,  1989. 

THE  BOARD: 

Impaired  Physician 
Committee 

Appointed  Dr.  Harold  W.  Jordan,  Nashville,  to  serve  as  a member  of  the 
Impaired  Physician  Committee. 

Geriatrics  Committee 

Appointed  Dr.  W.  Louis  Moore,  Nashville,  to  serve  as  a member  of  the  Ger- 
iatrics Committee. 

Interprofessional  Liaison 
Committee 

Received  a report  on  plans  by  the  Interprofessional  Liaison  Committee  to  work 
with  the  Tennessee  Bar  Association  in  revising  the  Code  of  Cooperation  be- 
tween medicine  and  the  legal  profession. 

ICD-9  Coding  Workshops 

Approved  TMA’s  cosponsorship  with  the  AMA  of  any  ICD-9  Coding  work- 
shops or  seminars  scheduled  for  Tennessee. 

Committee  on  HIV 
Infection  and  AIDS 

Appointed  Drs.  Mack  Land,  Memphis,  and  Henry  Foster,  Jr.,  Nashville,  to 
serve  as  members  of  the  Committee  on  HIV  Infection  and  AIDS. 

IMPACT 

Received  a report  from  IMPACT  on  the  initiation  of  a new  category  of  mem- 
bership: the  “Governor’s  Club.”  The  membership  includes  both  the  physician 
and  spouse  (if  a TMA  Auxiliary  member). 

Impaired  Physician  Peer 
Review  Committee 

Approved  the  cosponsorship  of  a Substance  Abuse  Seminar  at  Vanderbilt 
University  and  the  Jeremiah  Milbank  Scholarship  program  at  Vanderbilt. 

AMA  Award  Nomination 

Voted  to  nominate  state  Representative  Paul  Starnes  of  Chattanooga  for  the 
Dr.  Nathan  Davis  Award  of  the  AMA. 

Headquarters  Building 
Update 

Authorized  Hadley  Williams,  TMA  executive  director,  to  proceed  with  at- 
tempts to  acquire  suitable  property  for  the  construction  of  a new  headquarters 
office  building. 

Annual  Meeting  Committee 

Adopted  revised  policy  and  guidelines  governing  the  planning  and  administra- 
tion of  the  TMA  Annual  Meeting. 

Nominations  for  State 
Appointments 

Nominated  27  TMA  members  to  nine  committees,  councils,  boards,  and  com- 
missions of  state  government. 

TMA  Auxiliary 

Approved  an  $8,000  appropriation  to  the  TMA  Auxiliary  for  the  1989  Teen 
Health  Workshops  and  $2,000  for  AMA-ERF  support. 

TENNESSEE  MEDICAL  ASSOCIATION 

155TH  ANNUAL  MEETING 
April  4-7/  1990 

Hyatt  Regency  Hotel,  Knoxville 
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Constitution  and  Bylaws 

of  the 

Tennessee  Medical  Association 


CONSTITUTION 


ARTICLE  I 

Name  of  the  Association 

The  name  and  the  title  of  this  organization  shall  be  “The 
Tennessee  Medical  Association.” 


ARTICLE  II 

Purposes  of  the  Association 

The  purposes  of  this  Association  shall  be  to  federate  and 
to  bring  into  one  compact  organization,  through  the  compo- 
nent societies,  the  medical  profession  of  the  state,  and  to 
unite  with  similar  associations  in  other  states  to  form  the 
American  Medical  Association. 

The  aims  of  this  Association  shall  be: 

1.  The  extension  of  medical  knowledge,  the  advancement 
of  medical  science,  the  maintenance  of  medical  ethics,  and 
the  competence  of  the  art  of  medical  practice. 

2.  The  elevation  of  the  standards  of  medical  education. 

3.  The  enforcement  of  just  laws  that  have  to  do  with  the 
health  and  welfare  of  the  people  of  this  state. 

4.  The  promotion  of  friendly  intercourse  among  physi- 
cians, and  the  guarding  and  fostering  of  their  material  inter- 
ests. 

5.  The  enlightenment  and  direction  of  public  opinion  in 
regard  to  the  problems  of  health  and  medical  care,  and  the 
promotion  of  understanding  between  the  public  and  the  med- 
ical profession. 

6.  To  make  the  medical  profession  of  the  state  more  ca- 
pable and  honorable  within  itself  and  more  useful  to  the  pub- 
lic in  the  prevention  and  cure  of  disease  and  in  prolonging 
and  adding  comfort  to  life. 

ARTICLE  III 
Component  Societies 

Component  societies  shall  be  those  local  medical  societies 
which  hold  charters  from  this  Association. 


ARTICLE  IV 

Composition  of  the  Association 

Sec.  1.  This  Association  shall  be  composed  of  active,  as- 
sociate, veteran,  special,  honorary,  intern  and  resident,  and 
student  members. 

Sec.  2.  The  active  members  of  this  Association  shall  be 
active  members  of  the  component  societies  who  have  been 
certified  to  the  secretary  of  this  Association  and  whose  dues 
have  been  paid  for  the  current  year. 

Sec.  3.  Associate  members  shall  be  commissioned  officers 
in  active  service  of  the  U.S.  Armed  Forces  and  Public  Health 
Service  residing  in  the  state  who  are  elected  to  membership 


by  component  societies  and  certified  to  the  secretary  of  the 
Association  as  associate  members.  Such  physicians  may  be 
eligible  for  active  membership,  if  otherwise  qualified. 

Sec.  4.  Veteran  members  are  those  who,  because  of  age 
or  impaired  health,  have  been  elected  veteran  members  of 
their  component  societies,  and  who  are  so  certified  to  the 
Association  annually  by  the  component  societies.  Members 
who  have  attained  age  70  in  the  previous  calendar  year,  or 
age  65  if  fully  retired,  may  be  elected  veteran  members  for 
the  current  and  subsequent  years.  Members  who  are  not 
practicing  medicine  because  of  impaired  health  may  be  elect- 
ed veteran  members  during  the  first  year  of  disability  and 
thereafter  for  as  long  as  the  disability  exists. 

Sec.  5.  Special  members  are  physicians  who,  having  pre- 
viously been  active  members,  are  granted  this  temporary  sta- 
tus on  the  basis  of  special  circumstances  such  as  service  with 
the  National  Health  Service  Corps,  missionary  or  humanitar- 
ian assignments,  maternity  leave,  or  other  circumstances  that 
warrant  special  consideration.  Eligibility  for  special  member- 
ship shall  be  determined  year  to  year  by  the  Board  of  Trust- 
ees upon  receipt  of  personal  application  of  the  physician  or 
an  active  member  representing  the  physician. 

Sec.  6.  An  honorary  member  is  one  who  is  a member  of 
another  state  association  or  other  reputable  society,  who  is 
preeminent  in  general  or  special  scientific  work,  whose  name, 
with  detailed  information  concerning  his  education  and 
professional  qualification,  is  presented  in  writing  by  three 
members  of  this  Association,  and  who  is  elected  by  a two- 
thirds  vote  of  the  House  of  Delegates. 

Sec.  7.  An  intern  or  resident  member  is  any  doctor  of 
medicine  appointed  and  serving  in  an  approved  intern  or  res- 
ident status  in  an  approved  hospital  in  Tennessee  and  certi- 
fied as  an  intern  or  resident  member  of  his  component  soci- 
ety. 

Sec.  8.  A student  member  is  any  student  regularly  and 
duly  enrolled  in  a medical  school  in  Tennessee,  a candidate 
for  the  degree  of  Doctor  of  Medicine,  and  certified  by  his 
component  society. 

Sec.  9.  Wherever  the  term  physician  is  used  in  this  Con- 
stitution or  in  the  Bylaws,  the  following  definition  shall  ap- 
ply: A physician  is  a person  who,  having  been  regularly  ad- 
mitted to  a medical  school  duly  recognized  in  the  country  in 
which  it  is  located,  has  successfully  completed  the  prescribed 
course  of  studies  in  medicine,  and  has  acquired  the  requisite 
qualifications  to  be  legally  licensed  to  practice  medicine. 


ARTICLE  V 
House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative  and  busi- 
ness body  of  the  Association,  and  shall  be  composed  of  (1) 
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delegates  elected  by  the  component  societies  and  all  sections 
of  the  Association;  (2)  ex-officio  the  officers;  (3)  past-presi- 
dents of  the  Association;  (4)  the  Association’s  delegates  to 
the  American  Medical  Association;  (5)  the  general  officers  of 
the  American  Medical  Association,  members  of  councils 
elected  by  the  American  Medical  Association  House  of  Del- 
egates, and  past-presidents  of  the  American  Medical  Associ- 
ation; (6)  the  Commissioner  of  Health  and  Environment  and 
the  Commissioner  of  Mental  Health  and  Mental  Retardation 
for  the  state  of  Tennessee  or  the  chief  medical  officer  of  either 
of  these  departments  if  the  commissioner  is  ineligible;  and  (7) 
the  editor  of  the  Journal  of  the  Tennessee  Medical  Associa- 
tion. All  members  of  the  House  of  Delegates  must  be  mem- 
bers in  good  standing  of  the  Association. 


ARTICLE  VI 

Sections 

Sec.  1.  The  House  of  Delegates  may  provide  in  the  By- 
laws for  a division  of  the  work  of  the  Association  into  appro- 
priate sections  as  the  need  may  arise,  and  the  Board  of  Trust- 
ees shall  oversee  the  work  and  approve  all  governing  principles 
of  each  section. 

Sec.  2.  There  shall  be  a Hospital  Medical  Staff  Section  to 
provide  representation  for  the  interests  of  hospital  medical 
staffs  within  the  structure  of  the  Association.  The  medical 
staff  of  each  Joint  Commission  on  Accreditation  of  Health- 
care Organizations-approved  hospital  in  the  state  shall  be  en- 
titled to  one  representative  in  the  section.  All  representatives 
must  be  members  of  the  Association.  The  Hospital  Medical 
Staff  Section  shall  be  organized  under  a governing  body  and 
shall  elect  one  delegate  to  represent  it  in  the  House  of  Del- 
egates of  the  Association. 

Sec.  3.  There  shall  be  a Medical  Student  Section  to  pro- 
vide representation  for  the  interests  of  medical  students  with- 
in the  structure  of  the  Association.  The  medical  students  of 
each  Liaison  Committee  on  Medical  Education-accredited 
medical  school  in  the  state  shall  be  entitled  to  representation 
in  the  section.  All  representatives  shall  be  members  of  the 
Association.  The  Medical  Student  Section  shall  be  organized 
under  a governing  body  and  shall  elect  one  delegate  to  rep- 
resent it  in  the  House  of  Delegates  of  the  Association. 

Sec.  4.  There  shall  be  a Young  Physician  Section  to  pro- 
vide for  the  representation  of  the  interests  of  young  physi- 
cians within  the  Association.  Young  physicians  are  defined  as 
practicing  physicians  under  age  40  or  in  their  first  five  years 
of  practice.  Each  component  society  shall  be  entitled  to  rep- 
resentation in  the  section.  All  representatives  shall  be  mem- 
bers of  the  Association.  The  Young  Physician  Section  shall 
be  organized  under  a governing  body  and  shall  elect  one  del- 
egate from  each  grand  division  to  represent  it  in  the  House 
of  Delegates  of  the  Association. 


ARTICLE  VII 

Annual  Meetings  of  the  Association 

The  Association  shall  hold  an  annual  meeting  at  such  time 
and  place  as  provided  in  the  Bylaws,  and  the  scientific  meet- 
ings shall  be  open  to  all  registered  members  and  guests. 


ARTICLE  VIII 

Officers 

Sec.  1.  The  officers  of  the  Association  shall  be  a presi- 
dent, president-elect,  a vice-president  for  each  of  the  three 
grand  divisions  of  the  state,  the  elected  trustees,  the  counci- 
lors, a speaker  of  the  House  of  Delegates,  and  a vice-speaker 
of  the  House  of  Delegates. 

Sec.  2.  The  Board  of  Trustees  shall  be  composed  of  the 
president  of  the  Association,  the  speaker  of  the  House  of 
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Delegates,  the  vice-speaker  of  the  House  of  Delegates,  the 
immediate  past-president,  the  president-elect,  and  members 
elected  by  the  House  of  Delegates  as  hereinafter  provided. 

Nine  members  of  the  Board  of  Trustees  shall  be  elected 
by  the  House  of  Delegates,  three  from  each  grand  division  of 
the  state.  No  more  than  two  trustees  may  be  elected  from 
any  one  component  society. 

The  elected  trustees  shall  serve  for  a period  of  three  years 
and  no  trustee  shall  be  eligible  immediately  to  succeed  him- 
self, except  that  this  provision  shall  not  apply  to  a trustee 
who  by  virtue  of  election  or  appointment  has  served  any  por- 
tion of  another’s  unexpired  term.  The  Board  of  Trustees  will 
organize  by  the  election  of  a chairman  and  a secretary-treas- 
urer from  the  nine  elected  as  trustees.  No  member  shall  serve 
on  the  Board  of  Trustees  for  a period  of  more  than  ten  con- 
secutive years. 

Sec.  3.  There  shall  be  one  councilor  for  each  of  the  ten 
councilor  districts  in  Tennessee  and  such  councilor  districts 
shall  be  divided  into  sections  to  include  those  counties  in  each 
of  the  councilor  districts  as  defined  by  the  action  of  the 
House  of  Delegates  in  April,  1961,  and  listed  in  this  section. 
The  councilors  shall  be  elected  for  a term  of  two  years,  in 
the  following  manner:  councilors  from  odd  numbered  dis- 
tricts will  be  elected  in  even  calendar  years  and  councilors 
from  even  numbered  districts  will  be  elected  in  odd  calendar 
years.  No  councilor  shall  serve  more  than  four  consecutive 
years.  The  councilor  districts  shall  be  composed  of  the  coun- 
ties as  listed  in  each  of  the  following  ten  districts: 

District  No.  1:  Carter,  Cocke,  Greene,  Hawkins,  John- 
son, Sullivan,  Unicoi,  Washington. 

District  No.  2:  Anderson,  Blount,  Campbell,  Claiborne, 
Cumberland,  Grainger,  Hamblen,  Hancock,  Jefferson,  Knox, 
Loudon,  Morgan,  Roane,  Scott,  Sevier,  Union. 

District  No.  3:  Bledsoe,  Bradley,  Hamilton,  Marion, 
McMinn,  Meigs,  Monroe,  Polk,  Rhea. 

District  No.  4:  Clay,  DeKalb,  Fentress,  Jackson,  Macon, 
Overton,  Pickett,  Putnam,  Smith,  Van  Buren,  Warren,  White. 

District  No.  5:  Bedford,  Coffee,  Franklin,  Grundy,  Lin- 
coln, Moore,  Sequatchie. 

District  No.  6:  Cannon,  Cheatham,  Davidson,  Dickson, 
Houston,  Montgomery,  Robertson,  Rutherford,  Stewart, 
Sumner,  Trousdale,  Williamson,  Wilson. 

District  No.  7;  Decatur,  Giles,  Hickman,  Humphreys, 
Lawrence,  Lewis,  Marshall,  Maury,  Perry,  Wayne. 

District  No.  8:  Benton,  Carroll,  Chester,  Crockett,  Fay- 
ette, Gibson,  Hardeman,  Hardin,  Haywood,  Henderson, 
Madison,  McNairy. 

District  No.  9:  Dyer,  Henry,  Lake,  Lauderdale, 
Obion,  Weakley. 

District  No.  10:  Shelby,  Tipton. 

The  Judicial  Council  shall  organize  annually  by  the  elec- 
tion of  a chairman  and  a secretary. 

Sec.  4.  The  president-elect,  the  three  vice-presidents,  the 
speaker  and  the  vice-speaker  of  the  House  of  Delegates  shall 
be  elected  annually  for  one  year.  The  speaker  and  the  vice- 
speaker of  the  House  shall  hold  office  for  not  more  than  three 
consecutive  years.  The  president-elect  shall  assume  office  as 
president  at  the  expiration  of  the  term  of  the  president. 

Sec.  5.  The  president,  secretary-treasurer,  and  speaker  of 
the  House  of  Delegates  shall  be  ex-officio  members  of  the 
Judicial  Council  without  vote. 

Sec.  6.  Every  officer  shall  hold  office  until  his  successor  is 
elected  and  assumes  office. 

Sec.  7.  All  officers  of  the  Association  shall  be 
elected  at  the  second  regular  session  of  the  House  of  Dele- 
gates, and  they  shall  assume  office  at  the  conclusion  of  this 
session. 

Sec.  8.  Only  a member  in  good  standing  for  the  five  years 
immediately  preceding  the  election,  who  is  in  attendance  at 
the  meeting,  shall  be  eligible  for  election  as  president-elect. 
These  standards  shall  apply  to  the  election  of  the  vice-presi- 
dent who  will  be  eligible  to  succeed  to  the  presidency. 
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ARTICLE  IX 
Board  of  Trustees 

Sec.  1.  The  Board  of  Trustees  shall  have  entire  control  of 
the  publication,  the  policy,  and  the  editorial  and  financial 
management  of  the  Journal  of  the  Association.  It  shall  be 
authorized  and  empowered  to  make  all  contracts  necessary 
for  the  conduct  of  the  Journal.  It  shall  appoint  the  editor  of 
the  Journal. 

Sec.  2.  The  secretary-treasurer  of  this  Association  shall  be 
the  custodian  of  all  the  funds  of  the  Association. 

Sec.  3.  The  Board  of  Trustees  shall  hold  quarterly  meet- 
ings. one  of  which  shall  be  held  on  the  last  day  of  the  annual 
meeting,  and  such  other  meetings  as  the  business  of  the  As- 
sociation may  require,  subject  to  the  call  of  the  chairman. 
The  Board  of  Trustees  shall  make  expenditures  of  the  funds 
of  the  Association  dependent  upon  the  availability  of  such 
funds  as  determined  by  the  Board  of  Trustees  and  as  ordered 
by  the  House  of  Delegates.  The  Board  of  Trustees  shall  ren- 
der at  the  annual  meeting  a full  and  detailed  accounting  of 
all  receipts  and  disbursements. 

Sec.  4.  In  the  event  of  a vacancy  by  death  or  resignation 
of  any  member  of  the  Board  of  Trustees  between  the  annual 
meetings  of  the  Association,  the  vice-president  for  that  divi- 
sion of  the  state  in  which  the  vacancy  occurs  shall  sene  as  a 
member  of  the  Board  of  Trustees  until  the  next  annual  meet- 
ing. In  the  event  of  a vacancy  as  the  result  of  the  resignation 
of  one  of  the  members  of  the  Board  of  Trustees  during  the 
annual  meeting,  the  Nominating  Committee  shall  report  its 
selection  of  a nominee  for  election  by  the  House  of  Delegates 
to  fill  the  unexpired  term  of  the  member  who  has  resigned 
from  the  Board  of  Trustees. 

Sec.  5.  The  Board  of  Trustees  shall  determine  the  policy 
and  details  of  management  of  the  Association  between  ses- 
sions of  the  House  of  Delegates. 

Sec.  6.  The  Board  of  Trustees  shall  serve  without  com- 
pensation: however,  their  actual  expense  in  attending  the 
meetings  of  the  Board  shall  be  paid  out  of  the  funds  of  the 
Association.  This  is  not  to  apply  when  a meeting  is  held  at 
the  annual  meeting. 

Sec.  7.  The  Board  of  Trustees  shall  have  such  powers  to 
invest  the  funds  of  the  Association  as  are  granted  by  law  to 
general  welfare  corporations. 

Sec.  8.  The  Board  of  Trustees  shall  seek  in  good  faith  to 
fulfill  the  responsibilities  and  directives  given  by  the  House 
of  Delegates.  The  Board  of  Trustees  shall  report  annually  to 


the  House  of  Delegates  on  the  status  of  the  responsibilities 
and  directives  given  it  by  the  House  of  Delegates  the  preced- 
ing year. 


ARTICLE  X 
Fiscal  Year  and  Dues 

Sec.  1.  The  fiscal  year  of  the  Association  shall  be  from 
January  1 through  December  31. 

Sec.  2.  The  annual  dues  of  members  shall  be  determined 
by  the  House  of  Delegates.  No  dues  shall  be  paid  by  veteran, 
special,  associate,  student,  or  honorary  members. 


ARTICLE  XI 
Referendum 

The  House  of  Delegates  may  order  a referendum  of  the 
membership  on  any  question  pending  before  or  already  de- 
cided by  the  House  of  Delegates.  A vote  of  two-thirds  of  the 
delegates  present  and  voting  is  required  to  order  a referen- 
dum. The  Board  of  Trustees  will  conduct  a referendum  by 
order  of  a petition  of  twenty-five  percent  of  the  general 
membership.  A majority  vote  of  the  membership  shall  deter- 
mine the  question  and  be  binding  upon  the  House  of  Dele- 
gates. 


ARTICLE  XII 
The  Seal 

The  Association  shall  have  a common  seal,  with  the  pow- 
er to  break,  change  or  renew  the  same  at  pleasure,  by  action 
of  the  House  of  Delegates. 


ARTICLE  XIII 
Amendments 

The  House  of  Delegates  may  amend  any  article  of  this 
Constitution  by  a two-thirds  vote  of  the  delegates  registered 
at  the  annual  meeting,  provided  that  such  amendment  shall 
have  been  presented  in  open  meeting  at  the  previous  annual 
meeting,  and  that  it  shall  have  been  sent  officially  to  each 
component  society  at  least  two  months  before  the  meeting  at 
which  action  is  to  be  taken. 


BYLAWS 


CHAPTER  I 
Membership 

Sec.  1.  All  active,  associate,  veteran,  special,  intern  and 
resident,  student,  and  honorary  members  and  invited  guests 
shall  be  privileged  to  attend  all  meetings  of  the  Association. 

Sec.  2.  A physician  whose  name  is  upon  a properly  certi- 
fied roster  of  members  or  list  of  delegates  of  a chartered 
component  society  which  has  paid  its  annual  assessment,  or 
an  invited  guest,  is  eligible  to  register  at  the  annual  meeting. 

Sec.  3.  No  person  who  is  under  sentence  of  suspension  or 
expulsion  from  any  component  society  of  this  Association  or 
whose  name  has  been  dropped  from  its  roll  of  members  shall 


be  entitled  to  any  of  the  rights  or  benefits  of  this  Association 
nor  shall  he  be  permitted  to  take  any  part  in  any  of  its  pro- 
ceedings until  such  time  as  he  has  been  relieved  of  such  dis- 
ability. 

Sec.  4.  Each  member  in  attendance  at  the  annual  meeting 
shall  enter  his  name  on  the  registration  book  or  card  indicat- 
ing the  component  society  of  which  he  is  a member.  When 
his  right  to  membership  has  been  verified  by  reference  to  the 
roster  of  his  society,  he  shall  receive  a badge  which  shall  be 
evidence  of  his  right  to  all  the  privileges  of  membership  at 
that  meeting.  No  member  or  delegate  shall  take  part  in  any 
of  the  proceedings  of  an  annual  meeting  until  he  has  com- 
plied with  the  provisions  of  this  section. 
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CHAPTER  II 

Annual  and  Scientific  Meetings 
of  the  Association 

Sec.  1.  The  Association  shall  hold  an  annual  meeting  on 
the  dates  and  at  such  places  as  have  been  set  by  the  Board 
of  Trustees.  The  annual  meeting  shall  rotate  if  possible 
among  the  three  grand  divisions  of  the  state.  Scientific  meet- 
ings of  the  Association  may  be  held  in  conjunction  with  the 
annual  meetings. 

Sec.  2.  If  for  any  reason  an  annual  meeting  cannot  be  held 
on  the  date  named,  another  date  shall  be  set  by  the  Board  of 
Trustees  provided  the  component  societies  are  notified  of  the 
change  by  the  executive  director  as  far  in  advance  as  possible 
and,  if  time  permits,  direct  individual  notice  shall  be  given 
the  entire  membership. 


CHAPTER  HE 
House  of  Delegates 

Sec.  1.  The  House  of  Delegates  shall  meet  annually  at  the 
time  and  place  of  the  annual  meeting  of  the  Association. 
Special  meetings  of  the  House  of  Delegates  shall  be  called  by 
the  president  at  his  discretion  or  upon  petition  of  twenty  per- 
cent of  the  delegates. 

Sec.  2.  Each  component  society  shall  be  entitled  to  send 
to  the  House  of  Delegates  each  year  one  delegate  for  every 
fifty  active,  veteran,  and  intern  and  resident  members,  and 
one  for  every  fraction  thereof,  based  upon  the  number  of 
such  members  in  the  component  society  in  good  standing  as 
of  December  1 of  the  year  preceding  the  meeting  of  the 
House.  Each  component  society  shall  also  be  entitled  to  send 
one  student  delegate  from  its  membership  to  the  House  for 
each  medical  school  in  its  territorial  jurisdiction.  Each  com- 
ponent society  holding  a charter  from  the  Association,  which 
has  made  its  annual  report  and  paid  its  assessment  as  provid- 
ed in  the  Constitution  and  Bylaws,  shall  be  entitled  to  at  least 
one  delegate.  No  delegate  from  any  chartered  component  so- 
ciety shall  be  entitled  to  be  seated  in  the  House  of  Delegates 
unless  the  component  society  which  he  represents  has  com- 
plied with  the  requirements  of  the  Association  by  submitting 
the  report  to  the  councilor  of  the  district  in  which  the  com- 
ponent society  is  located.  Each  delegate  of  a component  so- 
ciety shall  be  a proxy  representing  all  of  the  members  of  his 
component  society,  except  as  to  matters  upon  which  a refer- 
endum is  held  as  provided  in  Article  XI  of  the  Constitution, 
and  the  meeting  of  the  House  of  Delegates  shall  constitute 
the  annual  meeting  of  the  members  of  the  Association  in  ac- 
cordance with  the  requirements  of  the  law  of  the  state  of 
Tennessee  relating  to  general  welfare  corporations. 

Sec.  3.  A majority  of  the  eligible  delegates  shall  constitute 
a quorum,  and  all  the  sessions  of  the  House  of  Delegates 
shall  be  open  to  members  of  the  Association. 

Sec.  4,  From  among  members  of  the  House  of  Delegates, 
the  speaker  of  the  House  of  Delegates,  for  the  purpose  of 
expediting  proceedings,  shall  appoint  reference  committees 
to  which  reports  and  resolutions  shall  be  referred.  He  shall 
also  appoint  a committee  on  credentials  and  such  other  com- 
mittees as  may  be  considered  by  him  to  be  necessary. 

Sec.  5.  It  shall  elect  representatives  to  the  House  of  Del- 
egates of  the  American  Medical  Association  in  accordance 
with  the  Constitution  and  Bylaws  of  that  body  for  terms  of 
two  years.  When  numerically  possible  there  shall  be  an  equal 
number  of  delegates  and  alternate  delegates  from  each  grand 
division  of  the  state.  Whenever  such  is  not  possible,  no  grand 
division  shall  have  more  than  one  delegate  or  alternate  dele- 
gate majority  over  another  grand  division.  The  last  allocated 
delegate  and  alternate  delegate  seat  shall  be  eliminated  in  the 
event  the  Association  must  relinquish  a delegate  and  alter- 
nate delegate  seat  formerly  allocated  by  apportionment  or 
other  methods  established  by  the  American  Medical  Associ- 
ation. The  Association  shall  pay  the  expenses  of  each  dele- 
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gate  representing  the  Association  at  the  American  Medical 
Association  meetings,  and  the  extent  of  payment  of  expenses 
to  alternate  delegates  shall  be  determined  by  the  Board  of 
Trustees. 

Sec.  6.  It  shall,  upon  application  and  with  recommenda- 
tion by  the  Judicial  Council,  provide  and  issue  charters  to 
component  societies  organized  to  conform  to  the  spirit  of  this 
Constitution  and  Bylaws  and  the  ethics  of  the  American 
Medical  Association. 

Sec.  7.  In  sparsely  settled  sections  it  shall  have  authority 
to  organize  the  physicians  of  two  or  more  counties  into  one 
component  society,  the  name  to  be  chosen  by  that  society,  so 
as  to  distinguish  them  from  other  societies,  and  these  socie- 
ties, when  organized  and  chartered,  shall  be  entitled  to  all 
the  privileges  and  representations  provided  herein  for  com- 
ponent societies. 

Sec.  8.  It  shall  have  authority  to  appoint  special  commit- 
tees for  special  purposes  from  its  own  membership  or  from 
among  members  of  the  Association  who  are  not  members  of 
the  House  of  Delegates,  and  such  committees  shall  report  to 
the  House  of  Delegates  in  person  and  may  participate  in  the 
debate  thereon. 


CHAPTER  IV 
Election  of  Officers 

Sec.  1.  All  elections  shall  be  by  ballot  of  the  House  of 
Delegates  and  the  majority  of  the  votes  cast  shall  be  neces- 
sary to  elect. 

Sec.  2.  On  or  before  March  1 each  year,  preceding  the 
annual  meeting,  the  Board  of  Trustees  shall  select  nine  del- 
egates to  compose  a Nominating  Committee.  The  Board  of 
Trustees  shall  also  appoint  a non-voting  advisory  member  from 
the  Committee  on  Constitution  and  Bylaws.  The  members  of 
the  Nominating  Committee  shall  represent  the  three  grand 
divisions  of  the  state,  with  three  members  from  each  grand 
division.  No  two  members  of  the  Nominating  Committee  shall 
represent  the  same  component  society.  The  executive  direc- 
tor of  the  Association  shall  notify  all  component  societies  of 
the  members  of  the  Nominating  Committee,  with  the  request 
that  those  members  named  to  the  Nominating  Committee  shall 
be  made  known  to  the  membership  of  each  of  the  component 
societies.  If  for  any  reason  a member  of  the  Nominating 
Committee  is  unable  to  serve,  the  Board  of  Trustees  shall 
select  another  eligible  delegate  to  serve. 

The  Board  of  Trustees  will  notify  the  Nominating  Com- 
mittee of  offices  to  be  filled  by  the  House  of  Delegates.  Any 
component  society  desiring  to  place  the  name  of  any  physi- 
cian in  nomination  for  an  office  of  the  Tennessee  Medical 
Association  will  have  the  opportunity  to  contact  its  repre- 
sentative on  the  Nominating  Committee. 

It  shall  be  the  duty  of  the  Nominating  Committee  to  hold 
at  least  one  meeting  prior  to  the  opening  session  of  the 
House  of  Delegates  at  a time  and  place  designated  by  the 
president  of  the  Association,  elect  a chairman,  and  consider 
candidates  for  offices  to  be  filled.  The  committee  shall  report 
its  selection  of  nominees  to  the  House  of  Delegates.  The 
Nominating  Committee  shall  name  at  least  one  member  for 
each  of  the  offices  to  be  filled. 

Sec.  3.  The  Nominating  Committee  shall  make  a report 
to  the  House  of  Delegates  during  the  first  session  and  the 
election  of  officers  shall  be  the  first  order  of  business  of  the 
second  session  of  the  House  of  Delegates. 

Sec.  4.  Nothing  in  this  chapter  shall  be  construed  to  pre- 
vent additional  nominations  being  made  by  members  of  the 
House  of  Delegates  at  either  session. 

Sec.  5.  In  balloting  for  the  nominees,  if  on  the  first  ballot 
no  one  receives  a majority  of  the  votes  cast,  the  name  receiv- 
ing the  smallest  number  of  votes  shall  be  dropped,  and  the 
balloting  shall  proceed  in  this  manner  until  a candidate  re- 
ceives a majority. 
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CHAPTER  V 
Duties  of  Officers 

Sec.  1.  The  president  shall  be  the  head  of  the  profession 
of  the  state  during  his  term  of  office  and  as  far  as  practicable 
shall  visit  by  invitation  each  of  the  various  component  socie- 
ties of  the  state  and  assist  the  councilors  in  building  up  these 
societies  and  in  making  their  work  more  practical  and  useful. 
In  the  event  of  his  death,  resignation,  inability  to  serve,  or 
removal  from  office,  the  vice-president  from  the  same  grand 
division  shall  succeed  to  the  presidency.  If  that  vice-president 
is  unable  or  unwilling  to  serve  as  president,  or  vacates  the 
office  because  of  death  or  disability  after  succession,  the  Board 
of  Trustees  shall  fill  the  vacancy  for  the  remainder  of  the 
term. 

Sec.  2.  The  vice-presidents  shall  assist  the  president  in  the 
discharge  of  his  duties,  as  requested  by  the  president. 

Sec.  3.  The  secretary-treasurer  shall  give  bond  for  the  trust 
reposed  in  him,  for  such  amount  as  the  remaining  members 
of  the  Board  of  Trustees  may  name,  said  bond  to  be  made 
by  a regular  bonding  company,  and  paid  for  by  the  Associa- 
tion. He  shall  demand  and  receive  all  funds  due  the  Associ- 
ation, together  with  bequests  and  donations.  All  funds  shall 
be  invested  in  obligations  of  the  United  States  Treasury  or 
deposited  in  federally  insured  state  or  national  banks  or  sav- 
ings and  loan  associations.  No  more  than  the  federally  in- 
sured limit  shall  be  invested  in  any  single  institution.  He  shall 
pay  money  out  of  the  treasury  on  bills  certified  to  by  him  or 
the  executive  director  of  the  Association  only;  he  shall  sub- 
ject his  accounts  to  such  examination  as  the  House  of  Dele- 
gates may  order;  he  shall  annually  render  an  account  of  his 
acts  and  of  the  state  of  the  funds  in  his  hands. 

Sec.  4.  The  speaker  of  the  House  of  Delegates  shall  pre- 
side over  that  body  and  perform  the  usual  duties  of  such  of- 
ficer. He  shall  sign  the  minutes  of  its  transactions  when  same 
have  been  read  and  approved  by  the  House.  In  the  event  of 
his  absence  for  any  cause,  or  upon  request  of  the  speaker, 
the  vice-speaker  of  the  House  of  Delegates  shall  perform  those 
duties.  The  speaker  and  vice-speaker  shall  also  be  ex-officio 
members  of  the  Board  of  Trustees. 

Sec.  5.  In  the  event  of  the  death,  resignation,  disability, 
or  removal  of  any  official  of  this  Association,  other  than  the 
president  or  a member  of  the  Board  of  Trustees,  the  vacancy 
so  created  shall  be  filled  by  the  Board  of  Trustees  and  the 
officer  so  appointed  shall  serve  until  the  next  regular  session 
of  the  House  of  Delegates.  This  shall  include  delegates  and 
alternate  delegates  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association. 

Sec.  6.  The  editor  of  the  Journal  shall  be  appointed  by 
the  Board  of  Trustees.  The  editor  shall  act  with  the  Commit- 
tee on  Scientific  Affairs  to  prepare  and  issue  programs  for 
the  meetings  of  the  Association.  Subject  to  the  approval  of 
the  Board  of  Trustees,  the  editor  may  select  an  editorial  board 
to  be  composed  of  as  many  members  as  deemed  appropriate. 
The  editor’s  honorarium  shall  be  determined  by  the  Board  of 
Trustees. 

Sec.  7.  The  Board  of  Trustees  shall  be  empowered  to  se- 
lect and  remove,  without  cause,  an  executive  director.  The 
executive  director  may  or  may  not  be  a member  of  this  As- 
sociation, and  may  or  may  not  be  a graduate  in  medicine.  He 
shall  be  custodian  of  all  records,  books,  papers,  building  and 
property  belonging  to  the  Association,  except  such  property 
belonging  to  the  editor  of  the  Journal,  the  Judicial  Council, 
and  the  various  committees,  and  shall  keep  account  of  and 
promptly  turn  over  to  the  secretary-treasurer  all  funds  of  the 
Association  which  may  come  into  his  hands.  He  shall  provide 
for  the  registration  of  members  and  delegates  at  the  annual 
meeting  and  upon  request  shall  transmit  a copy  of  this  list  to 
the  American  Medical  Association.  Insofar  as  in  his  power, 
he  shall  use  the  printed  matter,  correspondence,  and  influ- 
ence of  his  office  to  aid  the  councilors  in  the  organization  of 
the  component  societies  and  in  the  extension  of  the  power 


and  influence  of  this  Association.  He  shall  visit  each  council- 
or district  at  least  once  a year  and  more  often,  if  advisable, 
and  assist  the  councilors  in  organizing  unorganized  counties, 
and  use  every  means  possible  to  promote  the  interests  of  the 
Association.  He  shall  conduct  the  official  correspondence, 
notifying  members  of  meetings,  officers  of  their  election,  and 
committees  of  their  appointment  and  duties.  He  shall  serve 
as  recorder  for  the  House  of  Delegates.  He  shall  discharge 
such  other  duties  as  the  Board  of  Trustees  shall  direct.  He 
shall  act  as  business  manager  of  the  Journal  of  the  Associa- 
tion, and  he  shall  be  the  director  of  all  activities  in  the  As- 
sociation office.  His  salary  shall  be  determined  by  the  Board 
of  Trustees.  He  shall  be  required  to  furnish  bond  paid  for  by 
the  Association  in  the  amount  designated  by  the  Board  of 
Trustees. 


CHAPTER  VI 
Judicial  Council 

Sec.  1.  The  Judicial  Council  shall  hold  meetings  during 
the  annual  meeting  and  at  such  other  time  as  necessity  may 
require,  subject  to  the  call  of  the  chairman  or  on  petition  of 
three  councilors.  Following  the  election  of  councilors  during 
the  annual  meeting,  the  Judicial  Council  shall  meet  for  or- 
ganizational purposes  and  to  outline  its  work  for  the  ensuing 
year.  The  Judicial  Council  shall  keep  a permanent  record  of 
its  proceedings.  Five  councilors  shall  constitute  a quorum. 

Sec.  2.  The  Judicial  Council  shall  have  the  power  to  cen- 
sure. suspend,  expel,  or  to  take  such  other  disciplinary  action 
with  respect  to  members  or  component  societies  as  in  the 
exercise  of  its  discretion  it  may  deem  proper  under  the  cir- 
cumstances. 

Sec.  3.  A councilor  shall  be  designated  by  the  chairman 
to  investigate  each  matter  referred  to  the  Judicial  Council 
relating  to  allegedly  improper  conduct  of  members  and/or  ac- 
tivities of  component  societies.  Such  councilor  shall  report  in 
writing  his  findings  to  the  Judicial  Council  and  may  partici- 
pate in  the  Judicial  Council’s  discussion  of  the  matter  which 
he  investigated,  but  he  shall  not  be  entitled  to  vote  thereon. 
The  councilor  shall  be  responsible  for  indoctrination  in  all 
matters  of  ethics  of  each  new  member  of  the  Tennessee  Med- 
ical Association  on  an  annual  basis. 

Sec.  4.  (a)  The  Judicial  Council  shall  hold  hearings  on  all 
matters  relating  to  the  censure,  suspension,  expulsion,  or  other 
disciplinary  action  of  any  member.  The  Judicial  Council  shall 
also  hold  hearings  with  respect  to  the  censure  of  any  com- 
ponent society,  with  respect  to  the  revocation  or  suspension 
of  its  charter,  or  with  respect  to  any  other  matter  affecting 
its  relationship  with  the  Association.  Such  hearings  shall  be 
conducted  by  no  less  than  five  members  of  the  Judicial  Coun- 
cil, excluding  the  investigating  member  who  shall  not  be  eli- 
gible to  participate  therein.  A member  or  component  society 
against  whom  a charge  is  made  shall  be  given  fifteen  days' 
written  notice  of  the  hearing  and  the  charges  against  him  or 
it.  Such  member  or  component  society  shall  have  the  right  to 
be  represented  by  counsel  and  shall  be  entitled  to  a full  and 
equitable  hearing. 

(b)  The  Judicial  Council  shall  make  a written  report  of  its 
decision  within  thirty  days  after  the  conclusion  of  the  hearing 
and  shall  mail  a copy  of  the  report  to  the  member  or  com- 
ponent society  with  respect  to  whom  the  matter  relates,  and 
a copy  to  the  president  of  the  Association. 

(c)  The  decision  of  the  Judicial  Council  shall  be  final  and 
binding  on  all  parties  unless  within  thirty  days  from  the  date 
on  which  the  decision  was  mailed  as  hereinbefore  provided, 
an  aggrieved  member  or  component  society  mails  a written 
notice  of  appeal  to  the  president  of  the  Association  with  a 
copy  to  the  executive  director.  Thereafter,  within  sixty  days, 
the  president  shall  convene  the  House  of  Delegates  for  the 
purpose  of  having  the  House  hear  such  appeal.  All  interested 
parties  shall  be  given  at  least  twenty  days’  written  notice  of 
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such  hearing  and  shall  have  the  right  to  be  represented  by 

counsel. 

(d)  The  House  of  Delegates  shall  make  a written  report 
of  its  decision  and  mail  a copy  of  the  same  to  the  member  or 
component  society  with  respect  to  whom  the  matter  relates. 
The  decision  of  the  House  of  Delegates  shall  be  final. 

(e)  All  notices  required  to  be  sent  hereunder  shall  be  sent 
by  certified  mail,  return  receipt  requested. 

Sec.  5.  The  president  of  the  Association  shall  notify  the 
Board  of  Medical  Examiners  of  the  state  of  Tennessee  of  any 
final  decision  of  the  Judicial  Council  or  any  decision  of  the 
House  of  Delegates  which  involves  a finding  that  a member 
has  been  guilty  of  unprofessional  or  dishonorable  conduct  as 
defined  in  Tennessee  Code  Annotated  63-6-214  (or  any 
amendment  thereof  adopted  after  the  effective  date  of  this 
amendment  to  the  Bylaws  of  the  Association). 


CHAPTER  VII 

Divisions  and  Committees 

Sec.  1.  Divisions:  The  program  of  work  of  the  Association 
shall  be  conducted  by  such  divisions  and  committees  as  may 
be  established  by  the  House  of  Delegates.  The  program  of 
the  Association  shall  be  conducted  through  the  following 
structure: 

(a)  Divisions 

(b)  Standing  committees 

(c)  Special  committees 

Sec.  2.  The  committees  of  each  division  shall  report  an- 
nually to  the  House  of  Delegates  and,  when  required,  to  the 
Board  of  Trustees.  Each  division  shall  be  composed  of  the 
appropriate  committees  and  subcommittees  of  the  Associa- 
tion, and  coordinated  by  a member  of  the  Board  of  Trustees. 

The  divisions  of  the  Association  shall  be  as  follows: 

1.  Division  on  Scientific  Services 

2.  Division  on  Legislation  and  Governmental  Medical 
Affairs 

3.  Division  on  Communications  and  Public  Service 

4.  Division  on  Health  Services  and  Socioeconomics 

5.  Division  on  Medical  Education 

Sec.  3.  Division  on  Scientific  Services — This  division  shall 
be  composed  of  the  following  committees:  Committee  on  Sci- 
entific Affairs,  Committee  on  Emergency  Medical  Services, 
Committee  on  Blood  Banks  and  Medical  Laboratories,  Com- 
mittee on  Mental  Health,  Impaired  Physician  Peer  Review 
Committee,  Geriatrics  Committee,  Committee  on  Maternal 
and  Child  Care,  and  other  appropriate  committees  or  sub- 
committees that  may  be  established. 

Sec.  4.  Division  on  Legislation  and  Governmental  Medi- 
cal Affairs — The  committees  of  this  division  shall  be  con- 
cerned with  legislative  matters  on  both  the  state  and  national 
level.  When  legislative  questions  or  health  issues  arise  be- 
tween sessions  of  the  House  of  Delegates,  the  appropriate 
committee  of  the  Division  on  Legislation  and  Governmental 
Medical  Affairs  shall  have  the  authority  to  establish  interim 
policies  for  the  Association,  subject  to  the  approval  of  the 
Board  of  Trustees.  This  division  shall  be  composed  of  the 
following  committees:  Committee  on  Legislation,  Committee 
on  Governmental  Medical  Services,  and  other  appropriate 
committees  and  subcommittees  that  may  be  established. 

Sec.  5.  Division  on  Communications  and  Public  Service — 
The  committees  of  this  division  shall  engage  in  such  activities 
as  may  result  in  a proper  evaluation  by  the  medical  profes- 
sion of  its  obligation  to  the  public.  This  division  shall  be  com- 
posed of  the  following  committees:  Committee  on  Commu- 
nications and  Public  Service,  Committee  on  Rural  and 
Community  Health,  Advisory  Committee  to  the  Tennessee 
Medical  Association  Auxiliary,  Interprofessional  Liaison 
Committee,  Committee  on  Medicine  and  Religion,  Commit- 
tee on  HIV  Infection  and  AIDS,  and  other  appropriate  com- 
mittees and  subcommittees  that  may  be  established. 
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Sec.  6.  Division  on  Health  Services  and  Socioeconomics — 
The  committees  of  this  division  shall  be  concerned  with  the 
socioeconomic  aspects  of  medical  care  (excluding  legislation) 
and  shall  coordinate  recommendations  regarding  the  various 
types  of  health  insurance  programs  and  such  related  pro- 
grams in  which  members  of  the  Association  may  participate 
or  be  involved.  This  division  shall  be  composed  of  the  follow- 
ing committees:  Committee  on  Hospitals,  Peer  Review  Com- 
mittee, Primary  Care  Liaison  Committee,  Medical  Practice 
Committee,  and  other  appropriate  committees  and  subcom- 
mittees that  may  be  established. 

Sec.  7.  Division  on  Medical  Education — The  committees 
of  this  division  shall  investigate  and  make  recommendations 
on  activities  relating  to  medical  education,  and  shall  evaluate 
and  study  programs  concerned  with  continuing  medical  edu- 
cation. This  division  shall  be  composed  of  the  following: 
Committee  on  Continuing  Medical  Education,  Committee  on 
Drug  Education  and  Evaluation,  and  other  appropriate  com- 
mittees and  subcommittees  that  may  be  established. 


Standing  Committees 

Sec.  8.  (a)  The  committees  of  this  Association  shall  be 
standing  and  special  committees.  The  standing  committees 
shall  be  as  follows: 

1.  Committee  on  Scientific  Affairs 

2.  Committee  on  Legislation 

3.  Committee  on  Governmental  Medical  Services 

4.  Committee  on  Constitution  and  Bylaws 

5.  Committee  on  Hospitals 

6.  Peer  Review  Committee 

7.  Committee  on  Communications  and  Public 
Service 

8.  Interprofessional  Liaison  Committee 

9.  Committee  on  Continuing  Medical  Education 

10.  Impaired  Physician  Peer  Review  Committee 

(b)  The  members  of  these  standing  committees  shall  be 
appointed  by  the  Board  of  Trustees.  Any  vacancy  for  any 
unexpired  term  that  might  occur  shall  be  filled  by  the  Board 
of  Trustees.  The  terms  of  service  of  members  of  standing 
committees  shall  be  for  a period  of  three  years  except  when 
otherwise  provided  in  the  Bylaws.  The  appointments  shall  be 
made  for  such  a period  of  years  that  the  terms  of  not  more 
than  one-third  of  the  members  will  terminate  each  year.  Each 
standing  committee  shall  make  an  annual  report  to  the  House 
of  Delegates. 

Sec.  9.  The  Committee  on  Scientific  Affairs  shall  be  com- 
posed of  five  members.  In  addition,  the  editor  of  the  Journal 
shall  be  a member  of  the  committee.  It  will  be  the  duty  of 
this  committee  to  plan  and  provide  the  scientific  program  for 
each  meeting  of  this  Association.  It  shall  also  be  the  duty  of 
this  committee  to  assist  the  editor  in  preparing  the  scientific 
portion  of  the  Journal  of  the  Association. 

Sec.  10.  The  Committee  on  Legislation  shall  be  composed 
of  one  member  from  each  congressional  district  of  the  state. 
The  Board  will  appoint  the  chairman  of  the  committee.  The 
editor  of  the  Journal  of  the  Tennessee  Medical  Association, 
the  president  of  the  Auxiliary,  and  the  chairman  of  the  Aux- 
iliary Legislation  Committee  will  be  ex-officio  members  of 
the  committee.  If  it  is  found  that  additional  members  are 
necessary  in  the  conduct  of  the  committee’s  business,  the 
committee  may  ask  the  Board  of  Trustees  for  additional  ap- 
pointments to  serve  one-year  terms.  Under  the  direction  of 
the  House  of  Delegates,  it  shall  represent  the  Association  in 
initiating  and  influencing  legislation  in  the  interest  of  the  public 
health  and  scientific  medicine. 

Sec.  11.  The  Committee  on  Governmental  Medical  Ser- 
vices shall  be  composed  of  not  more  than  nine  members.  The 
committee  shall  concern  itself  and  assume  special  responsi- 
bility in  obtaining  information  and  giving  counsel  and  advice 
to  the  Association  with  respect  to  all  matters  in  which  medi- 
cal service  comes  into  contact  with  any  existing  or  proposed 
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functions  of  government,  including  medical  services  in  wel- 
fare departments,  maternal  and  child  health  programs  spon- 
sored through  governmental  agencies,  plans  and  programs  for 
medical  care  of  veterans,  medical  care  for  dependents  of  those 
in  uniformed  services  of  the  government,  plans  and  programs 
of  the  government  for  medical  care  now  existing  or  which 
may  hereafter  be  adopted  by  any  special  group,  and  any  and 
all  programs  and  plans  for  medical  care  to  be  provided  through 
municipal,  state  or  federal  governments. 

Sec.  12.  The  Committee  on  Constitution  and  Bylaws  shall 
be  composed  of  six  members.  The  Board  of  Trustees  shall 
name  the  chairman  of  the  committee  for  the  period  of  the 
appointee’s  term  of  office.  The  committee  shall  have  at  least 
one  member  from  each  grand  division  of  the  state.  The  com- 
mittee shall  suggest  revisions  necessary  to  keep  the  Consti- 
tution and  Bylaws  always  in  accord  with  the  practices  and 
procedures  of  the  Association  so  that  all  members  of  the 
profession,  by  reference  to  the  Constitution  and  Bylaws,  may 
be  able  to  obtain  accurate  information  regarding  procedure 
and  practice  within  the  Association,  and  so  that  hampering 
of  such  procedure  and  practice  by  obsolete  provisions  in  the 
Constitution  and  Bylaws  may  be  avoided. 

Sec.  13.  The  Committee  on  Hospitals  shall  consider  all 
matters  relating  to  the  operation  of  hospitals  affecting  the 
medical  profession  and  the  public  welfare.  It  shall  make  rec- 
ommendations to  the  House  of  Delegates  as  appropriate.  The 
principal  objective  of  this  committee  is  to  insure  a proper 
relationship  between  the  medical  profession  and  the  hospitals 
in  the  state.  When  policies  are  formulated  and  enforced  by  a 
hospital,  which  in  the  opinion  of  the  committee  constitutes  a 
violation  of  the  ethical  principle  which  should  govern  the  re- 
lationship of  a hospital  to  members  of  the  medical  profession 
and  the  public,  it  shall  be  its  duty  to  bring  the  matter  to  the 
attention  of  the  medical  profession  and  to  take  such  other 
steps  as  are  deemed  necessary  and  appropriate  to  correct  the 
practice. 

Sec.  14.  The  Peer  Review  Committee  shall  be  composed 
of  the  last  five  surviving  past-presidents  who  are  available. 
The  past-president  who  has  served  on  the  committee  for  the 
longest  period  will  serve  as  chairman  for  one  year.  The  duties 
of  this  committee  shall  be  to  evaluate  the  quality  of  medical 
care  on  the  basis  of  documented  evidence  to  support  diag- 
nosis, treatment,  and  justified  utilization  of  facilities.  The 
committee  shall  review  utilization  and  the  development  of 
appropriate  professional  controls.  The  primary  duty  and  re- 
sponsibility of  the  committee  shall  be  the  maintenance  of  the 
quality  of  medical  care  furnished  to  the  patient.  The  commit- 
tee shall  devote  particular  attention  to  unnecessary  admis- 
sions, excessive  length  of  inpatient  stay,  delay  in  use  of  x-ray, 
laboratory  and  other  diagnostic  and  therapeutic  services,  and 
delay  in  consultation  arid  referral.  The  committee  shall  report 
its  findings  and  recommendations  to  all  interested  parties  and 
to  the  Board  of  Trustees.  The  committee  shall  also  review 
and  investigate  complaints  on  appeals  from  component  soci- 
ety mediation  committees  and  appeals  or  suggestions  from 
physicians  or  laymen  concerning  professional  conduct.  It  shall 
attempt  to  find  the  facts  regarding  any  matter  brought  to  its 
attention  through  proper  procedures  and  to  mediate  differ- 
ences between  patients  and  physicians  and  between  physi- 
cians. 

Sec.  15.  The  Committee  on  Communications  and  Public 
Service  shall  be  composed  of  not  more  than  nine  members 
representing  the  three  grand  divisions  of  the  state.  The  editor 
of  the  Journal  will  be  an  ex-officio  member  of  this  commit- 
tee. It  shall  be  the  duty  of  the  committee  to  enlighten  and 
direct  public  opinion  in  regard  to  the  problems  of  health  and 
medical  care,  and  to  promote  understanding  between  the 
public  and  the  medical  profession. 

Sec.  16.  The  Interprofessional  Liaison  Committee  shall  be 
composed  of  not  more  than  nine  members  to  be  appointed 
by  the  Board  of  Trustees.  The  committee  shall  seek  to  main- 
tain effective  professional  relations  with  all  other  professional 


groups  concerned  with  the  practice  of  medicine. 

Sec.  17.  The  Committee  on  Continuing  Medical  Educa- 
tion shall  be  composed  of  an  appropriate  number  of  members 
as  determined  by  the  Board  of  Trustees.  Members  of  the 
committee  should  be  knowledgeable  of  and  interested  in  con- 
tinuing medical  education.  The  committee  shall  have  as  its 
duty  the  development  and  implementation  of  a continuing 
medical  education  program  for  the  physicians  of  Tennessee. 
This  program  shall  have  as  its  ultimate  objective  the  im- 
proved health  care  of  the  patient  and  it  should  make  it  pos- 
sible for  each  physician  to  use  in  his  practice  the  modern 
knowledge  that  continually  becomes  available.  The  editor  of 
the  Journal  of  the  Tennessee  Medical  Association  will  be  an 
ex-officio  member  of  this  committee. 

Sec.  18.  The  Impaired  Physician  Peer  Review  Committee 
shall  be  composed  of  an  appropriate  number  of  members  as 
determined  by  the  Board  of  Trustees.  This  committee  shall 
develop  and  administer  an  effective  advocacy  program  for  the 
identification,  treatment,  and  reentry  into  medical  practice  of 
those  Tennessee  physicians  who  have  become  impaired  be- 
cause of  chemical  dependency  or  mental  illness. 


Special  Committees 

Sec.  19.  Special  committees  shall  be  established  by  the 
Association  to  conduct  specific  work  and  studies  as  deter- 
mined by  the  House  of  Delegates,  the  Board  of  Trustees,  or 
the  president. 


CHAPTER  VIII 

Assessments  and  Expenditures 

Sec.  1.  The  annual  dues  shall  be  determined  by  the  House 
of  Delegates  and  shall  be  levied  per  capita  on  the  active 
members  and  intern  and  resident  members  of  the  chartered 
component  societies.  The  annual  dues  shall  be  payable  on  or 
before  January  1 of  the  year  for  which  they  are  levied.  Mem- 
bers whose  dues  are  not  reported  to  the  Tennessee  Medical 
Association  by  March  31  shall  be  considered  delinquent.  The 
secretary  of  each  component  society  shall  collect  and  forward 
to  the  Association  the  dues  for  its  members  except  for  those 
members  billed  directly  by  or  for  the  Association.  Any  mem- 
ber who  is  delinquent  at  the  end  of  the  year  may  be  assessed 
a reinstatement  fee  at  the  discretion  of  the  Board  of  Trust- 
ees, in  addition  to  the  regular  dues,  when  reapplying  for 
membership  in  a subsequent  year.  Every  dues-paying  mem- 
ber of  the  Association  shall  receive  the  Journal  without  cost. 

Sec.  2.  A new  member  joining  the  Association  for  the 
first  time  and  who  is  so  reported  after  July  1 of  a given  year 
shall  pay  one-half  of  the  annual  dues  for  that  year  only.  If  he 
is  in  his  first  year  of  practice  he  will  pay  one-fourth  dues  for 
that  year  and  one-half  for  the  following  year. 

Sec.  3.  The  honorary  members  of  any  component  society 
are  exempt  from  payment  of  dues,  but  a complete  list  of  their 
names,  certified  by  the  respective  component  society,  will  be 
reported  annually  to  the  Association.  Likewise,  a component 
society  is  required  to  report  a list  of  its  veteran  members  who 
have  been  elected  by  that  society  and  the  Journal  will  be  fur- 
nished to  veteran  members  without  cost. 

Sec.  4.  The  secretary  or  treasurer  of  each  component  so- 
ciety shall  forward  a roster  of  all  officers,  members  and  del- 
egates to  the  House  of  Delegates  of  the  Tennessee  Medical 
Association,  together  with  a list  of  non-affiliated  physicians 
of  the  county  if  practical,  and  also  a list  of  members  who 
have  died  during  the  year,  to  the  executive  director  of  this 
Association  thirty  days  in  advance  of  the  annual  meeting. 

Sec.  5.  The  record  of  payment  of  dues  on  file  in  the  of- 
fices of  the  Tennessee  Medical  Association  shall  be  final  as 
to  the  fact  of  payment  by  a member  of  the  Association. 
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CHAPTER  IX 
Code  of  Ethics 

The  principles  set  forth  in  the  Code  of  Ethics  of  the 
American  Medical  Association  shall  govern  the  conduct  of 
members  in  their  relations  to  each  other  and  to  the  public. 

CHAPTER  X 
Parliamentary  Procedure 

The  deliberations  of  this  Association  shall  be  guided  by 
parliamentary  usage  as  contained  in  Sturgis’  “Standard  Code 
of  Parliamentary  Procedure.” 

CHAPTER  XI 
Component  Societies 

Sec.  1.  All  local  societies  that  have  adopted  principles  of 
organization  not  in  conflict  with  this  Constitution  and  Bylaws 
may,  upon  application  to  the  House  of  Delegates,  receive  a 
charter  from  and  become  a component  society  of  this  Asso- 
ciation. 

Sec.  2.  Charters  shall  be  issued  only  upon  approval  of  the 
House  of  Delegates,  and  shall  be  signed  by  the  president  and 
secretary-treasurer  of  this  Association.  The  House  of  Dele- 
gates shall  have  authority  to  revoke  the  charter  of  any  com- 
ponent society  whose  actions  are  in  conflict  with  the  letter  or 
spirit  of  this  Constitution  and  Bylaws,  or  the  code  of  ethics 
of  the  American  Medical  Association  upon  recommendation 
of  the  Judicial  Council,  after  a hearing  as  set  forth  in  Chapter 
VI,  Section  4 of  these  Bylaws. 

Sec.  3.  Every  reputable  physician  who  is  legally  licensed 
and  registered  in  Tennessee,  or  any  other  state  of  the  United 
States,  who  is  practicing  or  who  will  agree  to  practice  non- 
sectarian medicine,  shall  be  eligible  for  membership.  Interns 
and  residents  serving  in  an  approved  intern  or  resident  status 
in  approved  hospitals  in  Tennessee  and  in  accordance  with 
Tennessee  Code  Annotated  63-6-201,  but  who  are  not  legally 
licensed  and  registered  in  Tennessee,  shall  also  be  eligible  for 
membership.  Medical  students  who  are  in  good  standing  in 
approved  medical  schools  in  Tennessee  shall  also  be  eligible 
for  membership.  Veteran  members  who  are  otherwise  quali- 
fied but  whose  licenses  have  been  revoked  solely  for  failure 
to  register  shall  continue  to  be  eligible  for  membership.  Each 
component  society  shall  judge  the  individual  qualifications  of 
its  members.  Component  societies  may  establish  an  affiliate 
membership  category  for  other  health  professionals  if  this  is 
deemed  appropriate  for  local  purposes,  but  only  physicians 
as  defined  in  Article  IV,  Section  9 of  the  Constitution  are 
eligible  for  membership  in  the  Tennessee  Medical  Associa- 
tion. Only  licensed  and  registered  physicians  who  are  active, 
veteran,  or  intern  or  resident  members  and  students  who  are 
members  in  good  standing  of  the  Tennessee  Medical  Associ- 
ation may  be  elected  to  office  in  a component  society  or  to 
represent  it  in  the  House  of  Delegates  of  the  Tennessee  Med- 
ical Association.  Physician  and  student  members  of  compo- 
nent societies  must  also  be  members  of  the  Tennessee  Medi- 
cal Association.  Each  component  society  of  this  Association 
may  amend  its  constitution  and/or  bylaws  to  provide  that  the 
payment  of  dues  to  the  American  Medical  Association  shall 
be  a condition  of  active  membership  in  that  society.  Before  a 
charter  is  issued  to  any  component  society,  full  and  ample 
notice  and  opportunity  shall  be  given  to  every  such  physician 
in  the  county  to  become  a member. 


Sec.  4.  Only  one  component  society  shall  be  chartered  in 
any  county.  When  more  than  one  society  exists,  friendly 
overtures  and  concessions  shall  be  made  with  the  aid  of  the 
councilor  for  the  district  if  necessary,  and  all  of  the  members 
brought  into  one  organization.  In  case  of  failure  to  unite,  an 
appeal  may  be  made  to  the  Judicial  Council,  which  shall  de- 
cide what  action  shall  be  taken. 

Sec.  5.  Any  physician  who  may  feel  aggrieved  by  the  ac- 
tion of  the  component  society  in  his  county  in  refusing  him 
membership,  or  in  suspending  or  expelling  him,  shall  have 
the  right  to  appeal  to  the  Judicial  Council. 

Sec.  6.  In  hearing  appeals,  the  Judicial  Council  may  admit 
oral  or  written  evidence,  as  in  its  judgment  will  best  and  more 
fairly  present  the  facts,  but  in  the  case  of  every  appeal,  both 
as  a board  and  as  individual  councilors  in  district  and  county 
work,  efforts  at  conciliation  and  compromise  should  precede 
all  such  hearings.  Hearings  will  be  conducted  as  set  forth  in 
Chapter  VI,  Section  3 of  these  Bylaws. 

Sec.  7.  When  a member  in  good  standing  in  a component 
society  moves,  his  name,  upon  request,  and  with  the  consent 
of  his  component  society,  shall  be  transferred  without  cost  to 
the  roster  of  the  component  society  in  whose  jurisdiction  he 
moves,  but  he  shall  not  hold  membership  in  more  than  one 
component  society. 

Sec.  8.  A physician  may  hold  his  membership  in  that  com- 
ponent society  most  convenient  for  him  to  attend,  on  permis- 
sion of  the  society  in  whose  jurisdiction  he  principally  prac- 
tices, and  with  consent  of  the  councilor  of  that  district. 

Sec.  9.  Each  component  society  shall  have  general  direc- 
tion of  the  affairs  of  the  profession  in  its  jurisdiction  and  its 
influence  shall  be  constantly  exerted  for  bettering  the  scien- 
tific, moral,  and  material  condition  of  every  physician  in  the 
society.  A systematic  effort  shall  be  made  by  each  member 
and  by  the  society  as  a whole  to  increase  the  membership 
until  it  embraces  every  qualified  physician  in  its  jurisdiction. 

Sec.  10.  Frequent  meetings  shall  be  encouraged  and  at- 
tractive educational  programs  arranged.  The  younger  mem- 
bers shall  be  especially  encouraged  to  do  postgraduate  and 
original  research  work  and  to  give  the  society  the  benefits  of 
such  labors.  Official  position  and  other  preferments  should 
be  unstintingly  given  to  such  members. 

Sec.  11.  At  some  meeting  in  advance  of  the  annual  meet- 
ing of  this  Association,  each  component  society  shall  elect  a 
delegate  or  delegates  to  represent  it  in  the  House  of  Dele- 
gates of  this  Association,  in  the  proportion  of  one  delegate 
and  one  alternate  delegate  to  each  fifty  members  or  fraction 
therof;  and  the  secretary  of  the  society  shall  send  a list  of 
such  delegates  to  the  secretary-treasurer  of  this  Association 
on  or  before  January  1 preceding  the  annual  meeting. 

Sec.  12.  The  secretary  of  each  component  society  shall 
keep  a roster  of  its  members  and  shall  furnish  an  official  re- 
port of  the  membership  to  the  Association  at  least  once  a 
year  and  more  often  if  circumstances  require. 


CHAPTER  XII 
Amendments 

In  order  to  amend  the  Bylaws  of  this  Association,  a two- 
thirds  majority  of  the  members  of  the  House  of  Delegates 
present  and  voting  shall  be  necessary.  Such  amendment,  after 
having  been  filed  in  writing,  shall  lie  over  one  day.  Any  by- 
law may  be  suspended  during  the  pending  meeting  by  unan- 
imous consent. 

— As  revised  April , 1989 
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Toxic  Methemoglobinemia 


GEORGE  WILSON,  M.D.;  TOM  BORTHWICK,  M.D.;  and  RAY  LAMB,  M.D. 


Introduction 

Although  rare  in  clinical  practice,  toxic  met- 
hemoglobinemia has  been  reported  for  many 
years.  The  symptoms  may  be  confusing  and  the 
clinical  situation  misdiagnosed.  A degree  of  sus- 
picion is  necessary  to  make  the  diagnosis,  since 
the  Pao:  may  be  normal  or  elevated,  oxygen  sat- 
uration may  be  normal  or  elevated,  and  methe- 
moglobin  levels  may  not  be  routinely  reported 
on  all  arterial  blood  gas  studies.  We  describe  a 
case  in  which  a patient  developed  severe  toxic 
methemoglobinemia  one  hour  after  topical  appli- 
cation of  benzocaine  as  an  aerosolized  spray  to 
the  nasopharynx  for  gastroscopy. 

Case  Report 

A 47-year-old  woman  was  admitted  for  evaluation  of 
postprandial  vomiting  without  nausea.  Admission  physical 
examination  was  unremarkable  and  she  had  no  significant  past 
medical  history.  Medications  included  cimetidine  (Tagamet) 
300  mg  IV  and  diazepam  (Valium)  2.5  mg  IV  every  six  hours. 
After  two  days  of  hospitalization,  she  had  a diagnostic  gas- 
troscopy. 

Gastroscopy  preparation  included  midazolam  (Versed)  2.0 
mg  IV  and  topical  benzocaine  (Hurricaine)  for  nasopharyn- 
geal anesthesia.  The  benzocaine  was  applied  as  two  two-sec- 
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ond  sprays  one  minute  apart.  Gastroscopy  took  15  minutes, 
during  which  she  received  another  1.5  mg  midazolam  IV.  She 
tolerated  the  procedure  without  complications  and  within  20 
minutes  was  sent  back  to  her  room. 

One  hour  after  endoscopy,  the  patient  became  short  of 
breath,  and  was  noted  to  be  slightly  diaphoretic,  short  of 
breath,  and  tachvcardic.  She  was  lethargic,  but  was  without 
complaints.  She  had  a profound  peripheral  cyanosis,  includ- 
ing lips  and  tongue:  her  skin  was  warm  to  the  touch  and  she 
had  2+  peripheral  pulses.  Stat  chest  x-rav  was  normal,  and 
EKG  showed  global  ischemic  changes.  Arterial  blood  was  dark 
brown  and  had  a pH  of  7.453.  Pco;  204  mm  Hg.  Po2,  204 
mm  Hg.  Hco?  19.7  mm  Hg.  saturation  of  99.8%  and  methe- 
moglobin  of  71.4%.  When  the  diagnosis  of  toxic  methe- 
moglobinemia was  made,  the  patient  was  given  oxygen  and 
transferred  to  the  ICU  and  treated  with  2 mg/kg  methylene 
blue.  One  hour  after  treatment,  arterial  blood  pH  was  7.395. 
Pco:  32.6  mm  Hg.  Po;  421  mm  Hg.  Hco?  20.2  mm  Hg.  sat- 
uration 100%.  and  methemoglobin  14.5%.  Seventeen  hours 
after  treatment,  arterial  blood  appeared  normal,  with  a pH 
of  7.377.  Pco:  37  mm  Hg.  Po;  126.3  mm  Hg.  Hco3  21.9  mm 
Hg.  saturation  95.5%.  and  methemoglobin  1.6%.  She  was 
then  transferred  back  to  the  floor,  her  0;  was  discontinued, 
and  treatment  was  continued  with  vitamin  C 500  mg/day.  She 
was  later  discharged  with  no  apparent  sequelae. 

Hemoglobin  electrophoresis  showed  no  abnormal  hemo- 
globin or  hemoglobin  M.  Assay  for  NADH  diaphorase  re- 
vealed enzyme  activity  present  in  normal  amount. 

Discussion 

The  patient  described  here  had  no  predispos- 
ing factors  that  could  be  identified,  and  had  had 
past  exposure  to  benzocaine  without  problems. 
She  had  received  diazepam  on  the  two  days  prior 
to  the  procedure,  and  although  the  propvlenegly- 
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col  used  as  a carrier  may  be  associated  with  the 
production  of  the  methemoglobin,  she  did  not 
receive  any  on  the  day  of  the  procedure.  The 
acute  toxic  changes  seem  directly  related  to  the 
topical  application  of  benzocaine. 

Topical  anesthetic  sprays  are  part  of  routine 
preparation  for  a number  of  procedures,  includ- 
ing endotracheal  intubation,  bronchoscopy,  and 
gastroscopy.  The  possibility  of  toxic  methemo- 
globinemia should  be  entertained  in  anyone  who 
has  undergone  such  a procedure  and  develops 
acute  cyanosis.  Methemoglobin  levels  of  1.5  to 
2.0  gm/dl  are  sufficient  to  cause  cyanosis,  and 
blood  drawn  for  arterial  blood  gas  determina- 
tions has  a characteristic  chocolate  brown  color. 
Methemoglobin  levels  can  be  determined  by  most 
oxycemetry  machines,  but  are  often  not  deter- 
mined unless  specifically  requested. 

Methemoglobinemia  can  occur  from  a variety 
of  etiologies,  with  treatment  options  depending 
on  exact  diagnosis.  Hereditary  deficiency  of 
NADH  diaphorase  results  in  congenital  meth- 
emoglobinemia; the  major  feature  is  cyanosis,  and 
the  mode  of  inheritance  is  autosomal  recessive.1 
Although  levels  of  methemoglobinemia  may  reach 
40%,  unless  the  person  is  symptomatic  from  the 
defective  02  transport  there  is  no  need  for  ther- 
apy.2 Congenitally  deficient  patients  may  have 
exacerbations  of  methemoglobinemia  when  ex- 
posed to  drugs  such  as  sulfonamides,  lidocaine, 
and  aniline  derivatives  and  nitrites.36  Diagnosis 
is  confirmed  by  decreased  NADH  diaphorase  by 
assay. 

Methemoglobinemia  can  occur  with  hemoglo- 
bin M disease.  The  defect  lies  in  an  abnormality 
in  the  structure  of  the  globin  portions  of  the 
hemoglobin  molecule,  and  the  NADH  diaphor- 
ase is  normal78;  it  is  transmitted  as  autosomal 
dominant.  Hemoglobin  M disorders  are  usually 
not  associated  with  Heinz  bodies  or  hemolysis. 
Methylene  blue  is  ineffective  in  treating  hemo- 
globin M methemoglobinemia.  In  general, 
hemoglobin  M patients  do  not  require  treatment. 
If  hemoglobin  M is  suspected,  the  hemoglobin 
electrophoresis  should  include  agar  gel  at  pH  7.1, 
wherein  the  hemoglobin  M migrates  anodal  to 
hemoglobin  A band.  Additional  difference  be- 
tween hemoglobin  M and  deficiency  of  NADH 
diaphorase  is  seen  by  spectral  abnormalities  in 
hemoglobin  M with  broad  bands  of  absorption  at 
550  to  600  mm. 

Hemoglobinopathies  may  show  low-oxygen- 
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affinity  hemoglobin,  with  the  02  saturation  curve 
shifted  to  the  right.  In  some  instances,  the  shift 
to  the  right  is  sufficient  to  cause  cyanosis.  These 
forms  are  rare,  and  considered  harmless,  the  only 
treatment  recommended  being  attentive  and  sup- 
portive care. 

Toxic  methemoglobinemia  occurs  when  chem- 
icals accelerate  the  oxidation  of  heme  in  the 
presence  of  02  at  a rate  exceeding  the  limits  of 
the  natural  reductases.  The  hemoglobin  mole- 
cule can  eventually  be  denatured  into  Heinz  bod- 
ies. Any  agent  able  to  reduce  molecular  02  to 
free  radical  forms  can  produce  methemoglobins.9 
The  more  commonly  involved  drugs  are  men- 
tioned above.  Toxic  methemoglobinemia  may  be 
acute  or  chronic.  Acute  toxic  methemoglobine- 
mia may  be  life-threatening  due  to  the  decreased 
oxygen-carrying  capacity  of  the  blood  and  the 
shift  in  disassociation  curve.10  In  newborn  in- 
fants, low  NADH  diaphorase  activity  can  be  nor- 
mal, and  thus  more  susceptible  to  developing 
toxic  methemoglobinemia.11  Serious  methemo- 
globinemia has  been  reported  in  infants  after  ex- 
posure to  diapers  containing  an  aniline  dye, 
drinking  water  containing  nitrates,  and  receiving 
benzocaine  suppository  or  benzocaine  oint- 
ments.1215 

The  correct  diagnosis  of  methemoglobinemia 
requires  thought  and  investigation.  If  sympto- 
matic, initial  management  of  the  patient  is  para- 
mount. In  the  asymptomatic  patient,  the  investi- 
gation is  unhurried.  The  onset  of  cyanosis  and 
drugs  or  exposure  to  chemicals  should  be  ascer- 
tained. Familial  history  of  cyanosis  is  an  impor- 
tant question  to  be  asked. 

Topical  application  of  both  benzocaine  and  li- 
docaine, as  well  as  local  injection  of  lidocaine, 
have  been  reported  to  cause  toxic  methemoglo- 
binemia.1619 These  are  commonly  used  local  an- 
esthetics available  in  a variety  of  forms  and 
though  toxic  methemoglobinemia  is  rare,17  it  is  a 
complication  of  which  all  health  care  profession- 
als should  be  aware. 

History  of  familial  involvement  is  a clue  to- 
ward the  autosomal  dominant  mode  of  transmis- 
sion, specifically  of  hemoglobin  M and  other 
hemoglobinopathies,  but  spontaneous  mutations 
can  occur,  and  absence  of  familial  involvement 
does  not  rule  out  a hemoglobinopathy. 

History  of  exposure  to  chemicals  or  drugs  that 
can  cause  methemoglobinemia  lead  toward  diag- 
nosis of  toxic  methemoglobinemia,  although  one 
could  have  either  a congenital  abnormality  of 
NADH  diaphorase  or  abnormal  hemoglobin  ex- 
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acerbated  by  the  toxic  exposure. 

After  a complete  history  is  obtained,  labora- 
tory tests  should  include  arterial  blood  gases 
(ABGs),  hemoglobin  electrophoresis,  NADH 
diaphorase  activity,  and  other  routine  laboratory 
tests  as  deemed  appropriate. 

Once  the  diagnosis  of  toxic  methemoglobin- 
emia has  been  confirmed,  the  decision  to  treat 
must  be  made  according  to  the  clinical  situation, 
taking  into  account  all  elements  affecting  the  hy- 
poxemia. Therapy  is  recommended  in  any  acute 
case  when  the  methemoglobin  level  exceeds 
30%, 20  though  symptomatic  complications  may 
require  treatment  at  lower  levels.  Levels  in  ex- 
cess of  60%  are  associated  with  vascular  col- 
lapse, coma,  and  death.2  In  addition  to  general 
supportive  measures,  toxic  methemoglobinemia 
should  be  treated  with  an  IV  infusion  of  methyl- 
ene blue,  1 to  2 mg/kg  body  weight,  over  a peri- 
od of  5 to  10  minutes.  A response  should  be  seen 
in  30  to  60  minutes,  and  if  none  occurs,  the  dos- 
age may  be  repeated.  Methylene  blue  is  con- 
traindicated in  patients  with  glucose-6-phosphate 
dehydrogenase  deficiency  because  not  only  is  it 
ineffective,  but  it  may  also  precipitate  acute 
hemolysis.21  Methylene  blue  is  also  ineffective  in 
treating  congenital  hemoglobin  M methemoglo- 
binemia, since  the  NADH  diaphorase  is  normal. 
Congenital  methemoglobinemia  due  to  abnormal 
NADH  diaphorase  can  be  treated  with  ascorbic 
acid  300  to  600  mg  in  divided  doses.  Congenital 
methemoglobinemia  is  rarely  a serious  problem 


as  long  as  exposure  to  precipitating  agents  is 
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HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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A Growing  Problem  in  Patients 

Wearing  Contact  Lenses 
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GARY  W.  JERKINS,  M.D.;  WARREN  R.  BERRIE,  M.D.;  DAVID  W.  LITCHFORD,  M.D.; 
WILLIAM  R.  SULLIVAN,  M.D.;  JOSEPH  E.  BOONE,  M.D.;  JAMES  H.  ELLIOTT,  M.D.; 

and  DENIS  M.  O’DAY,  M.D. 


Introduction 

Acanthamoeba  keratitis  is  a painful,  potential- 
ly blinding  corneal  infection  that  is  rare,  but  is 
being  seen  with  increasing  frequency  in  Tennes- 
see, as  well  as  across  the  United  States.1  It  is 
caused  by  a ubiquitous  one-celled  freshwater 
protozoan,  Acanthamoeba.  Unsterile  contact  lens 
solutions,  such  as  “homemade  saline"  made  by 
mixing  distilled  water  and  salt  tablets,  are  often 
implicated  in  the  pathogenesis  of  this  infection.2 
Early  diagnosis  and  prompt  therapeutic  interven- 
tion are  important  in  preventing  blindness  from 
this  disease.  All  physicians  evaluating  contact  lens 
wearers  who  have  a painful  red  eye  should  con- 
sider the  diagnosis  of  Acanthamoeba  keratitis. 

Patients  and  Methods 

The  medical  records  of  13  patients  with  Acan- 
thamoeba keratitis  diagnosed  between  January 
1986  and  September  1988  were  reviewed.  Table 
1 summarizes  the  history  and  pertinent  clinical 
findings  of  these  13  patients.  With  the  exception 
of  one  patient  (patient  10),  all  were  young, 
healthy  contact  lens  wearers.  Most  of  these  seri- 
ous infections  occurred  in  patients  wearing  daily- 
wear  soft  contact  lenses,  but  the  infection  has  oc- 
curred in  patients  wearing  other  types  of  contact 
lenses  as  well.  In  nine  of  the  patients,  homemade 
saline,  produced  by  dissolving  salt  tablets  in  un- 
sterile distilled  water  or  spring  water,  without 
concomitant  heat  sterilization,  was  thought  to  be 
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the  source  of  infection.  The  use  of  tap  water  to 
clean,  store,  and  rinse  lenses  was  implicated  in 
three  patients. 

In  ten  patients  there  was  a lengthy  delay,  of 
from  weeks  to  months,  between  the  onset  of 
symptoms  and  the  time  the  correct  diagnosis  was 
made.  In  many  patients,  the  initial  diagnosis  was 
a corneal  abrasion,  which  subsequently  failed  to 
heal.  In  six  cases,  a clinical  diagnosis  of  herpes 
simplex  keratitis  that  failed  to  respond  to  antivi- 
ral medications  was  made. 

After  the  diagnosis  of  Acanthamoeba  keratitis 
was  made,  the  patients  were  treated  with  anti- 
protozoal medications,  most  notably  propami- 
dine isethionate  0.1%  (Brolene)  and  neosporin 
ophthalmic  solution.  Despite  prolonged  medical 
therapy,  five  of  the  13  patients  required  pene- 
trating keratoplasty  (corneal  transplant)  to  erad- 
icate the  infection.  The  final  visual  outcome  was 
20/40  or  better  in  ten  of  the  patients.  Diminished 
best  corrected  visual  acuities  of  20/50  and  20/80 
were  obtained  in  the  affected  eyes  of  two  pa- 
tients. In  one  patient,  the  development  of  a blind, 
painful  eye  necessitated  enucleation. 

Discussion 

Acanthamoeba  is  a free-living,  freshwater  pro- 
tozoan; it  is  a common  inhabitant  of  lakes, 
streams,  swimming  pools,  hot  tubs,  and  soil,  and 
exists  in  two  forms,  a motile  trophozoite  and  a 
cyst  form.  Any  adverse  environmental  stimulus 
will  cause  the  trophozoite  to  encyst.  The  cysts 
are  highly  resistant  to  heat,  cold,  and  antibiotic 
treatment,  and  can  remain  viable  for  many  years. 
The  cysts  can  in  turn  metamorphose  into  the  tro- 
phozoite form  when  environmental  conditions  are 
favorable.  It  is  thought  that  the  cyst  form  of  the 
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organism  accounts  for  the  difficulty  in  eradicat- 
ing the  infection  from  the  human  cornea. 

Although  Acanthamoeba  is  ubiquitous,  it  is  an 
uncommon  pathogen.  It  has  been  reported  to 
cause  meningoencephalitis  in  immunosuppressed 
persons,  as  well  as  pneumonitis,  osteomyelitis, 
and  skin  infections.’  As  an  ocular  pathogen. 
Acanthamoeba  has  been  reported  as  a rare  cause 
of  corneal  infection  following  trauma  since  the 
1970s  but  it  has  been  only  in  the  last  eight  years 
that  it  has  been  reported  as  a more  frequent  cause 
of  infections  related  to  contact  lenses.4 

Because  Acanthamoeba  is  a common  inhabi- 
tant of  the  soil  and  water  in  our  environment,  it 
is  not  surprising  that  most  immunocompetent 
adults  have  serum  antibodies  to  this  organism.5 
The  central  cornea,  however,  is  avascular,  and 
thus  may  provide  a sanctuary  for  this  protozoan. 

The  most  common  factor  in  the  pathogenesis 
of  this  infection  is  poor  contact  lens  hygiene. 
Many  of  the  patients  in  our  series  made  their  own 
saline  from  unsterile  distilled  water  and  salt  tab- 
lets. Homemade  saline  is  sometimes  used  by  pa- 
tients because  of  allergy  or  sensitivity  to  preser- 
vatives found  in  many  commercially  prepared 
contact  lens  solutions,  or  because  it  is  inexpen- 


sive. It  is  important  to  note  that  the  use  of  home- 
made saline  was  designed  to  be  a part  of  a con- 
tact lens  care  regimen  that  included  heat 
disinfection  of  the  lenses,  an  important  step  that 
many  patients  have  omitted.  Commonly,  a pa- 
tient will  purchase  a gallon  jug  of  distilled  water 
for  this  purpose,  regularly  removing  small  ali- 
quots in  which  to  dissolve  salt  tablets.  The  jug 
may  be  used  for  months  or  even  years,  and  it  is 
repeatedly  opened  and  closed.  Exactly  how  the 
Acanthamoeba  gets  into  the  distilled  water  jug  is 
not  known,  but  cysts  may  be  in  the  air,  on  the 
patient's  fingers,  or  in  the  patient's  oropharynx. 
Once  the  distilled  water  jug  becomes  contami- 
nated, it  can  serve  as  a haven  for  a thriving 
Acanthamoeba  culture,  especially  if  concomitant 
bacterial  contamination  has  provided  a ready  food 
source  for  the  amebae. 

In  other  patients  in  our  series,  rinsing  of  the 
contact  lenses  with  tap  water  is  the  presumed 
mode  of  infection.1  One  patient  contracted 
Acanthamoeba  keratitis  after  repeatedly  using  a 
hot  tub  while  wearing  extended-wear  soft  contact 
lenses,  a mode  of  infection  also  reported  by  oth- 
er authors.6  Patient  2,  in  addition  to  failing  to 
disinfect  her  daily-wear  soft  contact  lenses,  was  a 


TABLE  1 

SUMMARY  OF  CLINICAL  FINDINGS  IN  13  PATIENTS  WITH  ACANTHAMOEBA  KERATITIS 


Type  of 

Suspected  Mode 

Clinical 

Interval  Between 

Final 

Patient  Age  Sex 

Eye 

Lens* 

• of  Infection 

Presentation* 

Onset  & Diagnosis 

Treatment* 

Visual  Outcome 

No.  1 18  F 

OD 

DWS 

No  lens  disinfection; 
Competitive  swimmer 

Non-healing  abrasion: 
HSK 

1 month 

AM;  PKT 

20  50 

No.  2 29  F 

OS 

DWS 

Distilled  water 

HSK 

3 months 

AM;  PKT 

20-40 

No.  3 26  M 

OS 

DWS 

Distilled  water 

Bacterial  keratitis 

3 weeks 

AM;  PKT 

20/30 

No.  4/1 7/F 

OU 

DWS 

Distilled  water 

Acanthamoeba  initially 
suspected 

5 weeks 

AM 

20  20 

No.  5 22  M 

OS 

DWS 

Spring  water 

Non-healing  abrasion 

3 days 

AM 

20  20 

No.  6 24  F 

OS 

DWS 

Distilled  water 

Non-healing  abrasion: 
HSK 

1 month 

AM;  PKT 

20/20 

No.  7 '27  F 

OS 

DWS 

Tap  water  rinse 

Non-healing  abrasion 

3 weeks 

AM:  PKT 

20  80 

No.  8 39  F 

OS 

GP 

No  lens  disinfection 

HSK 

3 weeks 

AM 

20  20 

No  9 1 8 F 

OD 

DWS 

Tap  water  rinse 

Acanthamoeba  initially 
suspected 

4 days 

AM 

20  25 

No.  10-74  F 

OD 

None 

Unknown 

Failed  corneal 
transplant 

1 month 

AM 

Enucleation 

No.  11  31  M 

OS 

EWS 

No  lens  disinfection; 
Hot  tub 

Non-healing  abrasion; 
HSK 

1 month 

AM 

20  25 

No.  12/22  F 

OD 

GP 

Distilled  water 

Conjunctivitis 

1 month 

AM 

20  30 

No.  13/22/M 

OD 

DWS 

No  lens  disinfection 

Non-healing  abrasion: 
HSK 

5 weeks 

AM 

20  20 

'Abbreviations:  AM  = antiprotozoal. medications 

DWS  = daily  wear  soft  contact  lenses 

EWS  = extended  wear  soft  contact  lenses 

GP  = gas  permeable  contact  lenses 

HSK  = herpes  simplex  keratitis 

PKT  = penetrating  keratoplasty  (corneal  transplant) 
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Figure  1.  A "pseudodendrite”  involves  the  cornea  of  a patient  with 
early  Acanthamoeba  keratitis,  seen  with  a slit  lamp  biomicroscope. 


competitive  swimmer  and  may  have  contracted 
her  infection  in  this  manner.  In  patient  10,  the 
cause  of  the  Acanthamoeba  infection  remains 
enigmatic.  This  74-year-old  woman  underwent  a 
corneal  transplant  for  corneal  degeneration,  and 
subsequently  developed  Acanthamoeba  keratitis. 
She  has  never  worn  a contact  lens  and  had  no 
history  of  trauma.  There  was  no  history  of  cor- 
neal disease  in  the  transplant  donor. 

Characteristically,  this  disease  occurs  in  young 
healthy  contact  lens  wearers  who  note  a foreign 
body  sensation,  redness,  and  pain  in  one  or  both 
eyes.  A valuable  clue  to  the  correct  diagnosis  in 
these  patients  is  the  excessive  pain,  often  out  of 
proportion  of  the  amount  of  disease  seen  on  clin- 
ical examination.7  Initial  examination  may  reveal 
an  epithelial  defect,  which  can  be  confirmed  with 
the  use  of  fluorescein.  The  initial  diagnosis  of  a 
corneal  abrasion  is  often  made  and  the  eye 
patched.  Patching  will,  however,  produce  only  a 
mild  improvement  in  the  symptoms,  and  the  ab- 
normality fails  to  completely  resolve  with  the  use 
of  a pressure  patch. 

Physicians  treating  contact  lens  wearers  with 
painful,  red  eyes  should  carefully  consider  the  di- 
agnosis of  Acanthamoeba  keratitis  if  there  is  a 
history  of  poor  contact  lens  hygiene,  if  the  pa- 
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tient  appears  to  have  excessive  pain,  or  if  a cor- 
neal abrasion  fails  to  heal  promptly  with  appro- 
priate management.  Ophthalmologic  consultation 
is  indicated  if  there  is  a suspicion  of  Acantham- 
oeba keratitis. 

Other  early  clinical  indications  seen  at  the  slit 
lamp  biomicroscope  include  the  presence  of 
“pseudodendrites”  (Fig.  1).  These  branching 
corneal  epithelial  lesions  can  be  easily  mistaken 
for  the  dendritic  figures  seen  in  herpes  simplex 
keratitis,  but  the  pseudodendrite  fails  to  take  the 
fluorescein  stain  as  herpetic  lesions  do.8  Other 
early  clinical  findings  include  radial  neuritis,  an 
inflammatory  infiltrate  seen  along  the  nerves  as 
they  course  through  the  cornea,  and  small  cystic 
spaces  within  the  corneal  epithelium.9  Pseudo- 
dendrites, radial  neuritis,  and  microcysts  are  not 
usually  visible  without  the  aid  of  a slit  lamp 
biomicroscope. 

If  the  diagnosis  is  not  made  at  this  early  stage 
of  the  disease,  and  appropriate  therapy  institut- 
ed, the  more  serious  corneal  stromal  infection 
may  ensue.  A ring-shaped  infiltrate  is  seen  deep 
within  the  corneal  stroma,  often  with  an  overly- 
ing corneal  epithelial  defect  (Fig.  2).  The  patient 
is  usually  in  severe  pain,  often  requiring  narcotic 
analgesia.  The  diagnosis  is  at  times  easier  to  make 
at  this  advanced  stage,  but  effective  treatment  is 
by  then  very  difficult.  Corneal  perforation  with 
loss  of  the  eye  has  been  reported  in  some  cases. 


Figure  2.  In  advanced  Acanthamoeba  keratitis,  a ring-shaped  corneal 
infiltrate  surrounds  a central  corneal  ulceration. 
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The  most  important  aspect  in  the  diagnosis  of 
Acanthamoeba  keratitis  is  a high  index  of  suspi- 
cion for  the  disease.  The  next  step  is  obtaining 
tissue  for  appropriate  cytologic  staining.  The 
ophthalmologist  anesthetizes  the  cornea  with 
topical  proparacaine  or  tetracaine,  and  with  the 
aid  of  a slit  lamp  biomicroscope  obtains  a deep 
corneal  scraping  or  a corneal  biopsy.  This  tissue 
is  stained  with  Giemsa  stain,  Gomori  methyla- 
mine  silver  stain,  calcofluor,  or  Mallory  tri- 
chrome stain  to  aid  in  the  identification  of  Acan- 
thamoeba trophozoites  and  cysts  (Fig.  3). 
Hematoxylin-eosin  stain  and  Gram  stain  can  also 
be  used,  but  it  is  difficult  to  see  the  ameba  against 
the  background  of  corneal  tissue  with  these  stains. 

Corneal  tissue  can  also  be  used  to  obtain  a 
culture  for  Acanthamoeba . 10  To  perform  the  spe- 
cial Acanthamoeba  cultures,  a plate  of  nonnu- 
trient agar  is  prepared.  Atop  the  agar,  a lawn  of 
Escherichia  coli  or  other  gram-negative  bacteria 
is  prepared  to  act  as  a food  source  for  the  ame- 
ba. The  corneal  specimen  is  placed  on  the  center 
of  this  plate  and  it  is  incubated  at  25°C.  The  plate 
is  examined  daily  for  growth  using  a dissecting 
microscope  at  low  power.  The  tracks  made  by 
the  movement  of  amebae  across  the  agar  surface 
can  be  seen.  In  addition,  the  contact  lens  solu- 
tions and  fragments  of  the  contact  lenses  them- 
selves are  cultured. 

It  is  not  always  possible  to  culture  the  orga- 
nism successfully.  In  these  cases,  the  clinical 
findings  and  the  results  of  the  corneal  scraping 
cytopathology  are  used  to  formulate  a diagnosis. 

Treatment  of  Acanthamoeba  keratitis  is  very 
difficult,  and  the  earlier  the  correct  diagnosis  is 
made  and  treatment  initiated,  the  better  the 
chances  for  a successful  visual  outcome.  When 
the  disease  is  confined  to  the  superficial  epithe- 
lial layer  of  the  cornea,  debridement  of  the  cor- 
neal epithelium  has  been  shown  to  be  effective.11 
A variety  of  topical  medications  has  also  been 
used.  The  most  successful  medication  to  date  is 
propamidine  isethionate  0.1%  (Brolene).1  Pro- 
pamidine isethionate  is  available  as  an  over-the- 
counter  medication  in  the  United  Kingdom  but 
is  not  commercially  available  in  the  United  States. 
It  can  be  used  in  the  United  States,  however,  with 
the  approval  of  the  Food  and  Drug  Administra- 
tion (FDA)  for  patients  in  whom  this  diagnosis  is 
made.  Clinical  experience  and  experimental  evi- 
dence indicate  that  neosporin  ophthalmic  solu- 
tion is  the  most  effective  antibiotic  agent  com- 
mercially available  in  the  United  States.  Other 
medications  that  have  been  tried  with  varying 


Figure  3.  Acanthamoeba  cysts  (Giemsa  stain,  x 400). 


success  are  topical  clotrimazole  1%,  paromomy- 
cin, and  systemic  ketoconazole.  A lengthy  treat- 
ment is  typically  required,  sometimes  lasting 
weeks,  months,  or  even  years.  It  is  believed  that 
the  cycle  of  encystment  and  excystment  of  the 
organism  is  responsible  for  the  prolonged  infec- 
tion seen  in  Acanthamoeba  keratitis.  None  of  the 
medications  currently  available  appears  to  be 
ideal.  Antibiotics  used  to  treat  other  types  of 
protozoal  infections,  such  as  Entamoeba  histoly- 
tica and  malaria,  have  proven  ineffective  against 
Acanthamoeba. 

If  the  infection  cannot  be  eradicated  with  de- 
bridement and  antibiotics,  corneal  transplanta- 
tion may  be  necessary.12  The  disease  can  recur  in 
a corneal  transplant,  however,  and  many  authors 
believe  that  prolonged  medical  treatment  with 
propamidine  isethionate  and  neosporin  before 
consideration  of  transplantation  minimizes  the 
risk  of  recurrence  in  the  corneal  transplant.1 

Because  it  is  potentially  blinding,  a diagnostic 
challenge,  and  difficult  to  treat,  the  prevention 
of  Acanthamoeba  keratitis  is  very  important.  The 
hygienic  care  and  handling  of  contact  lenses  is 
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icial.  Contact  lenses  can  become  contaminated 
tnd  serve  as  a source  of  ocular  infection,  not  only 
by  Acanthamoeba,  but  by  bacterial  and  fungal 
pathogens  as  well.  The  FDA  recommends  that 
unsterile,  homemade  saline  solutions  be  used  only 
before  or  during  heat  sterilization  of  contact  len- 
ses, never  after  sterilization.  A stronger  stance 
has  been  taken  by  the  Contact  Lens  Association 
of  Ophthalmologists  (CLAO),  which  recom- 
mends that  homemade  saline  not  be  used  at  all.13 
A variety  of  nonpreserved  sterile  saline  solutions 
are  now  available  commercially,  in  unit  dose 
containers  or  in  aerosol  cans,  which  can  be  used 
instead  of  homemade  saline  to  lend  an  added 
margin  of  safety. 

Chemical  disinfection  systems  are  also  widely 
used  by  contact  lens  wearers.  Although  only  heat 
disinfection  has  been  shown  to  completely  erad- 
icate Acanthamoeba  cysts,1  proper  use  of  chemi- 
cal disinfection  systems  appears  to  minimize  the 
risk  of  infection.  Patients  should  be  discouraged 
from  the  use  of  any  unsterile  solution  in  contact 
lens  care,  including  tap  water,  saliva,  or  spring 
water.  Good  hand  washing  before  handling  of 
contact  lenses  is  also  important. 

It  is  also  important  that  contact  lens  wearers 
remove  their  lenses  promptly  and  seek  appropri- 
ate evaluation  if  redness,  discharge,  pain,  or  de- 
creased vision  occur.  Physicians  should  encour- 
age their  contact  lens-wearing  patients  to  have 
regular  follow-up  care. 


Summary  and  Conclusions 

All  physicians  evaluating  a painful  red  eye  in 
a contact  lens  wearer  should  consider  the  diag- 
nosis of  Acanthamoeba  keratitis.  Although  it  re- 
mains relatively  rare,  the  incidence  of  this  infec- 
tion is  on  the  rise.  Clues  to  the  correct  diagnosis 
include  a corneal  abrasion  that  fails  to  heal  ap- 
propriately, pain  out  of  proportion  to  the  clinical 
findings,  and  a history  of  poor  contact  lens  hy- 
giene. Prompt  recognition  and  appropriate 
ophthalmologic  intervention  can  improve  the  vis- 
ual outcome  for  patients  with  this  devastating 
corneal  infection.  r ^ 
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Public  Health  Departments'  Dilemma 
In  Preventing  HIV  Infection  Among 
Young  Adults  Threatened  by  Sexually 

Transmitted  Disease 


ROBERT  W.  NORTON,  Ph.D.  and  HEATHER  J.  HENDREN 


Background 

The  most  threatening  disease  in  recent  history 
is  acquired  immunodeficiency  syndrome  (AIDS). 
There  is  neither  a cure  for  the  disease,  nor  a vac- 
cine against  it.  The  Centers  for  Disease  Control 
(1989)  report  there  are  currently  over  100,000 
AIDS  cases  in  this  country,  and  estimate  that  by 
1991  that  number  will  be  close  to  300,000. 1 

The  pathogenesis  of  the  disease  is  unlike  any 
other  that  the  medical  profession  has  seen.  The 
human  immunodeficiency  virus  (HIV)  is  the 
causative  agent  for  AIDS.2  3 It  is  a retrovirus  that 
attacks  the  immune  system  by  selectively  infect- 
ing and  killing  the  T-4  “helper/inducer”  lympho- 
cyte. As  a result  of  this  process,  the  body  be- 
comes susceptible  to  “opportunistic  infections.”4 

Public  Health  Departments’  Goals 

In  the  AIDS  crisis,  public  health  departments 
have  two  goals:  (1)  to  provide  individuals  with 
the  necessary  information  to  protect  themselves 
from  HIV  transmission,  and  (2)  to  motivate  them 
to  adopt  key  behavior  patterns  to  prevent  infec- 
tion. 

According  to  the  Office  of  Technology  As- 
sessment, most  adults  in  the  United  States  know 
the  primary  means  of  HIV  transmission.  Unfor- 
tunately, knowledge  of  HIV  transmission  has 
proven  insufficient  in  changing  behavior.5  As  a 
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result,  public  health  departments  face  a dilemma 
in  preventing  HIV  infection  among  young  adults, 
especially  those  who  are  sexually  active. 

Public  Health  Departments’  Dilemma 

Formally  stated,  the  dilemma  is  that  young 
adults  either  are  unaware  of  AIDS  or  are  not 
identifying  themselves  as  part  of  a group  at  risk 
of  infection  by  the  virus.  If  they  are  unaware, 
then  knowledge  is  insufficient.  If  they  are  not 
identifying  with  a group  at  risk,  then  fear  is  in- 
sufficient. Thus,  either  knowledge  or  fear  is  in- 
sufficient. 

In  short,  the  expectation  that  sufficient  knowl- 
edge plus  sufficient  fear  results  in  appropriate 
behavioral  change  depends  upon  the  individual’s 
making  three  moves:  (1)  accepting  a major 
premise  relating  to  AIDS  knowledge,  (2)  making 
a connection  with  a minor  premise  (identifica- 
tion), and  (3)  completing  the  logic  with  a conclu- 
sion about  a behavioral  change.  The  model  can 
be  represented  in  the  following  summary: 

• Knowledge  Premise:  A sexually  active  person 
should  protect  himself  from  HIV  infection  by  use 
of  a condom. 

• Identification  Premise:  I am  a sexually  active  per- 
son at  risk  for  HIV  transmission. 

• Conclusion  about  Behavior:  Therefore,  I should 
protect  myself  by  using  a condom. 

AIDS  Among  Young  Adults 

Because  the  HIV  can  be  transmitted  sexually, 
public  health  officials  face  two  critical  concerns 
within  a community:  (1)  pregnancies  to  unwed 
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mothers  and  (2)  the  rate  of  sexually  transmitted 
disease  (STD).  Both  are  considered  local  concerns, 
leaving  Memphians  at  risk  of  infection  by  HIV. 

Pregnancies  in  Unwed  Mothers.  The  National 
Research  Council  highlights  the  difficulty  in 
Risking  the  Future:  Adolescent  Sexuality , Preg- 
nancy, and  Childbearing , a summary  report  of  70 
recent  studies  in  the  area.  They  report  that 

3.866.000  adolescent  girls  aged  15  to  19  have  in- 
itiated intercourse  (40%),  2,003,000  of  these  girls 
who  are  sexually  active  do  not  use  contracep- 
tives, 180,000  pregnancies  occurred  (9%),  and  of 
those  who  do  use  contraceptives,  there  have  been 

897.000  contraceptive  failures  (48%). 6 

The  girls  who  use  contraceptives  tend  to  use 
the  pill,  which  means  that  they  are  not  protected 
against  HIV  transmission.  This  group  of  girls  in- 
cludes those  who  are  more  sexually  active,  and 
many  who  are  inconsistent  in  their  uses  of  con- 
traceptives. 

It  is  estimated  that  in  1987  Shelby  County  wit- 
nessed 3,528  unwanted  pregnancies  among  girls 
15  to  19  and  100  live  births  to  girls  under  the  age 
of  15. 7 This  means  that  these  young  girls  remain 
at  risk  not  only  of  unwanted  pregnancies,  but  also 
of  HIV  infection. 

Sexually  Transmitted  Disease.  Millions  of 
Americans  are  affected  by  STD.8  In  fact,  gonor- 
rhea is  still  the  most  regularly  reported  commu- 
nicable disease  in  the  United  States.9  Whitley10 
estimates  that  3 million  new  cases  of  gonorrhea 
occur  each  year,  along  with  an  estimated  270,000 
to  600,000  new  cases  of  genital  herpes.11 

Undocumented  cases  confound  the  problem. 
Health  officials  estimate  that  as  few  as  one-third 
of  all  cases  are  documented.12  A combination  of 
public  and  private  sources  reports  “approximate- 
ly 10  million  cases  of  sexually  transmitted  dis- 
eases in  the  United  States,  excluding  AIDS.”13 

Public  health  departments  manage  half  of  these 
cases.  “Nearly  3,500  public  clinics  throughout  the 
United  States  manage  approximately  5,000,000 
patient  visits  yearly.”13  This  means  that  the  av- 
erage clinic  manages  1,428  patients  per  year.  In- 
formation from  the  local  health  department  con- 
firms the  disproportionate  numbers  in  Shelby 
County. 

The  local  syphilis  rate  jumped  30%  in  1988  and 
158%  during  the  last  five  years.7  Last  year  more 
than  23,000  STD  cases  were  diagnosed  and  treat- 
ed in  Memphis  and  Shelby  County.  A good  per- 
centage of  these  patients  repeatedly  contract  a 
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veneral  disease  as  they  are  “more  likely  to  fail  in 
complying  with  risk  reduction  measures,  and  re- 
quire greater  reinforcement.”13 

Overlapping  risk  behaviors  compound  the 
problem.  Many  individuals  with  STDs  also  use 
intravenous  drugs.  This  means  that  clinic  attend- 
ees may  be  at  risk  to  the  two  main  vectors  of 
HIV  transmission — sexual  intercourse  and  un- 
clean needles. 

This  scenario  is  particularly  distressing  to  pub- 
lic health  officials.  If  the  AIDS  virus  becomes 
common  within  a particular  sample  of  individu- 
als, then  an  extremely  devastating  scenario  could 
become  a reality.  Patients  of  STD  clinics  repre- 
sent such  a sample.  The  potential  problem,  of 
course,  is  that  if  these  patients  contract  HIV  the 
consequences  will  not  be  as  benign. 

If  even  a small  percent  of  these  individuals  are 
infected  with  HIV,  then  the  city  will  face  a for- 
midable problem  in  the  years  to  come.  Based  on 
an  anonymous  screening  of  the  blood  samples 
from  3,363  local  STD  patients,  the  rate  of  those 
infected  with  the  AIDS  virus  was  about  1.3%. 7 
This  means  that  of  the  23,000  STD  cases  docu- 
mented last  year,  a potential  299  persons  are  cur- 
rently infected  with  the  virus. 

Three  Critical  Questions 

Accordingly,  public  health  departments  must 
address  three  questions:  (1)  Are  sexually  active 
adults  aware  of  HIV  transmission?  (2)  To  what 
extent  do  they  perceive  themselves  at  risk  to 
HIV?  (3)  Are  they  completing  the  logic  by 
adopting  AIDS-preventive  behavior? 

Although  public  STD  clinics  have  been  target- 
ed for  AIDS  educational  and  testing  activities, 
“little  is  known  regarding  the  AIDS-related 
knowledge  and  behavior  of  STD  clinic  attend- 
ees.”14 This  means  that  researchers  must  square- 
ly address  both  knowledge  and  behavior  of  STD 
clinic  attendees.  This  report  examines  the  AIDS- 
related  knowledge,  fear,  and  sexual  behavior  of 
60  young  adults  who  were  patients  of  the  STD 
clinic  of  the  Memphis  and  Shelby  County  Health 
Department.  Given  the  lack  of  data  in  this  area, 
two  immediate  goals  of  this  study  include  (1)  de- 
veloping an  effective  measurement  tool,  and  (2) 
determining  the  level  of  client  cooperation. 

Method 

Three  pilot  studies  were  done  in  the  STD  clin- 
ic with  the  cooperation  of  the  Memphis  and 
Shelby  County  Public  Health  Department.  This 
report  summarizes  information  across  the  three 
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studies. 

The  patients  were  interviewed  during  a night 
session  of  the  STD  clinic.  All  respondents  either 
had  an  STD  or  thought  that  they  had  one.  This 
means  that  all  respondents  were  probably  sex- 
ually active  at  some  point. 

Subjects.  Sixty  respondents  were  interviewed. 
Fifty-seven  percent  of  them  were  black  men  and 
38%  black  women.  Five  percent  were  white  men. 
Men  represented  60%  of  the  respondents,  wom- 
en 40%.  The  average  age  of  respondents  was  29 
years  for  the  men  and  27  years  for  the  women, 
with  ages  ranging  from  15  to  36. 

The  majority  of  respondents  (63%)  said  they 
worked.  About  14%  of  the  respondents  said  they 
went  to  school.  Another  14%  neither  worked  nor 
went  to  school.  The  average  monthly  income  was 
just  over  $800,  with  a range  of  from  less  than 
$100  to  over  $2,500.  There  was  a significant  dif- 
ference (P  < .06)  between  the  average  incomes 
of  men  ($966)  and  women  ($595). 

Though  most  respondents  had  completed  high 
school,  education  levels  ranged  from  six  years  of 
elementary  school  to  two  years  of  college.  The 
sample  was  split  regarding  “regular"  church- 
goers: 46%  said  they  were  regular  churchgoers 
and  45%  said  they  were  not. 

Interviewers.  One  female  and  three  male  in- 
terviewers participated;  all  were  white.  In  con- 
trast, over  95%  of  the  patients  at  the  clinic  were 
black.  The  interviewers  were  trained  once  a week 
over  a two-month  period  using  role  playing  and 
extensive  critiques. 

Procedure.  The  patients  were  approached  while 
they  were  awaiting  the  results  of  their  tests  after 
their  blood  had  been  drawn.  Typically,  each  client 


TABLE  1 

KNOWLEDGE  OF  AIDS  BY  GENDER 


AIDS  Knowledge  Item 

No 

Don’t  Know 

Yes 

Just  being  around  a person  with  AIDS? 

Men 

77% 

9% 

14% 

Women 

79% 

8% 

12% 

Sneezed  on  by  a person  with  AIDS? 

Men 

67% 

11% 

20% 

Women 

54% 

14% 

32% 

Kissed  by  a person  with  AIDS? 

Men 

18% 

35% 

47% 

Women 

54% 

14% 

32% 

Bitten  by  a person  with  AIDS? 

Men 

22% 

6% 

72% 

Women 

25% 

17% 

58% 

waits  between  30  and  45  minutes. 

Three  conclusions  were  reached.  First,  out  of 
60  individuals  who  were  approached,  all  but  one 
agreed  to  participate.  It  should  be  noted  that  no 
monetary  inducement  was  presented  and  all  in- 
dividuals were  told  that  the  participation  was  en- 
tirely voluntary. 

Second,  after  the  initial  interviews,  the  inter- 
action became  routine.  All  interviewers  became 
comfortable  with  the  task  and  there  were  no  ap- 
parent problems  with  gender  differences.  This 
may  be  attributed  to  several  factors:  the  overall 
structure  of  the  situation,  the  fact  that  all  clients 
could  be  physically  examined  by  either  male  or 
female  doctors  before  the  interview,  and  physical 
presence  in  an  STD  clinic. 

Third,  there  were  no  apparent  race  differ- 
ences. Again,  the  structure  of  the  situation  and 
physical  presence  in  an  STD  clinic  probably 
counteracts  race  differences.  In  addition,  the 
clinic  staff  is  made  up  of  both  white  and  black 
individuals,  which  creates  a relatively  comforta- 
ble situation. 

In  essence,  it  appears  that  careful  training  of 
interviewers  not  only  mitigates  gender  and  race 
differences  with  respect  to  sensitive  topics  such 
as  STD  and  AIDS,  but  also  creates  an  atmos- 
phere in  which  quality  information  can  be  ob- 
tained. 

The  Interview  Schedule.  The  interview  sched- 
ule included  48  questions.  The  schedule  consist- 
ed of  the  following  sections:  demographics,  sex 
education,  AIDS  knowledge,  VD  knowledge, 
sexual  behavior,  current  risk,  and  fear.  Each  in- 
terview lasted  approximately  20  minutes. 

Results 

Table  1 reports  the  percentages  for  four  items 
relating  to  knowledge  of  HIV  transmission. 

In  addition,  individuals  were  asked  whether 
they  thought  the  virus  could  be  transmitted  sex- 
ually and/or  by  sharing  unclean  needles.  All  of 
the  respondents  reported  that  needles  could 
transmit  the  virus,  and  90%  of  the  men  and  93% 
of  the  women  thought  that  the  virus  could  be 
transmitted  sexually.  In  short,  most  individuals 
responded  correctly  to  questions  about  the  two 
main  vectors  of  HIV  transmission. 

Finally,  an  AIDS  knowledge  index  was  creat- 
ed by  summing  up  responses  from  the  four  items 
listed  in  Table  1.  A “no”  was  scored  as  -1,  “I 
don’t  know”  as  a 0,  and  “yes”  as  1.  The  scores 
were  then  stratified  into  four  approximately  equal 
quartiles.  Table  2 shows  the  results  of  the  gender 
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classification  across  the  AIDS  knowledge  index. 

Table  3 reports  the  variables  that  correlate  with 
the  AIDS  knowledge  index. 

Current  Sexual  Activity.  The  AIDS  knowledge 
index  correlates  with  three  current  sexual  activi- 
ties: the  individuals’  perceptions  of  their  sexual 
activity,  times  of  intercourse  per  week,  and  num- 
ber of  sexual  partners  per  month. 

Perception  of  Sexual  Activity.  As  a person’s 
AIDS  knowledge  increases,  the  perception  of 
sexual  activity  decreases  (r=.28).  Similarly,  as 
AIDS  knowledge  increases,  the  acts  of  inter- 
course per  week  (r=.31)  and  the  number  of 
partners  per  month  decrease  (r=  .24). 

Men  with  the  most  AIDS  knowledge  reported 
having  intercourse  about  two  times  per  week, 
whereas  men  with  the  least  AIDS  knowledge  re- 
ported having  intercourse  almost  four  times  per 
week.  Women  with  the  most  AIDS  knowledge 
reported  having  sexual  intercourse  about  once  per 
week,  whereas  women  with  the  least  AIDS 
knowledge  had  intercourse  between  two  and  three 
times  per  week.  Men  reported  an  average  of  2.8 
partners  per  month  and  women  2.0  partners  per 
month. 

The  AIDS  knowledge  index  was  similarly  re- 
lated to  age  of  first  sexual  activity.  Men  with  the 
most  AIDS  knowledge  reported  becoming  sex- 
ually active  around  age  15,  compared  with  men 
who  were  less  knowledgeable  about  AIDS,  who 
became  active  just  before  turning  14.  Women 
with  the  most  AIDS  knowledge  reported  becom- 
ing sexually  active  around  age  16,  whereas  those 
with  the  least  AIDS  knowledge  became  sexually 
active  between  the  ages  of  16  and  17. 

Age  of  first  sexual  activity  was  closely  associ- 
ated with  use  of  condoms  (r  = .30).  Individuals 
who  began  sexual  activity  at  a later  age  reported 
using  condoms  less  frequently  than  those  who 
began  sexual  activity  at  an  earlier  age. 

Education  Level.  Condom  use  was  also  asso- 
ciated with  the  education  level  of  respondents. 
Individuals  with  the  most  education  reported  us- 
ing condoms  less  frequently  than  individuals  with 
less  education.  Distinctions  made  between  edu- 
cation levels  are  limited  by  the  overall  limitations 
of  the  study.  What  is  important  is  that  for  the 
most  part  the  difference  is  between  individuals 
who  did  and  those  who  did  not  finish  high  school. 

Education  level  and  AIDS  knowledge  were 
associated  with  individuals’  perceptions  of  drug 
use  among  teenagers.  As  both  education  level  and 
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TABLE  2 

KNOWLEDGE  LEVELS  OF  HIV  TRANSMISSION 


Low 

Below 

Above 

High 

Knowledge 

Average 

Average 

Knowledge 

Men 

27% 

27% 

30% 

15% 

Women 

18% 

18% 

27% 

36% 

AIDS  knowledge  increased,  so  did  individuals’ 
perceptions  of  drug  use  among  teenagers.  Dis- 
tinctions among  education  levels  are  limited. 
Clearer  distinctions  emerge  when  total  AIDS 
knowledge  is  isolated. 

For  example,  male  respondents  with  the  most 
AIDS  knowledge  estimated  that  55%  of  teenag- 
ers use  IV  drugs,  compared  with  44%  estimated 
by  those  with  the  least  AIDS  knowledge.  The 
numbers  are  more  striking  among  female  re- 
spondents; those  with  the  most  AIDS  knowledge 
estimated  76%  of  teenagers  use  IV  drugs,  where- 
as 43%  was  estimated  by  those  with  the  least 
AIDS  knowledge. 

Thus,  as  AIDS  knowledge  increases,  so  does 
the  perception  that  there  is  widespread  drug  use 
among  teenagers.  Ultimately,  this  means  that  in- 
dividuals with  less  AIDS  knowledge  are  less  like- 
ly to  perceive  drug  use  among  teens. 

Perceptions  of  teenage  drug  use  are  similarly 
related  to  age  of  first  sexual  activity.  Individuals 
who  began  sexual  activity  at  an  earlier  age  be- 
lieve there  to  be  less  teenage  drug  use  than  those 
who  began  sexual  activity  at  a later  age  do. 

Age  and  Income.  Finally,  age  was  associated 
with  both  sexual  activity  and  income.  As  an  in- 


TABLE  3 

CORRELATIONS  AMONG  KNOWLEDGE  OF 
AIDS  AND  COVARIATES 


2 3 

4 

5 

6 

7 

8 

9 

10 

1.  AIDS  ignorance 

28  -22 

31 

-10 

24 

26 

11 

05 

-22 

2.  How  sexually  active 

3.  Perception  of  teen 

02 

14 

-00 

10 

-15 

22 

-19 

07 

drug  use 

18 

-07 

01 

-19 

08 

22 

27 

4.  Sex  per  week 

01 

16 

03 

14 

-06 

-04 

5.  Condom  use 

-04 

-02 

-12 

-22 

-30 

6.  Number  of  partners 

00 

-03 

-08 

06 

7.  Income 

36 

14 

08 

8.  Age 

-01 

19 

9.  Education 

15 

10.  Age  of  first  sexual  activity 


Note:  All  decimals  have  been  omitted.  The  bolded  correlations  represent  the  mag- 
nitude of  effect  which  is  greater  than  the  75th  percentile. 
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dividual’s  age  increased,  so  did  his  perception  of 
his  sexual  activity.  Older  individuals  were  more 
likely  to  rate  their  sexual  activity  as  average, 
slightly  above  average,  or  definitely  above  aver- 
age. This  age  difference  most  likely  reflects 
greater  opportunities  for  sexual  activity  for  older 
individuals  with  greater  freedom  and  fewer  pa- 
rental and  financial  restraints. 

Income  was  also  related  to  age  (r=.36).  As 
age  increased  so  did  income.  Income  was  also  as- 
sociated with  AIDS  knowledge.  Those  individu- 
als who  were  the  most  ignorant  of  AIDS  tended 
to  draw  the  highest  salaries.  Distinctions  among 
income  levels  are  limited  due  to  the  limitations 
of  the  study.  Essentially,  distinctions  are  made 
between  those  who  are  marginally  above  the 
poverty  line  and  those  who  are  at  or  below  the 
poverty  line. 

Sexual  Behavior.  Respondents  reported  be- 
coming sexually  active  between  the  ages  of  10  and 
20.  The  average  was  15.4  for  men,  and  16  for 
women;  both  report  having  intercourse  between 
two  and  three  times  a week,  with  the  men  slight- 
ly more  active  (3.0  times  per  week  vs.  2.1  times 
per  week,  respectively). 

Condom  Use.  Men  report  using  condoms  be- 
tween one-fourth  and  one-half  of  the  time. 
Women  say  their  partners  use  condoms  less  than 
one-fourth  of  the  time.  No  one  reports  using 
condoms  with  every  partner  every  time.  This  is 
not  surprising,  since  these  individuals  are  pre- 
senting themselves  to  the  STD  clinic  for  a dis- 
ease that  could  likely  have  been  prevented  by 
condom  use. 

Number  of  Partners  Per  Month.  Forty-six  per- 
cent of  the  men  claim  only  one  partner  in  the  last 
month,  26%  claim  two  partners,  20%  claim  three 
to  four  partners,  and  6%  claim  five  or  more  part- 
ners. 

Sixty-eight  percent  of  the  women  claim  only 
one  partner  in  the  last  month,  and  14%  claim 
five  or  more. 

Sex  Education.  Two  out  of  three  individuals 
report  receiving  sex  education  in  school.  Accord- 
ing to  the  men,  one-third  of  the  programs  talked 
about  sexual  intercourse,  one-fourth  talked  about 
VD,  and  about  one-tenth  talked  about  AIDS. 
Women  report  one-half  of  the  sex  education  pro- 
grams talked  about  sexual  intercourse,  one-third 
about  VD,  and  less  than  one-fifth  about  AIDS. 

In  short,  many  individuals  did  not  get  sex  ed- 
ucation in  schools,  and  when  they  did,  the  pro- 
gram did  not  always  address  such  critical  topics 
as  sexual  intercourse,  VD,  and  AIDS.  Further- 


TABLE  4 

KNOWLEDGE  OF  VENEREAL  DISEASE 

Tell  You  How  Know  How 

You  Could  Catch  VD  To  Prevent  It 

Men  87%  80% 

Women  67%  78% 


more,  the  average  age  of  this  sample  is  28  years, 
which  means  that  most  of  them  finished  high 
school  ten  years  ago,  before  the  AIDS  virus  was 
discovered. 

Nevertheless,  most  individuals  claimed  that 
they  not  only  knew  how  VD  was  caught,  but  also 
how  to  prevent  it  (Table  4).  About  75%  of  the 
men  and  about  71%  of  the  women  say  that  they 
have  been  told  how  one  catches  VD,  and  about 
81%  of  the  men  and  76%  of  the  women  say  that 
they  know  what  they  need  to  do  to  prevent  it. 

Even  though  these  percentages  are  relatively 
high,  it  is  still  disturbing  that  approximately  one 
out  of  four  individuals  says  that  he  has  not  been 
told  how  VD  is  transmitted,  and,  more  impor- 
tantly, about  one  in  four  to  one  in  five  individu- 
als reports  that  currently  he  does  not  know  how 
to  prevent  it.  This  problem,  in  fact,  is  reflected 
in  the  STD  statistics.  A good  percentage  of  pa- 
tients repeatedly  contract  a veneral  disease  due 
to  lack  of  behavioral  changes.  The  potential 
problem,  of  course,  is  that  they  will  next  be  in- 
fected with  the  AIDS  virus. 

Fear  of  Catching  AIDS.  This  concern  proba- 
bly is  relected  in  the  question,  “Do  you  fear 
catching  AIDS  from  a sexual  partner?”  Seventy 
percent  of  the  participants  answered  “yes”  to  this 
question.  In  addition,  about  70%  of  the  individ- 
uals thought  that  they  might  have  been  exposed 
to  the  AIDS  virus,  though  most  individuals  be- 
lieved that  they  had  not  been  infected  by  HIV. 

Finally,  about  72%  of  the  participants  said  that 
fear  of  AIDS  had  affected  their  sexual  behavior 
in  some  way,  although  condom  use  remained 
rare.  Individuals  ranked  condoms  high  in  both 
STD  prevention  and  effective  birth  control,  but 
few  reported  using  condoms  with  any  regularity. 
When  asked  how  often  they  used  condoms,  re- 
sponses ranged  from  never  to  all  of  the  time;  the 
most  common  response  (46%)  was  never. 

Discussion 

Memphis  and  Shelby  County  do  not  yet  have 
the  runaway  numbers  of  AIDS  cases  that  the 
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larger  cities  like  New  York  (19,919),  Los  Ange- 
les (6,810)  Chicago  (2,345)  and  San  Francisco 
(6,376)  have,1  but  similar  studies  have  produced 
comparable  results.  Researchers  found  no  corre- 
lation between  knowledge  of  AIDS  and  “consist- 
ency of  protected  intercourse”  for  712  clients  of 
the  STD  clinic  in  San  Francisco.  This  means  that 
“knowledge  of  AIDS  has  not  translated  into  be- 
havior changes.”15 

Similar  findings  within  Shelby  County  indicate 
that  the  AIDS  crisis  could  reach  devastating  pro- 
portions. Program  director  for  AIDS  surveil- 
lance and  seroprevalence  with  the  Tennessee 
AIDS  Program,  Bernard  H.  Ellis  Jr.,  M.P.H., 
reports  that  as  of  February  1988  “Tennessee  now 
has  reported  AIDS  cases  representing  all  major 
risk  categories.”16 

This  study  highlights  the  public  health  depart- 
ment’s dilemma  in  preventing  HIV  infection 
among  young  adults  threatened  by  STD.  The  di- 
lemma is  that  young  adults  believe  that  a sexual- 
ly active  person  at  risk  for  HIV  infection  is  pro- 
tected by  using  condoms.  They  perceive 
themselves  as  sexually  active  persons  at  risk.  Yet, 
they  seldom  use  condoms. 

Individual’s  Dilemma 

Public  health  departments  confront  the  indi- 
vidual’s dilemma.  Although  condoms  are  recog- 
nized as  an  “effective  barrier  to  both  bacteria  and 
viruses,  including  the  human  immunodeficiency 
virus  (HIV),”  there  are  numerous  reasons  why 
individuals  do  not  use  them.17  Many  believe  con- 
doms interfere  with  sexual  pleasure,  are  unnatu- 
ral, unsatisfying,  and  uncomfortable,  and  cause 
embarrassment.1819  Thus,  the  young  adult  faces 
the  following  dilemma  in  deciding  whether  or  not 
to  use  a condom: 

• Either  I do  wear  a condom  or  I do  not  wear  a 
condom. 

• If  I wear  a condom,  then  I reduce  sexual  pleas- 
ure. 

• If  I do  not  wear  a condom,  then  I increase  a risk 
of  HIV  infection. 

By  choosing  to  protect  himself  from  HIV 
transmission,  the  individual  believes  he  is  less- 
ening sexual  pleasure.  By  choosing  to  remain  un- 
protected, he  remains  at  greater  risk  to  HIV  in- 
fection. Each  option  entails  an  unpleasant 
consequence  and  leaves  the  individual  in  a state 
of  imbalance.  The  individual  must  restore  bal- 
ance by  altering  one  of  the  two  beliefs.  This 
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means  that  one  belief,  either  protected  sex  or 
pleasurable  sex,  must  assume  greater  saliency.  In 
the  individual’s  mind  the  two  are  incompatible. 
Thus,  individuals  may  accept  a major  premise  re- 
lating to  AIDS  knowledge  and  make  a connec- 
tion with  a minor  premise  (identification),  but  fail 
to  complete  the  logic  with  behavioral  changes. 
What  this  means  is  that  a large  population,  re- 
gardless of  AIDS  knowledge,  remains  vulnerable 
to  the  AIDS  virus. 

Most  respondents  became  sexually  active 
around  age  15,  and  respondents  are  now  on  av- 
erage 28  years  old.  This  means  the  average  indi- 
vidual has  been  sexually  active  for  the  past  13 
years.  He  is  not  only  sexually  active,  but  active 
with  more  than  one  partner.  He  knows  how  to 
prevent  the  transmission  of  an  STD,  wearing  a 
condom  for  example,  and  demonstrates  AIDS 
literacy,  yet  seldom  exercises  his  knowledge  by 
using  condoms.  This  is  proven  by  the  very  fact 
that  these  individuals  are  presenting  themselves 
to  the  STD  clinic  for  a disease  that  could  likely 
have  been  prevented  by  condom  use. 

Shaping  Intervention  Programs.  Is  the  threat 
of  AIDS  taken  seriously  by  individuals  reporting 
to  STD  clinics?  When  the  respondents  were  asked 
why  people  do  not  take  AIDS  seriously,  they  said 
people  “don’t  know  about  AIDS”  (38%);  “don’t 
care  about  AIDS”  (23%);  and  “don’t  believe  it 
could  happen  to  them”  (38%). 

The  first  response,  “they  don’t  know  about 
AIDS,”  can  be  ruled  out;  most  of  the  respon- 
dents had  some  knowledge  of  AIDS.  The  other 
responses,  “they  don’t  care  about  AIDS”  and 
“they  don’t  believe  it  could  happen  to  them”  are 
also  inconsistent  with  our  findings. 

Almost  three-fourths  (70%)  said  they  not  only 
feared  catching  AIDS  from  a sexual  partner,  but 
that  fear  of  AIDS  had  affected  their  sexual  be- 
havior in  some  way.  What  this  means  is  that  none 
of  the  given  reasons  for  not  taking  AIDS  seri- 
ously are  plausible  for  this  group  of  respondents. 
What  is  more  likely  is  that  the  necessary  sexual 
behavior  to  prevent  the  transmission  of  STDs 
does  not  correspond  with  these  individuals’  sex- 
ual identity.  The  public  health  official  must  con- 
sider this  when  crafting  clinic  programs. 

Health  officials  are  faced  with  a group  of  in- 
dividuals who  have  the  knowledge  to  keep  them- 
selves AIDS-free,  but  are  not  applying  this 
knowledge  to  their  daily  lives.  Essentially,  infor- 
mation on  AIDS  is  reaching  this  community,  as 
is  the  necessity  of  condom  use.  What  is  currently 
missing  is  the  motivation  to  prompt  this  commu- 
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nity  to  exercise  their  knowledge.  The  challenge 
lies  in  providing  this  motivation. 

In  crafting  an  effective  strategy,  the  health  of- 
ficial should  focus  primarily  on  the  attitudes  held 
by  the  target  culture.  Petersen  and  Marin20  offer 
a similar  argument,  arguing  not  only  the  cultural 
appropriateness  of  intervention,  but  also  for  in- 
tegration of  cultural  values,  norms,  and  attitudes 
of  the  target  group. 

When  asked  where  they  received  most  of  their 
sex  education,  almost  half  (48%)  of  these  re- 
spondents cited  the  street  as  their  primary  edu- 
cator. What  this  means  is  that  attitudes  held  by 
black  men  as  to  their  sexual  identity  appear  to 
contradict  the  adoption  of  key  behavior  stressed 
by  current  interventions.  Fisher21  squarely  ad- 
dresses the  dilemma  of  the  interventionist  ad- 
dressing the  black  community. 

He  argues  that  when  reference  group  norms 
are  inconsistent  with  intervention  norms,  the 
tendency  is  for  reference  groups  to  influence  be- 
havior that  inhibits  prevention  and  promotes  risk. 
By  contrast,  he  believes  that  when  these  norms 
are  consistent,  the  opposite  is  true — the  group 
will  support  efforts  at  risk-reduction.  Thus,  the 
challenge  is  in  aligning  group  norms  with  those 
of  the  interventionists. 

In  short,  researchers  must  provide  public 
health  officials  with  a greater  sense  of  patient 
needs.  Only  with  this  knowledge  can  health  offi- 
cials expect  protected  sexual  contact  to  represent 
the  norm  rather  than  the  exception.  The  health 
official’s  dilemma  is  obvious.  The  individual's  di- 
lemma is  less  so.  This  means  that  researchers 
must  work  towards  a greater  understanding  of  the 
obstacles  preventing  the  individual  from  adopt- 
ing risk-reduction  behavior. 

The  young  adult  with  a venereal  disease  going 
to  an  STD  clinic  not  only  presents  a rich  source 
of  information,  but  represents  one  of  the  pivotal 
points  in  AIDS  education.  If  an  effective  pro- 


gram can  be  developed  within  the  clinic,  these 
individuals  will  return  to  their  family  and  friends 
with  information  that  could  literally  save  lives. 
This  study  takes  a small  step  toward  developing 
such  a program.  r 'P 
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MEDICAL  HISTORY  CONFERENCE 

A History  of  Medicine  Conference  is  being  planned  in  Edinburgh,  Scotland  in  mid-September  of 
1990.  The  conference  will  focus  on  the  history  of  Scottish  medicine  and  the  great  Scottish  physicians 
and  surgeons  of  the  18th  and  19th  century  and  the  influence  of  Scottish  medicine  on  the  origins  of 
medicine  in  North  America. 

The  conference  will  be  under  the  direction  of  Dr.  Nicholas  Dewey  of  Oxford,  England.  The 
conference  will  be  limited  to  approximately  25  participants  and  their  spouses.  Please  write  to  me  at 
the  following  address  if  you  would  like  further  information  on  the  meeting:  D.  J.  Canale,  M.D., 
P.O.  Box  41619,  Memphis,  TN  38174-1619. 
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PHYSICIANS 


• Monthly  Stipend  for  Physicians  in  training  leading  to  qualification 
as  General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

^Promotion  Opportunities 
*Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow.  You  are  the  Navy. 
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:or  treatment  of  diabetes: 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulin  (g) 

human  insulin 
[recombinant  DNA  origin] 


I c/>M  I Leadership 
| | in  Diabetes  Care 


©1989,  ELI  LILLY  AND  COMPANY  HI-2914-B  949334 


uma  Rounds 


Subclavian  Artery  Injury 

MARTIN  A.  CROCE,  M.D.;  EUGENE  C.  MANGIANTE,  M.D.;  and  TIMOTHY  C.  FABIAN,  M.D. 


Introduction 

Management  of  vascular  injuries  at  the  thoracic 
outlet  presents  a major  challenge  to  the  trauma  sur- 
geon, mortality  being  reported  as  high  as  30%';  exsan- 
guination  can  occur  unless  expedient  control  of  hem- 
orrhage is  obtained.  In  hemodynamically  stable 
patients,  prompt  diagnosis  and  treatment  is  essential. 
Delay  in  diagnosis,  and  difficulties  encountered  in  op- 
erative exposure,  are  major  factors  affecting  patient 
outcome.23  Consequences  of  hemorrhagic  shock  and 
limb  loss  are  serious  sequelae  of  major  vascular  cervi- 
cothoracic  trauma.  This  report  will  emphasize  clinical 
presentation,  methods  of  diagnosis,  operative  expo- 
sure, type  of  repair,  and  complications  associated  with 
hemorrhagic  shock. 

Case  Report 

A 26-year-old  black  man  walked  into  the  emergency  room 
after  sustaining  a stab  wound  to  the  left  chest.  His  pulse  was 
90/min,  blood  pressure  110/60  mm  Hg,  and  respirations  22/ 
min  and  not  labored.  He  was  slightly  diaphoretic  and  anx- 
ious, and  his  only  significant  physical  finding  was  a 1-cm  stab 
wound  in  the  midclavicular  line  in  the  second  intercostal  space. 
His  peripheral  pulses  were  intact.  He  suddenly  coughed,  and 
promptly  became  tachycardic  and  hypotensive  (70/40),  and 
lost  breath  sounds  in  left  chest.  Large  bore  intravenous  cath- 
eters were  placed  and  the  patient  was  resuscitated  with  fluids; 
left  tube  thoracostomy  drained  1,000  cc  blood  immediately. 
He  also  had  lost  pulses  in  his  left  arm.  He  was  taken  to  the 
operating  room,  where  at  left  anterolateral  thoracotomy  an 
injury  to  the  second  portion  of  his  subclavian  artery,  with  a 
concomitant  subclavian  venous  injury,  was  found.  Direct 
pressure  control  was  obtained,  and  his  incision  was  extended 
to  form  a “trap  door”  type  of  incision.  Medial  claviculectomy 
was  performed,  which  exposed  the  subclavian  artery,  and 
proximal  and  distal  control  was  easily  obtained.  A lateral  ar- 
teriorrhaphy  and  venorrhapy  was  performed  without  difficul- 
ty, and  postoperatively  the  patient  had  excellent  pulses  in  his 
left  arm  and  minimal  edema.  His  chest  tube  was  removed  on 
the  third  postoperative  day  and  he  was  discharged  home  on 
hospital  day  nine  with  a normal  left  arm. 

Discussion 

The  presentation  of  penetrating  injuries  to  the  base 
of  the  neck  and  upper  chest  range  from  a stable  pa- 
tient with  a small,  innocuous-appearing  wound  to 
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exsanguinating  hemorrhage.  The  main  difference  be- 
tween these  extremes  is  the  presence  or  absence  of 
tamponade  of  the  injury  by  surrounding  structures. 
Major  vascular  injury  in  this  region  following  blunt 
trauma  is  protean  in  its  manifestations  and  prompt  di- 
agnosis requires  a high  index  of  suspicion.45 

There  is  little  question  as  to  treatment  in  patients 
with  penetrating  subclavian  injuries  and  hypovolemic 
shock,  for  they  all  require  prompt  arterial  control  and 
repair  in  the  operating  room.  Some  controversy  exists, 
however,  regarding  the  best  diagnostic  approach  to  the 
hemodynamically  stable  patient  with  a suspicious 
wound  and  nonspecific  physical  findings.6  Evidence  of 
injury  on  physical  examination  in  patients  with  subcla- 
vian artery  injuries  may  reveal  alteration  in  distal  pulses 
or  the  presence  of  a bruit  and  thrill.  Since  intimal  in- 
juries may  not  manifest  any  of  these  physical  findings, 
angiography  in  the  stable  patient  is  imperative,  and 
may  also  be  used  to  help  plan  the  operative  approach. 
When  physical  findings  suggesting  injury  are  present, 
arteriogram  is  not  essential,  and  only  delays  definitive 
therapy.  Such  delay  may  allow  release  of  the  tampon- 
ade that  is  providing  stability. 

In  planning  the  operative  approach,  the  basic  sur- 
gical principles  of  proximal  and  distal  control  are  par- 
amount, but  can  be  difficult  to  achieve.  A median 
sternotomy  with  cervical  extension  allows  proximal 
control  of  the  innominate,  proximal  right  or  left  com- 
mon carotid,  and  proximal  right  subclavian  artery.  The 
Sauerbruch,  or  trap  door,  incision  affords  excellent 
exposure  of  the  proximal  (first  and  second  parts)  left 
subclavian  artery.  Anterolateral  thoracotomy  through 
the  third  intercostal  space  offers  emergency  proximal 
control  of  both  subclavians  and  the  innominate  arter- 
ies in  the  exsanguinating  patient.  Oblique  anterior 
sternomastoid  and  deltopectoral  incisions,  respective- 
ly, expose  the  distal  common  carotid  or  internal  ca- 
rotid and  axillary  arteries. 

After  adequate  exposure  is  obtained,  there  are  three 
choices  for  arterial  management:  primary  repair,  inter- 
position graft,  or  ligation.  Primary  repair  can  be  per- 
formed in  most  of  the  penetrating  injuries  from  knives, 
but  the  blast  effect  of  bullets  usually  requires  an  inter- 
postion graft.  More  length  can  be  obtained  by  ligating 

(Continued  on  page  600) 
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Febrile  Illness  in  an  Afghani  “Freedom  Fighter’' 


Case  Report 

A 28-year-old  man,  a native  of  Afghanistan,  had  fever 
and  rigors;  he  had  immigrated  to  the  United  States  three 
months  earlier.  His  symptoms  began  one  week  before  admis- 
sion when  he  developed  episodic  fever  occurring  every  other 
day,  associated  with  a chill,  headache,  myalgia,  and  aching 
of  his  neck,  lasting  four  to  six  hours;  between  episodes,  he 
felt  well.  He  had  malaria  one  year  ago,  which  was  treated 
with  chloroquine. 

On  physical  examination,  he  was  a well-nourished  man 
with  temperature  of  102°  F,  a pulse  of  80/min,  a blood  pres- 
sure of  110/70  mm  Hg,  and  respirations  of  14/min.  There  was 
slight  scleral  icterus,  but  no  rash  or  lymphadenopathy.  The 
cardiopulmonary  examination  was  normal.  He  had  mildly 
tender  splenomegaly  but  no  hepatomegaly. 

The  WBC  count  was  4,200/cu  mm,  the  hematocrit  was 
45.2%,  and  the  platelet  count  was  68,000/cu  mm.  Serum 
chemistry  studies  were  remarkable  for  a total  bilirubin  2.9 
mg/dl  (normal  0.2  to  1.0),  an  alkaline  phosphatase  of  103  IU/ 
L (normal  26  to  88),  and  an  LDH  of  276  IU/L  (normal  91  to 
108).  Examination  of  the  blood  revealed  numerous  tropho- 
zoites of  Plasmodium  vivax. 

Chloroquine  1.0  gm  was  administered  orally  followed  by 
500  mg  six  hours  later  and  then  500  mg  daily  for  two  days. 
His  condition  improved  and  he  left  the  hospital  with  a pre- 
scription for  primaquine,  which  he  never  filled.  Four  months 
later,  he  returned  with  a recurrence  of  malaria.  He  was  given 
prescriptions  for  chloroquine  and  primaquine,  but  he  was 
subsequently  lost  to  follow-up. 

Discussion 

Malaria  is  caused  by  obligate  intracellular  proto- 
zoa. P.  falciparum,  P.  vivax,  P.  malariae,  and  P.  ovale 
are  the  only  species  of  plasmodia  that  infect  man. 
Transmission  occurs  primarily  by  the  bite  of  an  infect- 
ed female  anopheles  mosquito,  but  it  can  also  be 
transmitted  with  transfusions  or  transplacentally.  The 
sporozoites  that  are  injected  with  the  saliva  of  the  in- 
fected mosquito  at  the  time  of  the  bite  promptly  mi- 
grate to  the  liver  and  invade  hepatic  parenchymal  cells, 
where  they  multiply.  After  approximately  one  to  two 
weeks,  they  are  released  in  the  form  of  merozoites  into 
the  circulation.  In  P.  falciparum  and  P.  malariae  infec- 
tions, all  merozoites  are  released  at  approximately  the 
same  time,  and  none  remain  chronically  in  the  liver. 
In  P.  vivax  and  P.  ovale  infections  some  latent  forms 
may  remain  in  the  liver  for  months  or  years  before  re- 
entering the  circulation  and  causing  a recurrence.1 

Once  in  the  circulation,  the  merozoites  enter  the 
red  blood  cells  where  they  mature  into  ring  forms  (tro- 
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phozoites)  and  replicate  by  nuclear  division.  The  in- 
fected erythrocytes  rupture,  releasing  merozoites,  which 
then  rapidly  invade  other  red  blood  cells  to  complete 
the  cycle. 

The  classic  malarial  paroxysm  is  divided  into  three 
stages.  With  the  rupture  of  the  infected  red  blood  cell, 
the  patient  enters  the  “cold  stage”  characterized  by 
rigors  and  chills.  Within  one  to  two  hours,  the  tem- 
perature rises  and  may  reach  105°F  to  106°F.  The  skin 
is  warm  and  dry  (hot  stage).  During  defervescence, 
sweating  begins  and  drenches  the  clothes  (sweating 
stage).  These  paroxysms  occur  once  every  48  hours  for 
P.  vivax  and  P.  ovale  and  once  every  72  hours  for  P. 
malariae,  corresponding  to  the  intervals  of  the  asexual 
erythrocytic  cycle.  Pulse-temperature  dissociation  may 
occur.  Splenomegaly  is  seen  frequently,  and  splenic 
rupture  may  occur  due  to  overzealous  palpation. 
Tender  hepatomegaly  may  be  present  as  well.  Black- 
water  fever,  with  the  classic  triad  of  severe  hemolytic 
anemia,  hemoglobinuria,  and  accompanying  renal  fail- 
ure, is  a frequently  fatal  complication  of  P.  falciparum 
malaria.  Cerebral  malaria  with  altered  sensorium, 
somnolence,  seizures,  and  coma  is  another  serious 
complication  of  this  type  of  malaria. 

Treatment  of  an  uncomplicated  infection  in  adults 
with  all  species  except  for  chloroquine-resistant  P.  fal- 
ciparum consists  of  chloroquine  phosphate.  In  cases  of 
P.  vivax  and  P.  ovale,  primaquine  phosphate  is  also 
given  in  order  to  eliminate  latent  exoerythrocytic  (in- 
trahepatic)  forms  and  to  prevent  relapses.  P.  falcipa- 
rum resistant  to  chloroquine  requires  the  use  of  other 
drugs  such  as  quinine  sulfate,  pyrimethamine,  and  sul- 
fadiazine.2 

Travelers  where  malaria  is  endemic  should  use 
mosquito  netting  at  night  and  insect  repellents.  Che- 
moprophylaxis with  chloroquine  is  often  recommend- 
ed to  suppress  the  erythrocytic  infection.  For  further 
recommendations  regarding  chemoprophylaxis,  trav- 
elers should  be  referred  to  the  local  health  depart- 
ment. Since  worldwide  travel  is  convenient,  malaria 
must  be  considered  as  a cause  of  febrile  illness  in  an 
immigrant  or  a traveler  who  has  been  abroad.3 
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Case  of  Secondary  Diabetes  Mellitus 


Case  Report 

A 55-year-old  man  noted  several  months  of  fatigue  fol- 
lowed by  mildly  blurred  vision,  a loss  of  10  pounds  despite  a 
good  appetite,  persistent  thirst,  urinary  frequency,  and  im- 
potence. His  past  medical  history  was  unremarkable.  He  did 
not  drink  alcohol. 

Physical  examination  revealed  a thin,  well-appearing  man 
with  hyperpigmentation.  The  remainder  of  the  physical  ex- 
amination was  normal  except  for  an  increased  liver  span  of 
14  cm.  Serum  glucose  was  394  mg/dl.  Leukocyte  count  was 
2,900/cu  mm  with  a normal  differential  count.  Platelet  count 
was  49,000/cu  mm.  Hematocrit  was  38%  with  a mildly  ele- 
vated red  cell  mean  corpuscular  volume.  Liver  transaminase 
and  alkaline  phosphatase  were  slightly  elevated,  and  the  pro- 
thrombin time  was  slightly  prolonged.  The  serum  transferrin 
was  100%  saturated  with  iron;  the  serum  ferritin  was  greater 
than  1,600  ng/ml  (normal  10  to  300).  The  bone  marrow  was 
normal.  A CT  scan  of  the  abdomen  revealed  a dense,  en- 
larged liver  as  well  as  splenomegaly  and  ascites.  A percuta- 
neous liver  biopsy  revealed  cirrhosis  and  very  heavy  deposi- 
tion of  hemosiderin  granules.  A combination  of  these  features 
is  diagnostic  for  hemochromatosis. 

Discussion 

Hemochromatosis  is  an  autosomal  recessive  genetic 
disorder'  in  which  increased  amounts  of  iron  are  ab- 
sorbed from  the  intestine.  There  is  deposition  of  iron 
in  the  form  of  ferric  hydroxide  (hemosiderin)  in  the 
liver,  pancreas,  heart,  and  pituitary  gland  resulting  in 
damage  and  dysfunction  of  these  organs.2  Diabetes 
mellitus  occurs  in  65%  of  such  patients  due  to  iron 
deposition  in  the  pancreas.  Liver  disease  is  present  in 
more  than  95%;  it  occurs  early  and  may  present  itself 
initially  with  hepatomegaly  even  in  the  absence  of  ab- 
normal liver  function  tests.  Hypersplenism  may  cause 
pancytopenia.  Hepatoma  occurs  in  up  to  30%  of  pa- 
tients. 
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Iron  deposition  in  other  tissues  leads  to  additional 
manifestations,  including  bronzed  skin,  arthropathy, 
cardiomyopathy,  loss  of  libido,  and  testicular  atrophy, 
which  may  be  due  to  hepatic  dysfunction  and/or  de- 
creased gonadotrophin  secretion  due  to  iron  deposi- 
tion in  the  pituitary  gland. 

The  presence  of  the  classic  triad  of  cirrhosis,  dia- 
betes mellitus,  and  hyperpigmentation  of  the  skin 
makes  the  diagnosis  of  hemochromatosis  relatively 
straightforward.3  The  disease  should  also  be  consid- 
ered in  cases  of  otherwise  unexplained  hepatomegaly, 
diabetes  mellitus,  skin  pigmentation,  congestive  heart 
failure,  or  hypogonadism.  The  most  practical  means  of 
diagnosis  is  to  measure  plasma  iron,  transferrin  satu- 
ration, and  ferritin.  The  diagnosis  can  be  confirmed  by 
biopsy  of  the  liver. 

Treatment  of  hemochromatosis  consists  of  removal 
of  excess  iron  from  the  body  and  supportive  treatment 
of  problems  caused  by  damaged  organs.  Phlebotomy 
is  the  most  effective  way  of  removing  iron  from  the 
body.  Weekly  phlebotomy  of  500  cc  removes  about  25 
gm  of  iron  over  a two-  to  three-year  period.  This  pro- 
cess will  usually  result  in  normal  serum  iron  values, 
which  may  be  maintained  by  less  frequent  phleboto- 
mies. 

Family  members  of  patients  with  hemochromatosis 
should  be  screened  with  plasma  iron  studies,  since  ear- 
ly intervention  with  phlebotomy  in  the  presymptomat- 
ic  phase  will  prevent  organ  damage.  j~~  ^ 
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Trauma  Rounds  . . . 

(Continued  from  page  598) 

multiple  arterial  branches  to  permit  debridement  and 
end-to-end  anastomosis.  There  is  usually  an  adequate 
anastomotic  network  to  allow  safe  ligation  of  the  sub- 
clavian artery  if  this  is  required  for  technical  reasons. 
Reverse  saphenous  interposition  graft  or  prosthetic  in- 
terposition graft  is  used  when  primary  repair  cannot 
be  accomplished.  Since  contamination  is  usually  neg- 
ligible, prosthetic  material  may  prove  to  be  preferable 
if  long-term  results  do  not  indicate  stenosis.  /— 
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Case  Report 

One  day  prior  to  admission  for  evaluation  a 52-year-old 
white  man  with  a past  medical  history  of  hypertension,  cere- 
brovascular accident,  and  insulin-dependent  diabetes  mellitus 
noticed  a left  flank  mass;  he  denied  abdominal  pain,  melena, 
or  hematochezia,  but  diarrhea  had  developed  at  the  same  time 
with  chills  and  diaphoresis  beginning  shortly  thereafter.  The 
mass  increased  rapidly  in  size,  prompting  him  to  seek  medical 
attention. 

The  pertinent  physical  findings  were  confined  to  the  ab- 
domen, which  was  soft  and  nontender,  w'ith  normal  bowel 
sounds.  In  the  left  flank  there  was  a 15  x 30-cm  mass,  which 
was  erythematous,  fluctuant,  and  very  tender.  His  hemogram 


Figure  1.  Abdominal  flat  plate  showing  air  in  the  subcutaneous  space 
of  the  left  flank. 


From  the  Departments  of  Gastroenterology  and  Radiology.  Vet- 
erans Administration  Medical  Center,  and  the  Departments  of  Inter- 
nal Medicine  and  Radiology.  East  Tennessee  State  University,  Johnson 
City. 


revealed  a WBC  count  of  21,400/cu  mm.  hematocrit  of  23%, 
and  platelet  count  of  646,000/cu  mm.  Urinalysis  revealed  5 to 
10  WBCs  and  no  RBCs  per  HPF,  and  trace  bacteria.  An 
abdominal  flat  plate  x-ray  (Fig.  1)  and  then  a CT  scan  were 
obtained.  Fig.  2 shows  a cut  at  the  level  of  the  umbilicus. 
What  is  your  diagnosis? 

(A)  Incarcerated  lumbar  hernia 

(B)  Urinoma 

(C)  Splenic  abscess 

(D)  Diverticulitis 

Discussion 

Incarcerated  Lumbar  Hernia:  Lumbar  hernias 
emerge  through  two  weak  places  in  the  loin.  The  low- 
er of  these,  the  inferior  lumbar  space  (Petit’s  triangle), 
lies  just  above  the  iliac  crest  between  the  external 
oblique  and  latissimus  dorsi  muscles.  The  larger  supe- 
rior lumbar  space  (Grynfeltt’s  triangle)  is  bounded 
above  by  the  12th  rib  and  inferior  margin  of  the  ser- 
ratus  posticas  and  inferolaterally  by  the  erector  spinae 
muscles.  The  lumbar  hernia  usually  presents  a bulging 
mass  on  coughing  and  rarely  becomes  incarcerated.  It 
usually  has  a sac  that  may  contain  fat,  omentum,  mes- 
entary  and  bowel.1 

The  rapid  onset  of  the  mass  here  is  against  the  di- 
agnosis of  lumbar  hernia.  The  plain  film  findings  could 
raise  the  suspicion  for  a superior  lumbar  hernia,  but 


Figure  2.  CT  scan  of  the  abdomen  showing  air  in  the  left  flank  sub- 
cutaneous tissue  and  an  abscess  in  the  left  pericolic  area. 
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i k;  clinical  history  of  fever,  leukocytosis,  and  the  short 
duration  suggest  an  inflammatory  process.  Hence, 
lumbar  hernia  is  excluded. 

Urinoma:  Urinomas  may  be  symptomatic  or 
asymptomatic.  Considering  the  water  density  appear- 
ance along  the  left  psoas  muscle  in  the  CT  scan,  uri- 
noma could  be  suspected,  but  the  scan  shows  a diffuse 
irregular  soft  tissue  density  in  the  left  lower  quadrant 
with  apparent  air  and  feces  within  the  posterior  soft 
tissue  of  the  abdomen.  Urinomas  present  mostly  a rel- 
atively well-defined  cystic  mass  unless  it  is  complicated 
by  infection.  Urinoma  could  therefore  be  excluded. 

Splenic  Abscess:  Splenic  abscesses  are  uncommon, 
and  are  due  to  one  of  the  functions  of  the  spleen,  which 
is  to  phagocytose  organisms.  Most  often  an  abscess  will 
arise  in  abnormal  splenic  tissue,  such  as  that  created 
by  infarction  or  hematoma.  Usually,  the  infection  is 
hematogenously  seeded,  though  it  may  develop  by 
contiguous  spread  or  penetrating  injury.  At  present,  a 
common  source  of  splenic  abscess  is  IV  drug  usage, 
with  resultant  multiple  organ  metastatic  abscesses. 
Though  usually  the  infection  will  remain  localized  to 
the  splenic  and  perisplenic  tissues,  it  is  not  uncommon 
for  the  infection  to  form  an  empyema  or  to  spread  to 
the  skin  in  the  hypochondrium  or  left  costovertebral 
angle  and  flank  region.2  Most  commonly,  Streptococ- 
cus and  Staphylococcus  are  the  causative  organisms.3 
Antibiotics  may  be  used,  but  usually  splenectomy  is 
required. 

Clinically,  splenic  abscess  could  be  suspected  here, 
but  there  is  no  history  of  trauma  or  bacteremia  from  a 
bacterial  endocarditis  or  drug  abuse.  The  CT  scan  very 
well  shows  a lack  of  significant  pathology  in  the  spleen 
or  perisplenic  area;  hence,  splenic  abscess  could  be  ex- 
cluded as  well. 

Diverticulitis:  Diverticulitis  is  a common  cause  of 
retroperitoneal  abscess,  with  a frequency  that  increas- 
es with  age.  In  95%  of  patients  the  diverticula  are  pre- 
dominantly localized  in  the  sigmoid  region.  Diverticu- 
litis usually  develops  after  a fecolith  occludes  the  neck 
of  a diverticulum  in  the  sigmoid  colon.  Diverticula  in 
the  right  colon  tend  to  have  wider  necks  than  those 
elsewhere,  and  are  more  prone  to  bleeding  than  to  fe- 


colith occlusion.  Once  occlusion  of  the  diverticulum 
develops  and  infection  forms  in  the  now  nondraining 
diverticulum,  diverticulitis  develops.  As  the  infection 
worsens,  an  abscess  is  formed;  it  may  resolve  sponta- 
neously if  it  drains  back  into  the  colon,  but  it  also  may 
form  a fistula  into  an  adjacent  viscus,  or  if  neglected, 
it  may  involve  the  overlying  skin  by  burrowing  through 
tissues,  as  in  this  patient.  In  addition,  the  abscess  may 
grow  to  a size  that  causes  large  and/or  small  bowel 
obstruction,  and  it  may  also  discharge  into  the  perito- 
neum and  cause  peritonitis.  Anaerobic  bacteria  are  the 
main  organisms  found  on  culture.  The  mainstay  of 
therapy  is  surgical  drainage  of  the  abscess,  with  resec- 
tion of  appropriate  portions  of  bowel.24 

Several  other  colonic  lesions  can  cause  abscesses  that 
give  a similar  clinical  picture.  Carcinoma  of  the  colon 
and  inflammatory  bowel  disease  can  cause  perfora- 
tions of  the  colon  leading  to  abscess  formation  with 
similar  manifestations,  and  appendicitis  can  also  cause 
retroperitoneal  abscess  formation,  usually  in  the  right 
lower  flank  or  pelvic  region.  Another  region  of  the 
bowel  in  which  perforation  may  lead  to  a retroperito- 
neal abscess  is  the  duodenum;  most  commonly  this  is 
the  result  of  peptic  ulcer  disease.2 

CT  is  a boon  in  making  the  diagnosis  of  diverticu- 
litis without  subjecting  the  patient  to  a barium  enema. 
The  CT  scan  here  shows  all  the  features  of  diverticu- 
litis, namely  a mass,  pericolic  abscess,  and  a fistula. 
The  feces  and  air  seen  in  the  posterior  soft  tissue  of 
the  abdomen  are  due  to  the  pericolic  abscess  and  fis- 
tula. This  is  confirmed  by  the  CT  scan. 

ANSWER:  Diverticulitis,  with  pericolic  abscess  and 
fistula.  r — 
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Health  and  Environment  Report 


Overview  of  the  Tennessee  Cancer 
Reporting  System 

JEAN  MOSS 


In  1983,  the  Tennessee  legislature  passed  the  Ten- 
nessee Cancer  Reporting  System  Act  making  cancer 
reportable  in  the  state.  Until  that  time,  there  was  no 
source  of  data  that  could  be  accessed  on  cancer  inci- 
dence among  the  state’s  population.  According  to  the 
Act,  all  hospitals  and  certain  laboratories  are  required 
to  submit  specific  cancer  data  to  the  Tennessee  De- 
partment of  Health  and  Environment. 

Advisory  Committee 

Also  mandated  by  law  is  a 12-member  advisory 
committee  consisting  of  the  Commissioner  of  the  De- 
partment of  Health  and  Environment  or  his  designee, 
a biostatistician,  a cancer  registrar,  an  epidemiologist, 
an  oncologist,  a pathologist,  and  a radiologist.  Five  at- 
large  additional  appointments  are  currently  filled  by  a 
cancer  researcher,  a hospital  administrator,  a medical 
oncologist,  a representative  of  the  medical  records 
profession,  and  a surgeon. 

The  Advisory  Committee’s  responsibility  is  to  ad- 
vise the  Commissioner  of  the  Department  of  Health 
and  Environment  on  matters  related  to  administration 
of  the  system,  such  as  development  of  the  reporting 
form,  controls  to  preserve  patient  confidentiality,  and 
uses  of  the  data. 

Reporting  Requirements 

According  to  regulations  promulgated  by  the  De- 
partment, cancer  patients  diagnosed  and/or  treated  in 
Tennessee  hospitals  and  certain  independent  labora- 
tories must  be  reported  to  the  Center  for  Health  Sta- 
tistics. The  cases  are  reported  if  they  have  diagnosed 
cancer  as  defined  by  the  International  Classification  of 
Diseases  for  Oncology,  first  edition,  1976,  with  malig- 
nant behavior. 

Excluded  from  reporting  are  basal  and  squamous  cell 
carcinomas  of  the  skin  but  included  are  lesions  of  the 
mucosal  sites  (eyelid,  lip,  prepuce,  penis,  scrotum,  vul- 
va, labia,  clitoris,  and  anus).  Benign  neoplasms  and  bor- 


From  the  Center  for  Health  Statistics,  Tennessee  Department  of 
Health  and  Environment,  Nashville. 


derline  malignancies  are  also  excluded.  The  guidelines 
adopted  by  the  Center  for  the  collection  of  data  on  can- 
cer are  issued  by  the  American  College  of  Surgeons. 

Each  facility  must  designate  a person  to  be  responsi- 
ble for  cancer  reporting.  In  most  cases,  the  tumor  regis- 
trar was  appointed  in  hospitals  which  already  had  regis- 
tries. In  hospitals  without  tumor  registries,  a person  from 
the  medical  records  department  is  to  be  appointed. 

Reporting  System 

Quality  and  completeness  of  the  data  are,  of  course, 
of  utmost  importance.  To  date  this  has  been  achieved 
by  several  different  methods.  As  the  reporting  system 
was  implemented,  eight  training  sessions  were  con- 
ducted by  the  Center  in  major  areas  of  the  state.  Pro- 
cedure manuals  were  provided  at  that  time,  with  em- 
phasis on  consistent  interpretation  of  instructions. 

Upon  receipt  by  staff  of  the  Department  of  Health 
and  Environment,  the  data  are  reviewed  manually  for 
obvious  errors  and/or  inconsistencies.  Queries  to  the  re- 
porting facilities  are  made  when  appropriate.  Extensive 
edits  are  written  into  the  computerized  system.  These 
procedures,  particularly  the  computerized  edits,  are  pe- 
riodically updated  and  revised  to  add  sophistication  to 
the  system  and  to  allow  for  maximum  use  of  computer 
capabilities  rather  than  manual  time  and  effort. 

Periodic  training  sessions  for  hospital  staff  will  con- 
tinue to  be  conducted  across  the  state.  Six  such  ses- 
sions were  held  in  April  1987  and  eight  sessions  in  April 
1988;  seven  more  are  scheduled  for  April  and  May, 
1989. 

Patient  Records 

The  most  unique  features  of  the  custom-written 
mainframe  computer  programs  relate  to  functions  nec- 
essary for  a centralized  reporting  system.  Hospital- 
based  systems  do  not  have  the  problem  of  duplicate 
records  from  multiple  facilities.  Of  the  total  reports 
received  by  a central  registry,  it  is  estimated  that  25% 
to  30%  are  received  from  multiple  facilities  for  the 
same  patient.  Since  each  facility  is  fulfilling  its  respon- 
sibility to  report,  the  task  of  identifying  the  same  pa- 
tient and/or  cancer  and  linking  the  records  together  is 
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that  of  the  central  registry.  One  patient  record  per 
person  is  maintained  with  the  most  current  and  accu- 
rate information. 

Linked  to  this  patient  record  may  be  any  number 
of  cancer  records  from  different  primary  sites  and/or 
reporting  facilities.  Although  social  security  numbers 
facilitate  elimination  of  duplicate  records,  this  number 
is  missing  on  approxmately  25%  of  the  records. 

Reporting  instrument 

Figure  1 displays  the  Tennessee  Cancer  Reporting 
System  Abstract.  The  required  data  items  are  signified 
with  an  asterisk.  About  half  of  the  items  on  the  abstract 
are  required  to  be  reported  on  all  cases  while  the  re- 
maining items  (including  treatment  information  and  fol- 
low-up) are  optional  for  state  reporting  purposes. 

Some  facilities  have  chosen  to  report  only  the  re- 
quired data  items  while  others  (particularly  hospitals 
with  cancer  registries)  have  chosen  to  report  all  data 
items  (including  treatment  and  follow-up).  Other  fa- 
cilities report  some  but  not  all  of  the  optional  items. 

Most  facilities  in  the  state  report  their  cancer  data 
manually  using  the  abstracts  provided  by  the  Tennessee 
Cancer  Reporting  System,  but  approximately  11  facili- 
ties in  the  state  have  created  or  are  creating  computer 
programs  to  report  their  data  via  magnetic  tape.  These 
facilities  tend  to  be  those  that  treat  large  numbers  of 
cancer  patients  (i.e.,  cancer  treatment  facilities). 

Obtaining  complete  reports  from  all  hospitals  has 
been  a very  slow  process,  especially  from  hospitals  that 
plan  to  report  their  data  via  magnetic  tape.  By  regu- 
lation, the  data  must  be  formatted  according  to  specif- 
ic guidelines,  and  coding  schemes  must  be  those  de- 
fined by  the  Tennessee  Cancer  Reporting  System. 

At  present,  seven  of  the  11  facilities  have  submitted 
their  data  tapes  in  an  approved  format;  the  remaining 
facilities  are  in  various  stages  of  completion. 

Data  Availability 

Until  complete  reporting  is  received  from  a major- 
ity of  the  state's  hospitals,  the  Tennessee  Cancer  Re- 
porting System  is  limited  in  the  cancer  incidence  sta- 
tistics it  can  produce.  Preliminary  data  should  be 
released  by  mid-summer.  These  preliminary  statistics 
may  not  include  cases  from  all  Tennessee  hospitals,  or 
all  cases  for  a given  year.  ^ 
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without  disability  insurance.  A disability  can 
strike  without  warning.  In  fact,  you  are  three 
times  more  likely  to  be  disabled  this  year 
than  to  die!*  You  can  protect  your  ability  to 
practice  medicine  through  the  Tennessee 
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coverage. 
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plan  that’s  a sure  winner.  Or,  call  us  toll  free 

at  1-800-347-1109. 
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jss  Prevention  Case  of  the  Month 


Damn  the  Torpedoes — Full  Speed  Ahead! 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

During  the  past  few  years,  a 72-year-old  woman,  who  all 
of  her  life  had  been  actively  involved  in  civic  affairs,  church 
work,  raising  her  family  and  caring  for  her  grandchildren, 
became  progessively  disabled  because  of  severe  degenerative 
arthritis  in  the  right  hip.  The  disability  became  severe  enough 
to  greatly  limit  her  ability  to  en  joy  life  and  take  care  of  basic 
necessities  around  her  home,  i.e.,  cleaning,  light  cooking.  She 
found  increasing  difficulty  in  getting  about,  even  with  the  as- 
sistance of  a cane. 

During  this  period  of  time,  she  had  been  observed  by  her 
internist,  who  had  carefully  followed  and  treated  her.  At  the 
point  when  her  pain  and  disability  became  intolerable,  her 
primary  care  physician  referred  her  to  a well-trained,  board- 
certified  orthopedic  surgeon. 

The  preoperative  laboratory  work  was  within  normal  limits 
except  for  generalized  osteoarthritis  with  extreme  arthritic  change 
in  the  right  hip  including  a marked  reduction  in  the  joint  space, 
severe  hyperostoses  about  the  acetabulum,  and  significant  pain 
even  on  passive  motion  through  a limited  range. 

The  possibility  of  a hip  replacement  had  been  discussed 
with  the  patient  by  her  internist  over  the  past  two  or  three 
years.  Both  had  elected  to  defer  the  operation  until  pain  and 
disability  demanded  some  attention.  The  patient  entered  the 
hospital  well  prepared  emotionally  for  the  event.  The  stand- 
ard hospital  consent  form,  as  well  as  a more  elaborate  type- 
written form,  was  signed  by  the  patient.  The  form  discussed 
the  operation  in  some  detail,  described  the  benefits  in  rather 
glowing  terms,  and  the  risks  were  dealt  with  adequately  but 
without  emphasizing  many  of  the  potential  hazards.  The  pa- 
tient readily  signed  the  informed  consent  document  and  pro- 
ceeded to  surgery  the  morning  after  admission.  There  was  no 
physician’s  progress  note  regarding  informed  consent. 

During  the  surgical  procedure,  the  surgeon  was  given  a 
drill  that  had  no  guard  in  place,  but  he  was  heard  to  say  he 
would  use  a shorter  drill  and  proceed  with  the  operation.  In- 
deed, the  surgeon  did  proceed  in  what  appeared  to  be  an 
uneventful  fashion  but,  prior  to  leaving  the  table,  the  patient 
was  noted  to  have  a fall  in  blood  pressure  and  an  increase  in 
pulse,  and  was  noticeably  pale. 

Blood  loss  was  suspected,  and  a general  surgeon  was  called 
who  explored  the  pelvis,  finding  a significant  tear/perforation 
in  the  right  iliac  artery. 

An  attempt  was  made  to  repair  the  artery,  but  mobiliza- 
tion and  ligation  of  the  artery  proximal  to  the  tear  proved 
technically  very  difficult,  and  during  the  attempt  to  control 
bleeding  the  patient  died  despite  the  intervention  of  a general 
surgeon  called  by  the  attending  physician  to  assist  and  the 
vigorous  use  of  blood,  blood  products,  and  fluids. 

Loss  Prevention  Comments 

When  an  otherwise  healthy  patient  enters  the  hos- 
pital for  some  elective  definitive  surgical  procedure,  it 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 
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is  without  doubt  a severe  shock  when  death  is  the  out- 
come. The  patient  was  greatly  loved  by  her  family  and 
admired  by  her  friends,  and  was  somewhat  of  an  insti- 
tution in  her  community.  In  a careful  retrospective 
study  of  this  case,  the  following  points  were  found  to 
be  significant: 

• While  the  informed  consent  document  was  con- 
sidered to  be  adequate,  and  probably  meeting  an  ac- 
ceptable standard  of  care  for  informed  consent  in  total 
hip  replacement,  there  was  no  notation  by  the  surgeon 
on  the  form  or  in  the  chart  that  he  personally  had  dealt 
with  the  patient  relative  to  the  risks  involved  in  this 
surgical  procedure.  A member  of  the  patient’s  family 
was  present  when  the  physician  made  his  rounds  on 
the  evening  prior  to  surgery,  and  did  not  recall  any 
mention  of  any  risks  to  the  surgery,  even  though  at 
this  point  the  doctor  did  discuss  the  postoperative 
management,  including  early  exercise  and  physical 
therapy.  The  picture  painted  to  both  the  family  and 
the  patient  was  one  that  anticipated  a very  satisfactory 
outcome,  but  did  not  deal  candidly  with  the  potential 
danger  of  anesthesia  or  the  surgical  procedure  itself. 

• Without  any  question  there  was  a technical  error 
in  this  operation.  The  decision  by  the  surgeon  to  pro- 
ceed with  a “shorter  drill’’  without  a guard  proved  to  be 
fatal  to  his  patient.  Why  was  it  inappropriate  to  delay 
the  procedure  until  a proper  guard  could  have  been  se- 
cured to  place  on  the  drill?  Why  could  not  another  or- 
thopedic surgeon  have  been  summoned  to  the  operating 
room  to  assist  in  making  the  decision  as  to  whether  or 
not  to  proceed  with  the  surgery?  It  appeared  that  during 
the  procedure,  in  spite  of  the  obvious  danger  involved 
in  not  using  a guard,  the  surgeon  took  the  “damn  the 
torpedoes”  attitude  and  proceeded  with  what  he  intend- 
ed to  do  in  the  first  place. 

These  difficulties  in  the  management  of  this  case 
proved  to  make  it  impossible  to  secure  expert  witness- 
es who  would  confirm  the  decisions  and  the  technique 
used  by  the  operating  surgeon.  Settlement  of  this  claim 
was  almost  mandatory  in  light  of  these  circumstances. 

The  settlement  in  this  case  was  large,  but  it  would 
have  been  much  larger  without  the  prompt  reporting 
of  the  incident  following  the  patient’s  demise.  This 
prompt  reporting  allowed  an  approach  to  the  family  of 
the  deceased  that  promoted  settlement  and  avoided 
trial.  Because  of  the  prompt  promoting  and  the  ag- 
gressive activity  on  the  part  of  the  claims  attorneys, 
the  family  of  the  deceased  did  not  employ  counsel, 
and  settlement  was  made  promptly.  ^ 
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Paradoxes  and  Perceptions 

In  this  era  of  seeming  physician  bashing  and  constant  confrontation  from 
all  sides,  I have  been  asking  leaders  in  business  and  politics  to  help  us  to 
understand  some  of  this  deluge  of  animosity.  This  month  I prevailed  upon 
Senator  Howard  Baker,  past  White  House  Chief  of  Staff,  for  his  thoughts. 
He  has  long  been  knowledgeable  in  and  aware  of  the  nation’s  health  care 
problems,  and  currently  serves  on  the  Board  of  Directors  of  the  Mayo  Clinic. 

Senator  Baker  believes  that  the  health  care  delivery  system  in  our  country 
poses  a very  real  paradox  and  that  the  medical  profession  is  trapped  in  this 
paradox.  We  have  a superlative  caliber  of  medicine  in  this  country,  and  the 
technology  is  increasing  at  an  outstanding  and  rewarding  pace.  However,  as 
the  quality  of  this  care  increases,  the  cost  escalates  almost  geometrically, 
and  as  cost  escalates,  access  to  this  care  becomes  more  difficult.  This  leads 
to  an  attendant  hostility  by  both  the  health  care  consumer  and  the  physician 
to  paying  the  increasing  costs  of  funding  both  access  to  and  high  quality  of 
care.  So,  we  have  the  paradox  of  the  medical  profession  having  the  ability 
to  offer  the  best  to  the  most,  and  we  are  judged  the  culprit  who  bears  the 
brunt  of  the  criticism  about  the  cost.  Senator  Baker  is  acutely  aware  that 
while  the  blame  is  laid  at  our  feet  we  are  neither  the  controller  nor  the 
escalator  of  the  bulk  of  these  expenses. 

Senator  Baker  believes  also  that  there  is  a strong  perception  among  pa- 
tients and  in  the  business  community  that  the  multiple  programs  marketed 
in  the  community  by  the  hospitals  are  doctor-driven,  and  that  the  doctors 
are  profiteering  from  them.  They  find  this  profiteering  repugnant,  and  against 
the  tenets  of  an  honored  and  respected  profession.  Once  again,  from  his 
position  on  the  Board  at  the  Mayo  Clinic,  he  is  aware  that  these  perceptions 
are  false. 

This  same  community  also  has  the  perception  that  the  medical  community 
is  very  affluent,  and  is  very  visible  in  the  enjoyment  of  their  affluence.  Once 
again,  these  perceptions  can  become  realities  unless  we  are  sensitive  to  the 
needs  of  our  fellow  citizens  and  make  some  effort  to  define  and  rectify  such 
perceptions  before  they  indeed  become  realities. 

Lastly,  Senator  Baker  would  entreat  us  to  know  our  elected  officials,  and 
relay  our  concerns  to  them.  The  elected  officials  realize  that  we  as  an  edu- 
cated segment  of  their  constituency  have  pertinent,  valid,  and  contempora- 
neous information  to  give  to  them. 
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Cape  Codder 

If  you  like  cranberry  juice,  and  want,  for 
whatever  reason,  to  take  on  a load,  then  the  Cape 
Codder  might  be  the  drink  for  you.  For  the  un- 
initiated, which  included  me,  the  Cape  Codder 
(I  don’t  even  know  if  it’s  spelled  with  one  “d”  or 
two,  but  since  we’re  talking  about  loads,  I’ll  go 
for  the  double)  consists  of  cranberry  juice  and 
vodka,  and  was  the  drink  of  choice  on  the  bus 
ferrying  a group  of  us  to  a boat  ride  in  Hyannis 
Port  a few  weeks  back.  It  was  the  drink  of  choice 
because  there  was  no  other  choice,  elaborate  bar 
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tending  under  such  circumstances  being  not  very 
productive.  Actually,  I was  assured  some  time 
later  by  someone  who  was  drinking  the  same 
concoction  elsewhere  that  the  drink  also  goes  by 
another  name  (he  told  me  what,  but  I forget), 
and  maybe  by  more  than  one  (one  of  those  “aka” 
things),  since  the  drink  is  a natural — sort  of  like 
the  lab  alcohol  and  grapefruit  juice  we  used  to 
drink  in  the  army — easy  to  fix,  available,  and  ef- 
fective. It  too  was  variously  named,  depending 
on  whether  you  were  in  the  army  or  the  navy, 
since  the  ingredients,  and  therefore  the  drink, 
were  ubiquitous.  And  then  there  was  the  “purple 
passion”  of  “dry”  frat  house  party  fame,  con- 
cocted by  the  addition  to  grape  juice  of  grain  al- 
cohol, which  vodka  just  about  is,  that  neither  the 
girls  nor  the  chaperons  were  supposed  to  know 
about.  (Unlike  now,  alcohol  in  any  form  was  for- 
bidden in  dormitories  and  fraternity  houses.)  The 
young  never  seem  to  recognize  that  their  elders 
once  occupied  their  same  shoes,  and  boys  are 
forever  underestimating  girls.  But  I digress.  Suf- 
fice it  to  say,  cranberry  juice  is  an  acceptable  ve- 
hicle for  hooch,  and  so  far  as  I know,  with  vodka 
it  makes  the  Cape  Codder. 

I guess  with  modern  marketing  being  what  it 
is,  both  cranberry  juice  and  grapefruit  juice  are 
available  pretty  much  everywhere,  particularly 
since  the  cranberry  is  a dependable  source  of  in- 
come to  New  England,  and  New  Englanders  have 
understood  about  marketing  ever  since  they  in- 
vented the  importation  of  slaves  into  this  coun- 
try. Whereas  grapefruit  are  grown  in  subtropical 
areas  the  world  over,  cranberries  have  a rather 
restricted  habitat,  and  are  indigenous  to  the 
cooler  bogs  of  North  America,  particularly  Cape 
Cod,  and  make  up  the  number  one  export  crop 
of  Massachusetts.  The  cranberry  also  grows  in 
Wisconsin,  of  all  places,  where  bogs  are  flooded 
commercially  for  its  cultivation. 

I wonder  when  the  cranberry  was  found  to  be 
fit  to  eat,  by  whom,  and  under  what  circumstan- 
ces, because  unadorned,  it  is  not.  The  industry  is 
said  to  have  begun  on  Cape  Cod  around  1840. 
I’ll  bet  it  was  not  on  the  menu  of  the  first 
Thanksgiving  dinner  held  in  the  Plymouth  colony 
a couple  of  hundred  years  or  so  earlier.  Having 
once  tried  a cranberry  on  the  hoof,  I’d  say  its 
popularity  paralleled  the  rise  of  the  sugar  indus- 
try. Some  botanists  think  the  American  bog 
cranberry  (as  opposed  to  the  smaller,  bitter  Eu- 
ropean variety)  to  be  of  the  same  family  as  the 
blueberry.  To  my  way  of  thinking,  that  is  pure 
slander  of  the  blueberry. 
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Cranberry  sauce,  though,  is  a different  kettle 
of  fish  altogether.  For  my  money,  it  gloriously 
enhances  turkey.  It’s  not  a matter  of  a spoonful 
of  sugar  making  the  medicine  go  down;  it’s  just 
that  turkey  seems  naked  without  it.  You  could 
say  that  the  pretty  red  sauce  makes  up  for  the 
turkey’s  loss  of  plumage,  though  not  to  the  tur- 
key. Plumage  and  cranberry  sauce  could  not  be 
said  to  be  interchangeable  for  either  owner  or 
eater.  Except  as  adornment,  they  serve  entirely 
different  purposes,  and  do  not  please  the  same 
individual. 

When  our  children  were  small,  a favorite  Sun- 
day afternoon  walk  took  us  past  a home  with 
several  acres  of  land  which  every  spring  would 
sprout  a flock  (gaggle?  gobble?)  of  turkeys  that 
would  reach  maturity  in  the  fall.  The  population 
would  begin  to  dwindle  notably  around  the  end 
of  November  and  reached  its  nadir  about  a month 
later.  The  children  would  begin  missing  friendly 
wattles  over  the  fence,  and  sort  of  wonder  where 
they  had  gone,  but  the  mystery,  if  there  was  one, 
cleared  up  with  the  appearance  of  cranberry  sauce 
on  the  dining  room  table  on  Thanksgiving  Day. 

It  is  commonplace  to  assume  that  turkey  and 
cranberry  sauce  were  among  the  enticing  dishes 
on  the  groaning  board  in  Plymouth  on  that  first 
Thanksgiving  Day.  In  fact,  it  is  only  an  assump- 
tion that  the  food  was  enticing,  that  the  board 
groaned  under  its  weight,  and  that  what  the  col- 
onists and  the  visiting  Indians  did  was  just  eat 
and  play  games.  Some  of  that  is  clearly  fiction. 
Those  settlers  were  serious  folk  who  only  a year 
earlier,  in  November  1620,  after  several  months 
at  sea,  had  raised  land  on  Cape  Cod  instead  of 
Virginia,  where  they  were  headed,  and  after  five 
weeks  of  exploring,  had  founded  their  colony  in 
the  dead  of  a Cape  Cod  winter.  During  the  voy- 
age and  that  first  winter,  over  half  of  their  num- 
ber died  of  scurvy  and  exposure;  the  following 
summer  the  small  band  of  survivors  managed  to 
raise  a little  corn.  Whatever  else  they  had  at  the 
“feast”  was  furnished  by  their  blunderbusses  and 
Chief  Massasoit’s  friendly  Wampanoag  Indians, 
with  whom  Governor  John  Carver,  and  his  suc- 
cessor after  his  death  in  1621,  William  Bradford, 
had  established  a treaty. 

I believe  you  would  have  no  trouble  with  a 
wager  that  that  small  band  of  Puritans,  known 
familiarly  as  the  Pilgrim  Fathers,  spent  a large 
portion  of  the  day  not  in  fun  and  games,  but  in 
prayers  of  thanksgiving  and  praise  to  God  for 
having  brought  them  through  that  terrible  first 
year.  I think  you  could  be  sure  that  in  a group  of 


people  who  had  left  England  and  settled  in  Hol- 
land just  so  they  could  worship  God  in  their  own 
way,  who  had  risked  the  long  Atlantic  crossing 
in  a craft  not  much  bigger  than  a skiff,  and  who 
had  faced  an  unforgiving  wilderness  in  the  pack- 
age, there  were  not  many  who  put  much  stock  in 
frivolity. 

Most  of  us  in  this  day  and  age  in  the  US  of  A, 
on  the  other  hand,  put  a whole  lot  of  stock  in 
frivolity,  and  our  remembrance  of  that  first 
Thanksgiving  Day,  if  we  make  more  of  it  than 
just  a day  off  from  work,  is  in  pursuits  that  if  not 
exactly  frivolous,  don’t  miss  it  by  much.  It  would 
do  us  a world  of  good  to  spend  some  time  just 
sitting  still  and  thinking,  even  if  it  is  just  for  a 
little  bit,  about  being  thankful,  and  for  what  and 
to  whom — to  take  stock,  you  might  say,  of  where 
it  is  we  are  putting  our  stock. 

The  Psalmist  said,  “Be  still,  and  know  that  I 
am  God.”  For  Thanksgiving,  trying  that  out  might 
also  be  salutary.  It  might  even  come  to  you  that 
a lot  of  the  things  you  thought  were  best  aren’t 
at  all.  However  it  turns  out,  have  a great  one. 

J.B.T. 


CHAMPUS,  et.  al. 

I have  just  finished  signing  a document  re- 
quired by  one  of  the  hospitals  I practice  in.  It  is 
the  third  of  its  breed  I have  executed  (believe 
me,  not  the  sort  of  execution  I have  in  mind, 
given  a choice,  which  I was  not)  in  the  past  week. 
It  is  required  of  me  by  the  hospitals  because  it  is 
required  of  the  hospitals  by  the  United  States 
government  that  they  require  it  of  all  the  doctors 
on  their  staff  who  wish  to  practice  medicine  there. 
It  is  a demeaning  document,  one  that  sends  a 
loud,  clear  message  that  doctors  are  not  to  be 
trusted.  In  it  I (along  with.  I’m  certain,  all  of 
you)  am  required  to  swear  that  unless  I tell  the 
truth,  the  whole  truth,  and  nothing  but  the  truth, 
so  help  me  God,  I understand  that  I can  be  sent 
to  jail  and  heavily  fined.  It  is  a simple,  straight- 
forward document  of  one  short  paragraph — much 
simpler  than  the  one  initially  proposed.  The 
AMA  succeeded  in  getting  it  shortened,  but  not 
really  watered  down  any.  It  is  still  insulting;  not 
only  that,  it  is  just  another  prick  inflicted  on  an 
already  aching  backside  by  a government  mad 
with  regulatory  power. 

During  my  stint  as  president  of  the  TMA,  I 
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made  visits  to  a number  of  our  component  soci- 
eties. One  of  them  had  requested  that  I discuss 
with  them  the  Resource-Based  Relative  Value 
Scale  (RBRVS),  or  Hsaio  study.  One  of  the  doc- 
tors in  the  group  was  asking  some  particularly 
penetrating  questions  about  the  purpose  behind 
all  of  this,  but  in  reality  everyone  knew  that  it 
was  (is)  to  both  save  money  and  gain  more  con- 
trol. After  the  meeting,  the  doctor  came  up  and 
apologized  for  having  been  contentious,  which  I 
assured  him  he  had  not  been — only  perspica- 
cious, whereupon  he  allowed  as  how  he  knew  the 
real  reason  behind  all  the  red  tape  and  harass- 
ment. Asked  what,  he  unloaded. 

It  is,  he  said,  a money-saving  device,  sure 
enough,  but  not  in  the  way  it  has  been  pre- 
sented. The  purpose,  he  said,  is  to  make  it  so 
difficult  for  doctors  to  give  care  to  Medicare  pa- 
tients, and  at  the  same  time  to  make  it  so  diffi- 
cult for  Medicare  patients  to  receive  care,  that 
all  the  Medicare  patients  will  die  off,  and  there- 
by decrease  the  surplus  aging  population,  which 
is,  after  all,  where  the  major  health  care  costs 
lie.  He  admitted  he  thought  I would  find  his 
proposition  preposterous. 

1 was  not  sure  at  the  time  that  I could  accept 
the  notion  of  a conspiracy  within  government  to 
do  such  a thing,  but  I am  now  well  on  the  way 
to  becoming  convinced  that  such  hesitancy  was 
naive.  It  would  appear  that  so  as  to  save  money 
(not  especially  to  balance  the  budget,  but  so  as 
to  have  sufficient  funds  for  their  pork-barreling 
and  the  pet  projects  of  their  special-interest  con- 
stituents who  can  cough  up  the  money  that  will 
get  them  reelected)  the  majority  in  the  Congress 
will  stop  at  almost  nothing — certainly  not  delet- 
ing from  the  roles  a noncompetitive  citizen,  pro- 
viding, of  course,  it  is  by  indirection.  They  cer- 
tainly would  not  contemplate  anything  so  gross 
as  violent  measures  of  erasure;  that  would  be 
messy,  and  they  would  have  to  watch  folks  die. 
They  couldn’t  face  that;  it  would  spoil  their  ap- 
petite. This  way,  they  can  shirk  all  responsibility, 
blame  it  on  the  health  care  system  (read  doc- 
tors), and  go  to  sleep  at  night. 

Lest  I be  accused  of  avarice  as  the  motive  for 
all  this,  let  me  hasten  to  avow  that  although  the 
fiscal  aspects  of  government  actions  are  not  un- 
important, they  are  not  what  keep  doctors  on 
edge.  It  does,  of  course,  take  a certain  amount 
of  money  for  a doctor  to  keep  his  office  open, 
and  if  his  patients  are  mostly  federally  funded 
(euphemistically),  many  doctors  can’t.  (The  rea- 
son they  can’t  is  not  the  cost  of  their  patients’ 
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medical  care,  but  the  vast  overhead  generated  by 
the  bureaucracy.)  What  is  discouraging  care  of 
the  elderly  is  the  lengths  to  which  the  bureau- 
cracy is  going  to  assure  themselves  (they  say  to 
assure  the  patients.  Barf!)  that  patients  (whom 
they  are  beginning  to  call  clients)  are  receiving 
the  absolutely  most  cost-effective  and  efficacious 
treatment  possible  within  the  limits  of  the  sys- 
tem. What  you  need  to  convince  your  patients  of 
is  that  the  limits  of  that  system  are  becoming 
more  constricted  every  day;  the  resulting  inabili- 
ty to  do  for  their  patients  what  they  know  they 
ought  to  do  for  their  patients  to  provide  them 
proper  care  just  might  be  the  single  most  dis- 
couraging aspect  of  the  whole  system,  and  efforts 
toward  circumventing  it  the  most  frustrating.  It 
is  that  same  conscientiousness  toward  their  pa- 
tients’ welfare  that  keeps  the  doctor  practicing  in 
the  face  of  all  the  harassment  and  frustration. 
Your  patients  need  to  understand  that,  too. 

HCFA,  Equicor,  and  the  Washington  estab- 
lishment generally  need  to  be  made  to  under- 
stand that  treating  all  doctors  as  if  they  are  crim- 
inals just  because  a few  are,  as  well  as  because 
lawyers,  and  probably  bureaucrats,  too,  by  na- 
ture think  all  people,  including  all  other  lawyers, 
are  criminally  inclined,  is  counterproductive.  All 
the  communication  efforts  by  organized  medi- 
cine that  can  be  mounted  are  not  going  to  do  the 
job;  all  they  can  do  is  give  you  the  tools  for  what 
must  be  an  individual  effort  by  individual  doctors 
with  their  individual  patients.  You  need  to  make 
your  individual  patients,  and  through  them  the 
AARP  and  other  seniors  groups,  understand  that 
the  Washington  establishment  insists  on  having 
its  cake  and  eating  it  too,  and  that  the  lame,  the 
halt,  and  the  old  are  not  a very  big  piece  of  it. 

Your  patients  are  the  ones  who  will  have  to 
get  the  system  changed  if  it  is  to  be  changed.  The 
Washington  establishment  from  top  to  bottom, 
and,  if  not  entirely,  then  almost,  to  a man,  sees 
all  our  efforts  as  self-serving;  that  is  because  it 
takes  one  to  know  one. 

J.B.T. 


Grow  Old  Along  With  Me 

Grow  old  along  with  me,  the  best  is  yet  to  be — 

The  last  of  life  for  which  the  first  was  made. 

— Robert  Browning 
Rabbi  Ben  Ezra 
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Hogwash!  What  did  Robert  Browning  know? 
He  was  only  barely  20  years  old  when  he  penned 
those  lines.  I’ll  bet  before  he  died  at  the  age  of 
77  he  wished  he  could  eat  them.  Although  for 
most  of  us  being  old  may  not  be  all  bad,  and  in 
most  cases  is  better  than  the  alternative,  individ- 
ual circumstances  prevent  that  statement’s  being 
all-inclusive,  too.  It  is  something  the  young  should 
leave  alone,  even  taking  into  account  poetic  li- 
cense, since  it  is  something  they  don't  know  any- 
thing about.  Of  course,  such  a deficiency  has 
never  deterred  very  many  people,  particularly  the 
young. 

In  the  first  place,  neither  they  nor  I even  know 
what  old  is,  since  it  is  on  a sliding  scale  without 
precise  boundaries;  it  depends  on  who  is  defining 
it,  and  it  is  independent  of  the  calendar.  When  I 
was  in  the  first  grade  I thought  my  beautiful 
young  teacher  dreadfully  old;  I was  in  love  with 
her,  of  course,  but  notwithstanding  that,  she  was 
ancient  just  the  same.  When  next  I ran  into  her 
some  20  years  later,  I was  overwhelmed  at  how 
she  had  retained  her  youth  and  beauty.  Why,  she 
didn’t  seem  much  older  than  I. 

I get  papers  submitted  every  now  and  then  in 
which  everyone  over  60  years  old  is  defined  as 
elderly.  I tell  those  authors  to  quit  editorializing 
and  stick  to  the  facts,  though  there  was  a time 
not  so  very  long  ago  when  I would  have  agreed 
with  them.  Western  civilization  is  more  or  less 
stuck  with  the  biblical  definition  of  life  span  giv- 
en in  Psalm  90,  said  to  be  a prayer  of  Moses, 
that  “the  days  of  our  years  are  threescore  years 
and  ten,”  or  70;  the  psalm  goes  on  to  caution 
that  “if  by  reason  or  strength  they  be  fourscore 
(80),  yet  is  their  strength  labor  and  sorrow;  for 
they  are  soon  cut  off.  ...”  Though  because  of 
public  health  laws  laid  down  by  Moses,  Israel  did 
better  than  most,  infant  mortality  was  high,  and 
making  it  to  age  70  was  chancy  at  best.  Nowa- 
days there  are  quite  a few  octogenarians  who 
might  resent  being  referred  to  as  elderly;  at  the 
same  time,  I doubt  they  would  consider  theirs 
the  “best”  part  of  life  that  the  poet  referred  to. 
Though  the  federal  government  considers  one  a 
“senior”  (euphemistic  for  old)  at  65,  they  have 
quit  passing  out  largess  automatically  until  age 
70,  and  the  courts  have  ruled,  since  the  courts 
are  often  “up  in  years,”  too  (another  euphe- 
mism), that  a body  can’t  be  dumped  simply  be- 
cause of  chronological  age. 

However  all  of  that  may  be.  our  Uncle  Sam 
thinks  he  knows  what  elderly  is,  no  matter  what 
he  calls  it.  The  federal  teat  that  he  proffers  has 


prickles  on  it,  and  not  only  that,  its  milk  has  cur- 
dled. It's  hard  to  say  which  it  aggravates  most — 
the  recipient  or  his  doctor.  There  is  a certain  ig- 
nominy in  just  signing  up  for  Medicare,  and  if  it 
were  not  illegal,  doctors  would  rather  do  a lot  of 
the  work  free.  It  has  in  common  with  other  in- 
surance policies  and  HMOs  that  both  the  patient 
and  his  doctor  are  often  at  the  mercy  of  high 
school  drop-outs.  The  federal  largess  is  rapidly 
becoming  smalless,  as  budgetary  considerations 
dictate  what  is  going  to  amount  to  rationing,  by 
whatever  name.  I started  not  even  to  include  this 
paragraph,  since  this  is  one  bit  of  information  the 
young  are  acquiring  on  their  own. 

My  grandmother  used  to  maintain  that  her 
joints  told  her  when  it  was  going  to  rain,  prompt- 
ing a somewhat  scornful,  “Sure  they  do”  from 
the  youthful  owners  of  intact  articular  cartilage. 
Among  the  young,  only  the  owners  of  football 
(or  whatever)  knees  will  side  with  me  in  apolo- 
gizing to  my  grandmother  for  doubting  her  attri- 
butes. It  is  not  that  we  would  have  thought  of 
accusing  that  righteous  lady  of  falsification;  it  is 
just  that  we  believed  her  self-deluded.  Since  my 
record  now  stacks  up  pretty  well  with  the  less 
than  enviable  one  of  the  weather  men  (who  on 
the  various  TV  channels  can  never  even  reach 
consensus),  I look  back  on  my  grandmother  as  a 
real  oracle  weather-wise.  All  the  youthful  have 
to  do  to  find  out  that  aging  joints  creak  and  pop 
is  to  listen;  what  they  can  find  out  only  by  expe- 
rience is  that  aging,  creaking,  popping  joints  ache. 
Aging,  creaking,  popping  joints  can  undergo  var- 
ious operative  procedures  to  fix  them,  provided 
third  party  carriers  agree,  which  can  sometimes 
or  oftener  be  a problem.  Either  with  surgery  or 
without,  joints  become  a part  of  the  “labor  and 
sorrow”  (l&s)  Moses  spoke  of.  There  are  also 
nonsurgical  means  at  one’s  disposal  for  coping 
with  worn  joints,  but  they  can  make  you  bleed 
and  give  you  ulcers — also  l&s. 

There  are  other  bodily  things  that  become  less 
functional  as  time  goes  on.  Some  are  relatively 
major,  and  others  relatively  trivial.  Those  mak- 
ing the  distinction  are  generally  relatively 
youngsters  who,  like  Browning,  simply  don't 
comprehend  the  problem;  some  of  what  the  oth- 
er fellow  considers  trivial  looms  large  to  the 
owner,  whatever  his  age.  I would  observe  that 
few  deletions  and  dislocations  are  considered  mi- 
nor to  the  deprived,  with  the  possible  exception 
of  the  appendix  and  wisdom  teeth — and  under 
certain  circumstances  the  Fallopian  tubes.  An  el- 
derly (80  plus  or  so  in  my  vocabulary)  incipient 
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astrate  observed  that  he  knew  that  certain  ob- 
jects of  his  affection  no  longer  served  any  useful 
function,  but  that  if  it  was  all  the  same  to  his 
doctors,  he  had  gotten  used  to  them  hanging  there 
between  his  legs,  and  he  believed  he’d  just  keep 
them. 

Looming  large  among  the  deprivations  and 
dislocations  are,  of  course,  familiar  faces,  which 
begin  to  drop  out  at  an  alarmingly  progressive 
rate,  and  although  occasionally  this  is  salubrious, 
usually  it  is  anything  but.  It  is  bad  enough  when 
the  deletions  are  physical;  problems  are  com- 
pounded when  they  are  central.  There  is  small 
comfort,  I guess,  in  the  loser’s  lack  of  a sense  of 
loss  and  associated  grief  when  the  loss  is  due  to 
failing  memory;  though  we  may  think  we  know, 
because  we  think  neuron  attrition  is  keeping  pace 
with  declining  mentation,  no  one  can  ever  really 
be  sure  what  is  going  on  in  a dilapidated  mind. 
Grief  may  be  just  lying  there  inexpressible — 
which  may  be  even  worse.  Who  knows? 

Perhaps  while  we  are  talking  about  such  losses 
as  those,  it  is  inappropriate  to  use  the  term 
“grief”  in  the  context  of  “the  last  time  I’ll  ever 
get  to  . . .”  but  perhaps  it  isn’t,  either.  Every  time 
I go  to  a meeting  such  as,  for  example,  the  AMA, 
someone  will  say,  “I  won't  be  seeing  you  next 
year.”  Now  of  course  that  has  always  gone  on 
every  year,  and,  also  of  course,  it  can  occur  un- 
expectedly at  any  time.  In  addition,  you  can 
yourself  become  the  unexpectedly  dear  depart- 
ed. Everybody  knows  that;  the  young  simply  pay 
less  attention  to  that  possibility  than  their  elders 
do.  But  now  it  has  gotten  to  where  the  ones  say- 
ing such  things  are  friends  who  started  out  with 
me  in  various  endeavors  many  years  ago.  One 
tends  now  to  say,  “The  next  time  I’m  here  . . .” 
with  a little  less  assurance. 

At  the  same  time,  one  hesitates  to  think,  much 
less  say,  “This  is  the  last  time  I’ll  ever  get 
to  . . . .”  That’s  a sure  sign  of  being  on  the  down- 
side of  the  hill  headed  West.  And  anyhow,  who 
knows? 

J.B.T. 


;Happy 
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Charles  Norris  Hickman , age  66.  Died  August  31, 1989. 
Graduate  of  Jefferson  Medical  College.  Member  of 
Consolidated  Medical  Assembly  of  West  Tennessee. 

Augustus  McCravey,  age  79.  Died  September  15,  1989. 
Graduate  of  Medical  College  of  Georgia.  Member  of 
Chattanooga-Hamilton  County  Medical  Society. 

James  Van  McRady,  age  91.  Died  August  22,  1989. 
Graduate  of  Vanderbilt  University  School  of  Medicine. 
Member  of  Lincoln  County  Medical  Society. 

Jarrell  Penn,  age  90.  Died  September  10,  1989.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Knoxville  Academy  of  Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Cynthia  Lozier,  M.D.,  Camden 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Shirley  A.  Bard,  M.D.,  Tullahoma 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Len  F.  Bellingrath,  M.D.,  Knoxville 
John  Minchey,  M.D.,  Knoxville 
Nay  ana  M.  Trivedi,  M.D.,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

E.  Michael  McKee,  M.D.,  Morristown 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

Susan  Mack  Aguillard,  M.D.,  Memphis 
Nancy  Ann  Chase,  M.D.,  Memphis 
James  Curtis  Dilday,  M.D.,  Memphis 
Michael  L.  Edelson,  M.D.,  Memphis 
William  Murray  Fesmire,  M.D.,  Memphis 
Teresa  Otely  Fox,  M.D.,  Memphis 
Randall  Carl  Frederick,  M.D.,  Memphis 
James  W.  Harkess,  M.D.,  Memphis 
Gary  H.  Lipscomb,  M.D.,  Memphis 
Lee  Wilkes  McCallum,  M.D.,  Memphis 
T.  Carter  Towne,  M.D.,  Memphis 
Charles  Russell  Wallace,  Jr.,  M.D.,  Memphis 
Laura  Yeates,  M.D.,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Roger  Charles  Lind,  M.D.,  Clarksville 
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TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
August  1989.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

David  C.  Chaffin,  M.D.,  Cleveland 
Gerald  M.  Fenichel,  M.D.,  Nashville 
Walter  W.  Frey,  M.D.,  Nashville 
Robert  B.  Gaston,  Jr.,  M.D.,  Nashville 
James  H.  Growdon,  Jr.,  M.D.,  Nashville 
James  W.  Hays,  M.D.,  Nashville 
Gordon  J.  Jacobs,  M.D.,  McMinnville 
Phillip  R.  Langsdon,  M.D.,  Germantown 
William  H.  Marsh,  M.D.,  Chattanooga 
Rodney  M.  McMillin,  M.D.,  Harriman 
Bill  M.  Nelson,  M.D.,  Knoxville 
John  R.  Nelson,  Jr.,  M.D.,  Knoxville 
Harold  S.  Sacks,  M.D.,  Memphis 
Keith  J.  Simon,  M.D.,  Tullahoma 
Martin  H.  Wagner,  M.D.,  Nashville 
Burnice  H.  Webster,  M.D.,  Nashville 
Robert  H.  Wood,  Jr.,  M.D.,  Crossville 


pci/OAcil  new/ 


George  Cowan,  M.D.,  Memphis,  has  been  chosen  pres- 
ident-elect of  the  American  Society  of  Bariatric  Surgery 
for  1990-1991. 

Ronald  Perry,  M.D.,  Knoxville,  has  been  elected  a Fel- 
low of  the  American  College  of  Radiology. 

The  following  TMA  members  have  been  elected  Fel- 
lows of  the  American  Academy  of  Pediatrics:  Thomas 

L.  Clary,  M.D.,  Oak  Ridge;  Elizabeth  White  Koonce, 

M. D.,  Franklin. 


announcement/ 


Dec.  2-5 

Dec.  2-7 
Dec.  6-8 

Dec.  7-10 
Dec.  9-12 
Dec.  12-17 

Jan.  2-6 
Jan.  10-13 
Jan.  17-20 
Jan.  21-27 
Jan.  28-31 


CALENDAR  OF  MEETINGS 

NATIONAL 

American  Society  of  Hematology — Mar- 
riott/Inforum, Atlanta 
American  Academy  of  Dermatology 
Neurology  for  the  Non-Neurologist  (spon- 
sored by  Rush-Presbyterian-St.  Luke's 
Medical  Center) — Ambassador  West  Hotel, 
Chicago 

American  Academy  of  Psychoanalysis — 
South  Seas  Plantation,  Captiva  Island,  Fla. 
American  Psychoanalytic  Association — 
Waldorf-Astoria,  New  York 
American  Academy  of  Neurological  and 
Orthopaedic  Surgeons — Bally’s  Hotel,  Las 
Vegas 

American  Society  of  Law  and  Medicine— 
Hyatt  Regency,  Waikoloa,  Hawaii 
Contact  Lens  Association  of  Ophthalmolo- 
gists— Caesar's  Palace,  Las  Vegas 
Southern  Society  for  Pediatric  Research — 
Hyatt  Regency,  New  Orleans 
Southern  Clinical  Neurological  Society — 
Cheeca  Lodge,  Islamorada,  Fla. 
Southeastern  Surgical  Congress — The  Re- 
gistry Resort,  Naples,  Fla. 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

July  11,  1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Jr.,  M.D. 

Oscar  M.  McCallum,  M.D. 

Chris  Blevins,  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by  Duane  C. 
Budd,  M.D.,  president.  The  minutes  from  the  April  20,  1989 
and  May  30,  1989  meetings  were  approved  as  submitted. 

Reciprocity  applications  were  approved  for  Drs.  Wagdy 
A.  Bagous,  Ricardo  F.  Causo,  J.  Harvey  Beall,  Jr.,  Larry  E. 
Davenport,  George  A.  Ibrahim,  Robert  J.  Lazer,  Ronald  F. 
Lech,  Arthur  Manoli,  II,  Scott  C.  McCuskey,  John  Mc- 
EUigott,  Emmanuel  I.  Nwokeji,  Michael  J.  Renner,  and  James 
D.  Williams.  The  applications  for  Drs.  Robert  G.  Peden  and 
Steven  W.  Vince  were  denied  since  they  had  been  scheduled 
before  the  Board  twice  and  had  not  shown.  No  action  was 
taken  on  the  following  applications  due  to  the  fact  that  the 
applicants  were  not  present:  Drs.  Charles  E.  Farmer,  Eugene 
V.  Grace,  and  George  E.  Houze. 

The  Hearings  for  the  following  were  continued:  Drs.  Neil 
J.  Kellman,  Richard  Bland,  Glenn  Williams,  Tuckey  Hayes, 
Jr.,  R.  B.  Baird,  Chin  Lee,  and  Hal  Henderson. 

Hearings 

Manuel  De  La  Rocha,  M.D.,  was  charged  with  the  follow- 
ing: a pattern  of  continued  or  repeated  malpractice,  igno- 
rance, negligence  or  incompetence  in  the  course  of  medical 
practice  [TCA  63-6-214(a)(4)];  dispensing,  prescribing,  or 
otherwise  distributing  any  controlled  substance  or  any  other 
drug  not  in  the  course  of  professional  practice,  or  not  for  a 
legitimate  medical  purpose,  or  not  in  good  faith  to  relieve 
pain  and  suffering,  or  not  to  cure  an  ailment,  physical  infir- 
mity or  disease  [TCA  63-6-213(a)(  12) ; 21  CFR  1306], 

The  Board  accepted  an  agreed  order  as  follows:  (1)  The 
respondent  shall  initially  be  on  probation  for  a period  of  two 
years.  In  no  event  shall  the  respondent  consider  himself  off 
probation  without  permission  from  the  Board  which  may  only 
be  obtained  by  reappearing  before  the  Board  for  an  evalua- 
tion at  the  end  of  the  two-year  period.  (2)  The  Drug  En- 
forcement Administration  (DEA)  license  for  prescribing 
Schedule  II  substances  possessed  by  the  respondent  must  be 
suspended  for  a two-year  period.  The  respondent  may  reob- 
tain his  DEA  license  for  prescribing  Schedule  II  substances 
upon  reappearing  before  the  Board  for  an  evaluation,  at  the 
end  of  the  two-year  period.  (3)  The  period  of  probation  and 
suspension  of  DEA  license  shall  begin  upon  the  signing  of 
this  order. 

Charles  G.  Graves,  Jr.,  M.D.,  was  charged  with  the  fol- 
lowing: improperly  written  prescriptions  for  his  patients  for 
addictive  substances;  written  prescriptions  which  were  not  in 
the  usual  course  of  medical  practice  to  patients  on  a regular 
basis;  written  prescriptions  for  narcotic  and  other  drugs  to 


Parts  of  these  minutes  not  relevant  to  the  medical  profession  have 
been  deleted. 
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patients  over  an  extended  period  of  time  which  were  not  for 
a legitimate  medical  purpose. 

The  Board  accepted  an  agreed  order  as  follows:  (1)  The 
respondent’s  privileges  to  write  prescriptions  for  Scheduled 
drugs  shall  be  restricted  to  the  issuance  of  prescriptions  for 
controlled  substances  in  the  Schedule  III  and  IV  categories 
for  a period  of  six  months.  At  the  end  of  six  months,  the 
respondent  must  appear  before  the  Board  to  request  the  lift- 
ing of  these  restrictions.  (2)  The  respondent  shall  in  a timely 
manner  complete  continuing  medical  education  that  shall  be 
assigned  by  Dr.  David  Dodd  of  the  Tennessee  Medical  As- 
sociation. 

Kenneth  Lister,  M.D.,  was  charged  with  prescribing  to  his 
ex-wife  who  was  a drug  addict.  Since  Dr.  Lister  is  no  longer 
married  to  the  lady  and  has  no  further  contact  with  her,  the 
Board  voted  to  dispose  of  this  matter  with  an  oral  reprimand. 
Said  oral  reprimand  would  be  issued  to  the  physician  by  the 
attorney  for  the  Board. 

John  Boylin,  M.D.,  was  charged  with  re-using  disposable 
needles.  Upon  recommendation  of  the  Board  consultant,  the 
Board  voted  to  dismiss  the  charges  as  stated  in  the  following 
order  of  dismissal:  WHEREAS  the  respondent  has  assured 
the  Board  of  Medical  Examiners  that  he  is  no  longer  re-using 
disposable  needles  and  will  not  do  so  in  the  future;  WHERE- 
AS Board  consultant,  Howard  Foreman,  M.D.,  has  inter- 
viewed the  respondent  and  issued  a report  to  the  Board  of 
Medical  Examiners  recommending  that  this  case  not  go  to 
hearing;  NOW  THEREFORE,  the  above-styled  case  is  hereby 
dismissed. 

Odis  Strong,  M.D.,  was  charged  with  violating  a previous 
order  of  the  Board,  dated  Feb.  19,  1988,  in  failing  to  submit 
quarterly  reports  to  the  Board  consultant;  has  engaged  in  solo 
practice;  and  failed  to  appear  before  the  Board  one  year  after 
entry  of  the  order.  After  hearing  the  testimony  of  proof,  the 
Board  voted  to  revoke  Dr.  Strong’s  license. 

Other  Business 

Patrick  Craven,  M.D. — Request  for  DEA  Reinstatement. 
The  Board  voted  to  reinstate  the  DEA  privileges  with  the 
following  conditions:  (1)  The  respondent  shall  enter  into  and 
maintain  a two-year  contract  with  the  Tennessee  Medical  As- 
sociation’s Impaired  Physician  Program.  (2)  The  Impaired 
Physician  Program  Director  shall  promptly  notify  the  Board 
of  Medical  Examiners  if  the  above  contract  is  violated  or  not 
completed. 

At  the  request  of  his  attorney,  the  Request  for  Lifting  of 
Restrictions  on  license  of  Ricardo  Sambat,  M.D.,  was  contin- 
ued. 

The  Board  requested  the  Investigations  Section  to  check 
on  whether  Frank  Chin,  M.D.,  had  complied  with  the  order 
which  reinstated  his  license  and  report  back  to  the  Board  at 
its  next  meeting. 

House  Bill  No.  193 — Civil  Penalties:  Mr.  Bill  Penny,  at- 
torney to  the  Board,  discussed  in  detail  this  bill  which  was 
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passed  into  law  during  the  last  Legislative  session.  It  enables 
Boards  to  assess  certain  civil  penalties.  Mr.  Penny  will  file  a 
Notice  of  Rulemaking  Hearing  in  order  to  allow  the  Board 
to  promulgate  Rules  concerning  these  civil  penalties.  The 
Rulemaking  Hearing  will  be  held  sometime  in  September, 
1989. 

Minutes  from  the  Rulemaking  Hearing  that  was  held  on 
May  18,  1989  were  presented  to  the  Board  with  copies  of 
testimony  which  were  presented  at  the  hearing.  The  Board 
will  now  consider  formulating  Rules  on  the  various  subjects. 
Mrs.  Blair  was  instructed  to  write  the  Alabama  and  Virginia 
Boards  for  information  as  to  their  method  of  approving  for- 
eign medical  schools  and  their  experience  and  problems  with 
this. 

Mrs.  Blair  brought  to  the  Board  the  responses  from  the 
other  State  Boards  to  the  subject  of  a newsletter  or  infor- 
mational bulletin.  Dr.  Cloud,  secretary  of  the  Board,  will  re- 
view these  and  report  back  to  the  Board  at  the  next  meeting. 

The  Physician  Assistant  Committee  presented  to  the  Board 
a Statement  of  Intent  concerning  its  Rule  on  Scope  of  Prac- 
tice. The  Board  reaffirmed  that  it  had  approved  the  Rule 
prior  to  submission  and  still  feels  that  the  Rule  is  sufficient 
as  written.  A member  of  the  Board  will  attend  the  Govern- 
ment Operations  Committee  meeting  along  with  members  of 
the  committee. 

Respiratory  Care — Supervision  Rules:  The  Respiratory 
Care  Council  presented  its  Rule  concerning  supervision.  The 
Council  is  adopting  the  definitions  which  the  Board  of  Med- 
ical Examiners  had  suggested.  The  Board  suggested  that  the 
Council  put  the  Rules  in  proper  form  for  filing  and  add  the 


definition  for  Direct  Supervision  and  present  them  to  the 
Board  at  its  next  meeting. 

The  Board  reaffirmed  its  previous  commitment  of  its  pol- 
icy that  Specialty  Board  certification  be  the  only  waiver  of  a 
low  score  on  day  1 of  the  old  FLEX  and  that  scores  below 
75  on  days  2 and  3 would  not  be  waived  under  any  circum- 
stances. 

There  being  no  further  business,  the  meeting  adjourned 
at  4:30  pm. 


CORRECTION 

The  Minutes  of  the  May  30,  1989  Board  of  Medical 
Examiners  Meeting,  published  on  pages  506-508  in  the 
September  issue  of  the  Journal , in  regard  to  George 
McElroy,  M.D.,  reflected  the  wrong  wording  in  the 
agreed  order.  The  correct  wording  follows: 

By  agreement  of  the  parties  the  above-styled  mat- 
ter has  been  continued.  By  further  agreement  between 
the  parties,  until  this  matter  comes  to  hearing,  the  re- 
spondent will:  (1)  suspend  the  issuance  of  all  Schedule 
II  prescriptions;  (2)  exercise  cautious  judgment  in  is- 
suance of  all  other  Scheduled  drugs.  The  case  is  re- 
moved from  the  May  30-31,  1989  docket  and  is  to  be 
set  on  a date  agreed  to  by  the  parties  or  in  the  absence 
of  an  agreement,  by  the  administrative  law  judge  as- 
signed to  hear  the  matter. 


Tb  all  the  reasons  for  buying 
a Mercedes-Benz  S-Class, 
the  300 SE  adds  one  more. 


A member  of  the  Mercedes-Benz  S-Class,  the  300 SE  offers  an  S-Class  sedans 
exalted  engineering.  Engineering  that  results  in  a new  equation  of  Mercedes-Benz 
performance,  comfort,  reliability  and  value.  For  a test  drive  of  the  300 SE,  we 
invite  you  to  see  us  today. 

Motor  Cars 

660  Lafayette  Nashville,  TN  615-742-8000 
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continuing  medkql 
education  opporhKiwo 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  I credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 

Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 

Dec.  1-2  Annual  High  Risk  Obstetric  Seminar  and 

Everett  M.  Clayton — John  Zelenik  Memo- 
rial Lecture 

Dec.  2-3  Annual  Update  in  Anesthesiology/Benjamin 

Howard  Robbins  Memorial  Lecture 

For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine,  CCC- 
5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician's request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  coritact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel. (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 
Continuing  Education  Schedule 


Dec.  8-10 
Jan.  27-Feb.  3 
Feb.  8-10 
Feb.  24-25 
March  10-16 

March  28- 
April  1 
May  3-4 


Feb.  17-24 
April  17-21 

May  3-4 
May  30-June  3 


Memphis 

8th  Annual  Gynecological  Surgery  Seminar 
Medicine  Review  ’90 
Prostate  Cancer 
Radiology  Seminar 

23rd  Annual  Review  Course  for  the  Family 
Physician 

Critical  Care  Medicine  Conference — Hot 
Springs,  Ark. 

Update  ’90 

Chattanooga 

Topics  in  Medicine — Maui,  Hawaii 
Infectious  Diseases — St.  Thomas,  Virgin 
Islands 

Emergency  Medicine 
Family  Medicine  Review 


For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office 
of  Continuing  Medical  Education,  University  of  Tennessee, 
800  Madison  Ave.,  Memphis,  TN  38163,  Tel.  (901)  528-5547. 


EAST  TENNESSEE  STATE  UNIVERSITY 

Jan.  6-14  Medical  Updates  XI — Park  City,  Utah 

Feb.  8 School  Health  X,  “Developmental  Varia- 

tions: Styles  of  Learning  and  Thinking  in 
Childhood” 

For  information  contact  Ramona  Lainhart,  Ph.D.,  Office 
of  CME,  James  H.  Quillen  College  of  Medicine,  P.O.  Box 
19660 A,  Johnson  City,  TN  37614,  Tel.  (615)  929-6204. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service's  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 


OF  SPECIAL  INTEREST 


RUSH-PRESBYTERIAN-ST.  LUKE’S  MEDICAL  CENTER 

Dec.  6-8  Neurology  for  the  Non-Neurologist — The 

Ambassador  West  Hotel,  Chicago 

For  information  contact  Office  of  CME,  Rush  University, 
600  S.  Paulina,  Chicago,  IL  60612,  Tel.  (312)  942-7095. 
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Population  Screening  for  Plasma 
Cholesterol:  Community -Based 

Results  From  Memphis 

JOSHUA  E.  MUSCAT,  M.P.H.;  RANDALL  E.  HARRIS,  Ph.D.,  M.D.; 
NANCY  J.  HALEY,  Ph.D.;  and  ERNST  L.  WYNDER,  M.D. 


Introduction 

Elevated  blood  cholesterol  levels  is  a major 
risk  factor  for  coronary  heart  disease  (CHD).  The 
risk  for  CHD  rises  progressively  with  cholesterol 
levels,  especially  when  levels  rise  above  200  mg/ 
dl.  In  1984,  the  National  Institutes  of  Health 
Consensus  Development  Conference  on  Lower- 
ing Blood  Cholesterol  concluded  that  lowering 
elevated  cholesterol  levels  will  reduce  the  risk  of 
heart  disease.1  Yet  the  majority  of  Americans  are 
unaware  of  their  cholesterol  levels. 

In  1985,  the  American  Health  Foundation 
conducted  a large  population  screening  in  New 
York  City  to  increase  individual  awareness  of 
cholesterol  as  a risk  factor  for  heart  disease.2  Of 
the  more  than  12,000  participants,  more  than  half 
did  not  know  their  level  prior  to  the  screening, 
and  nearly  a third  were  found  to  have  serum 
cholesterol  levels  placing  them  at  moderate  or 
high  risk  for  CHD.  Accurate  determination  of 
cholesterol  levels  can  be  done  either  at  a physi- 

From  the  Division  of  Epidemiology  and  the  Section  of  Clinical 
Biochemistry,  American  Health  Foundation.  New  York. 

Reprint  requests  to  American  Health  Foundation,  320  E.  43rd  St.. 
New  York.  NY  10017  (Mr.  Muscat). 


dan's  office  or  through  population  screenings  in 
the  community.  From  a public  health  viewpoint, 
population  cholesterol  screenings  should  be  im- 
plemented to  both  determine  a participant's  cho- 
lesterol level,  and  to  encourage  regular  diagnos- 
tic measurements  in  a physician's  office. 

In  June  1988,  a cholesterol  screening  was  con- 
ducted in  Memphis.  This  effort  involved  hospi- 
tals, health  professionals,  and  media  experts. 
With  the  cooperation  of  WREG-TV  in  Mem- 
phis, a series  on  cholesterol  was  broadcasted  em- 
phasizing the  risk  for  CHD,  and  providing  infor- 
mation on  the  location  and  time  of  the  screenings. 
After  five  days  of  screening,  14,561  participants 
had  been  tested.  Only  23%  reported  having  had 
a cholesterol  test  in  the  past,  with  51%  of  these 
people  reporting  that  the  previous  readings  were 
elevated.  Hence,  their  interest.  One  year  after 
the  screening,  follow-up  data  concerning  choles- 
terol treatment  were  collected  from  high-risk 
participants. 

This  report  describes  the  characteristics  of  the 
cholesterol  screening  participants,  and  follow-up 
data  in  Memphis.  Data  were  collected  on  demo- 
graphics, health  status  and  attitudes,  smoking 
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habits,  and  cardiovascular  disease  history.  We 
examined  factors  that  are  associated  with  elevat- 
ed plasma  cholesterol  levels  and  analyzed  follow- 
up data  collected  from  subjects  with  hypercho- 
lesterolemia. 

Materials  and  Methods 

Each  participant  completed  a computer  scan- 
nable  questionnaire  and  signed  a consent  form 
before  blood  samples  were  taken.  A unique 
accession  number  was  assigned  to  each  person 
and  attached  to  the  survey  instrument,  results 
card,  and  blood  sample. 

Blood  was  drawn  by  finger  puncture  with  a 
sterile  lancet  (Becton  Dickenson  & Co.,  Frank- 
lin Lakes,  New  Jersey)  and  collected  into  300  (jlI 
vials  by  capillary  action.3  These  vials  (Sarstedt 
Inc.,  Princeton,  NJ)  contained  lithium  heparin  as 
an  anticoagulant.  Blood  was  centrifuged  imme- 
diately in  Eppendorf  microfuge  centrifuges  and 


the  resultant  plasma  analyzed  for  total  plasma 
cholesterol. 

Analytical  Method.  Kodak  Ektachem  DT-60 
analyzers  (Eastman  Kodak  Co.,  Rochester,  NY) 
were  used  at  the  screening  sites  to  allow  for  im- 
mediate return  of  cholesterol  results  to  all  partici- 
pants. Twelve  analyzers  were  calibrated  to  a single 
lot  number  of  reagents  by  American  Health  Foun- 
dation staff.  These  instruments  were  then  sent  to 
each  testing  site  where  calibration  was  confirmed 
and  a series  of  control  fluids  was  analyzed. 

Reported  Values.  The  plasma  cholesterol  lev- 
els used  to  define  desirable,  moderate,  or  high 
risk  were  taken  from  the  values  published  fol- 
lowing the  NHLBI  Consensus  Conference.1  Nu- 
tritional information  was  made  available  to  all 
participants,  and  those  in  the  moderate  or  high- 
risk  category  were  referred  to  their  physician  for 
retesting  and  evaluation.  If  a high-risk  person 
without  a physician  was  identified,  the  participat- 
ing hospitals  provided  names  of  physicians  will- 
ing to  accept  new  patients. 


TABLE  1 

DEMOGRAPHIC  CHARACTERISTICS  OF  SCREENEES  IN  MEMPHIS 


Men 

Women 

Total 

Characteristics 

No. 

Percent 

No. 

Percent 

No. 

Percent 

Sex 

6,185 

42.5 

8,376 

57.5 

14,561 

100. 

Age 

< 18 

109 

1.8 

104 

1.3 

213 

1.5 

18-30 

533 

8.7 

767 

9.3 

1,300 

9.0 

31-40 

1,107 

18.1 

1,328 

16.1 

2,435 

16.9 

41-50 

1,075 

17.6 

1,504 

18.2 

2,579 

17.9 

51-60 

1,198 

19.6 

1,746 

21.1 

2,944 

20.5 

61-70 

1,409 

23.0 

1,847 

22.4 

3,256 

22.7 

> 70 

684 

11.2 

963 

11.7 

1,647 

11.5 

Race 

White 

5,883 

96.7 

7,792 

95.8 

13,675 

96.2 

Black 

170 

2.8 

298 

3.7 

468 

3.3 

Hispanic 

7 

0.1 

13 

0.2 

20 

1.4 

Other 

21 

0.3 

28 

0.3 

49 

3.4 

Education 

Grammar  school 

836 

14.1 

1,082 

13.5 

1,918 

13.8 

High  school 

2,139 

47.4 

3,790 

47.4 

5,929 

42.6 

Some  college 

1,247 

21.3 

1,706 

21.3 

2,953 

21.2 

College  graduate 

1,059 

12.1 

968 

12.1 

2,027 

14.6 

Postgraduate 

639 

5.7 

454 

5.7 

1,093 

7.9 

Smoking 

Never  smoked 

2,542 

42.4 

5,417 

67.1 

7,959 

56.6 

Ever  smoked 

3,458 

57.6 

2,653 

32.9 

6,111 

43.4 

Current  smoker 
Reason  for  Screening 

1,088 

13.5 

1,267 

17.4 

2,355 

16.7 

Family  history 

466 

7.5 

900 

10.7 

1,366 

9.4 

High  cholesterol 

476 

7.7 

728 

8.7 

1,204 

8.3 

Curiosity 

1,254 

20.3 

1,339 

16.0 

2,593 

17.8 

Health  conscious 

3,399 

55.0 

4,312 

51.5 

7,711 

53.0 

Not  stated 

590 

9.5 

1,097 

13.1 

1,687 

11.6 
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Statistical  Methods 

Cholesterol  data  were  tabulated  in  cross  clas- 
sification tables,  and  means  with  95%  confidence 
limits  (95%  CL)  were  calculated  for  the  resulting 
categories.  Curvilinear  regression  analysis  was 
utilized  to  model  the  changing  pattern  of  choles- 
terol with  age  for  each  sex.  Effects  of  cardiovas- 
cular disease  (prior  heart  attack,  hypertension, 
or  diabetes  mellitus)  were  assessed  by  analysis  of 
covariance  performed  with  the  general  linear 
models  procedure  of  the  statistical  analysis  sys- 
tem (SAS).4  Effects  of  cigarette  smoking  on  cho- 
lesterol levels  among  individuals  without  other 
risk  factors  were  also  examined  by  analysis  of 
covariance.  Least  squares  estimates  of  mean  val- 
ues with  adjustments  for  age  were  obtained  and 
tested  for  significant  differences  by  Duncan's 
multiple  range  procedure.  Follow-up  data  on 
cholesterol  levels  were  examined  by  correlation 
analysis.  Paired  t-tests  were  also  performed  to 
evaluate  the  average  reduction  in  cholesterol  lev- 
els after  treatment. 

Since  the  current  level  of  cholesterol  may  be 
indicative  of  one's  recent  history  of  myocardial 
infarction,  we  decided  to  examine  the  reported 
incidence  of  heart  attacks  among  groups  by  in- 
creasing cholesterol  risk  level,  i.e.,  less  than  200, 
200-239,  and  240+  mg/dl.  For  this  purpose,  the 
cumulative  risk  (CR)  for  a particular  interval  of 
cholesterol  values  was  estimated  by  the  standard 
formula,  CR=1  - product  (1  - x/n)r,  where  x 
and  n are  the  observed  numbers  of  infarcts  and 
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Figure  1.  Average  cholesterol  levels  and  95%  confidence  intervals  by 
age  and  sex. 


individuals  per  age  decade,  respectively,  over  r 
successive  age  decades.5  The  95%  confidence 
limits  for  these  estimates  were  obtained  by  the 
method  of  Greenwood.6 

Results 

Table  1 provides  demographic  variables  of  the 
14,561  screenees.  Women  predominated  as  par- 
ticipants in  the  screening  in  a ratio  of  1.4:1,  fe- 
male to  male.  Findings  show  the  general  sample 
to  be  considerably  older  and  more  educated  than 
the  average  United  States  population.  Fifty-five 
percent  of  the  screenees  were  above  the  age  of 
50  years.  Twenty-three  percent  were  college 
graduates.  Compared  to  the  general  population 


TABLE  2 

CHOLESTEROL  LEVELS  (mg/dl)  IN  14,561  SCREENEES  FROM  MEMPHIS 


Age  (yrs) 

No. 

Average 

Cholesterol 

<140 

Men 

<18 

109 

160 

21.1 

18-30 

533 

182 

12.8 

31-40 

1,107 

202 

4.1 

41-50 

1,075 

208 

2.9 

51-60 

1,198 

225 

2.5 

61-70 

1,409 

229 

2.8 

>70 

684 

225 

4.4 

Women 

<18 

104 

164 

22.1 

18-30 

767 

182 

12.8 

31-40 

1,328 

202 

6.6 

41-50 

1,504 

208 

2.4 

51-60 

1,746 

225 

1.3 

61-70 

1,847 

229 

0.9 

>70 

963 

225 

1.0 

Percent  of  Screenees  at 


140-159 

160-179 

180-199 

200-219 

29.4 

26.6 

13.8 

6.4 

18.0 

19.0 

20.1 

13.5 

8.3 

18.1 

18.2 

19.5 

6.5 

12.1 

21.2 

21.6 

4.7 

13.4 

18.5 

19.8 

5.5 

12.6 

16.9 

20.8 

7.5 

15.9 

19.9 

20.2 

25.0 

23.1 

19.2 

6.7 

15.9 

23.2 

20.6 

14.7 

12.8 

23.3 

23.9 

14.8 

6.6 

17.0 

22.4 

21.1 

2.7 

7.6 

14.3 

20.4 

2.7 

7.2 

13.8 

17.8 

3.6 

8.0 

15.2 

16.0 

Level  of  Cholesterol 


20-239 

240-259 

260-279 

280-299 

>300 

0.9 

1.8 

0.0 

0.0 

0.0 

9.2 

4.3 

1.5 

0.9 

0.8 

15.3 

9.8 

4.0 

2.1 

0.8 

15.0 

11.2 

5.9 

2.1 

0.8 

15.7 

12.5 

6.9 

3.9 

2.1 

18.2 

11.6 

6.9 

2.8 

2.0 

16.5 

9.4 

4.1 

1.3 

0.9 

1.9 

1.0 

1.0 

0.0 

0.0 

7.2 

3.1 

1.7 

0.5 

0.3 

9.1 

5.7 

2.5 

0.7 

0.6 

12.3 

9.7 

5.3 

1.5 

1.7 

20.6 

15.4 

9.1 

4.6 

4.1 

20.6 

15.2 

10.8 

6.1 

5.0 

21.3 

15.2 

10.0 

5.4 

4.4 
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in  Memphis,  as  of  1980, 7 whites  (96%  vs  58%) 
predominated  as  participants  in  this  screening 
relative  to  minority  races  (4%  vs  42%).  Of  par- 
ticular interest  is  that  the  group  contained  far 
fewer  cigarette  smokers  (17%)  than  the  general 
population  (30%). 8 

Figure  1 and  Table  2 show  the  average  choles- 
terol levels  by  age  and  sex.  The  cholesterol  level 
is  higher  in  men  than  in  women  until  the  age  of 
50  years,  when  women's  levels  become  higher. 
The  lower  levels  in  younger  women  may  be  in 
part  a response  to  the  known  depressing  effect  of 
female  hormones  on  cholesterol  levels.  Among 
subjects  under  the  age  of  50,  average  cholesterol 
levels  increased  by  1.5  and  1.4  mg/dl  with  each 
year  of  age  in  men  and  women,  respectively. 
After  age  50,  levels  in  men  declined  in  the  older 
age  groups,  whereas  levels  in  women  abruptly 
rose  to  229  mg/dl  and  higher  before  declining 
slightly  with  increasing  age.  The  levels  for  each 
race  are  roughly  comparable,  although  there  were 
too  few  minority  subjects  to  detect  potentially 
significant  differences. 

The  cholesterol  levels  are  similar  to  those 
found  in  other  mass  screenings910  and  clearly 
show  that  not  only  are  there  significant  numbers 
of  individuals  with  levels  above  200  mg/dl  (54% 
of  men  and  58%  of  women),  the  cutoff  point  re- 
cently suggested  by  the  National  Institutes  of 
Health  (NIH),11  but  also  there  are  many  people 
with  cholesterol  levels  higher  than  those  values 
considered  high  risk  for  given  age  groups,  as  sug- 
gested previously.2  For  instance,  at  age  31-40 
years,  16.6%  of  men  and  9.5%  of  women  had 
levels  over  240  mg/dl,  while  at  age  51-60  years, 
12.9%  of  men  and  17.8%  of  women  had  levels 
over  260  mg/dl. 


TABLE  3 

AGE-ADJUSTED  MEAN  CHOLESTEROL  (mg/dl)  BY  REASON 
FOR  PARTICIPATION  IN  THE  SCREENING 


Men  Women 

Reason  No.  Mean  95%  CL  No.  Mean  95%  CL 


Health 


conscious 

3,368 

202 

±1 

4,261 

207 

± 1 

Curiosity 

1,244 

203 

±2 

1,331 

210 

±4 

Family 

history 

462 

208 

±4 

896 

211 

±2 

Prior  high 

cholesterol 

470 

227 

±3 

721 

235 

±3 

Selection  Bias.  We  were  interested  in  knowing 
why  individuals  participated  in  the  screening  pro- 
gram. Among  those  who  gave  a specific  answer  to 
this  question,  health  consciousness  predominated 
among  all  age  groups  of  each  sex  (53.0%)  followed 
by  people  whose  reasons  for  participation  included 
curiosity  (17.8%),  family  history  of  heart  disease 
(9.4%),  and  previous  high  cholesterol  (8.3%)  (Ta- 
ble 1).  When  we  examined  the  cholesterol  levels 
among  these  groups,  individuals  reporting  previous 
hypercholesterolemia  had  the  highest  levels  (aver- 
age elevations  of  27  mg/dl,  P<0.01)  and  those  with 
a family  history  of  cardiovascular  disease  were  in- 
termediate (elevations  of  5 mg/dl,  P<0.05)  relative 
to  health  conscious  subjects  of  the  corresponding 
sex  (Table  3). 

History  of  Cardiovascular  Disease.  Cholester- 
ol levels  for  categories  of  specific  disease  history 
are  shown  in  Table  4.  Mean  values  for  each  sex 
adjusted  for  effects  of  age  are  given  for  individ- 
uals reporting  a medical  history  of  myocardial  in- 
farct, hypertension,  diabetes  mellitus,  or  combi- 
nations of  these  conditions.  Nondiabetics  with  a 
history  of  hypertension  or  myocardial  infarct 
showed  average  increases  of  5 mg/dl  and  7 mg/ 
dl,  respectively  (P<0.05)  compared  to  low-risk 
subjects.  In  general,  therefore,  these  results  in- 
dicate that  the  cholesterol  level  is  increased  in 
the  presence  of  hypertension  or,  as  to  be  expect- 
ed, previous  myocardial  infarction.  Screenees  re- 
porting a history  of  diabetes  decreased  levels 
which  would  be  expected  with  greater  dietary 
vigilance  and  treatment  of  diabetes. 

Effects  of  Cigarette  Smoking.  In  the  subset  of 
screenees  who  were  negative  for  all  three  medi- 
cal conditions  and  without  reported  hypercholes- 
terolemia, a further  breakdown  on  cigarette 


TABLE  4 

AGE-ADJUSTED  MEAN  CHOLESTEROL  (mg/dl) 
IN  MEN  AND  WOMEN  WITH  PRIOR  HISTORY  OF 
CARDIOVASCULAR  DISEASE 


Medical 

Men 

Women 

History 

No. 

Mean 

95%  CL 

No. 

Mean 

95%  CL 

None 

2,850 

203 

1 

3,923 

207 

1 

DM 

52 

199 

11 

57 

206 

10 

DM,  HTN 

70 

200 

6 

140 

213 

7 

DM,  Ml 

16 

189 

10 

4 

182 

37 

DM,  HTN,  Ml 

20 

191 

17 

13 

204 

20 

HTN 

680 

206 

3 

1,061 

213 

2 

HTN,  Ml 

115 

210 

7 

58 

208 

10 

Ml 

191 

210 

6 

54 

214 

10 

DM  = diabetes  mellitus.  HTN  = hypertension.  Ml  = myocardial  infarct 
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Figure  2.  Age-adjusted  mean  cholesterol  by  level  of  cigarette  smoking 
in  men  and  women  50  years  and  younger. 


smoking  was  conducted.  Individuals  were  cate- 
gorized according  to  number  of  cigarettes  smoked 
per  day  and  mean  values  calculated  for  age  cat- 
egories =s50  and  > 50  years  for  each  sex.  As  de- 
picted in  Fig.  2,  there  was  a general  increase  in 
the  level  of  cholesterol  with  increasing  number 
of  cigarettes  smoked  per  day  for  all  persons  50 
years  and  younger  (0.5  mg/dl  per  cigarette).  It 
should  be  noted  that  these  mean  values  have  been 
adjusted  by  regression  techniques  for  the  tend- 
ency of  cholesterol  to  increase  with  age  and 
therefore  reflect  an  independent  dose-response 
relationship  between  cholesterol  levels  and  ciga- 
rette smoking. 

It  is  also  of  interest  that  ex-smokers  manifested 
cholesterol  levels  that  did  not  differ  significantly 
from  those  individuals  who  had  never  smoked,  who 
are  categorized  at  zero  cigarettes  per  day  in  Fig.  2. 


50 


Males 


Females 


This  result  underscores  the  impact  that  smoking 
cessation  has  on  the  production  and  maintenance 
of  relatively  low  levels  of  cholesterol. 

Risk  of  Nonfatal  Myocardial  Infarction.  Fig.  3 
shows  the  cumulative  risk  of  reported  nonfatal 
myocardial  infarctions  in  men  and  women  by  in- 
creasing level  of  cholesterol.  For  both  sexes,  the 
risk  of  nonfatal  infarcts  rises  with  each  increment 
of  increase  in  cholesterol  level.  In  men,  the  risk 
increases  from  34%  for  screening  levels  less  than 
200  mg/dl  to  41%  for  levels  in  excess  of  240  mg/ 
dl  (relative  risk  = 1.2,  95%  confidence  limits  = 
1.1,  1.4).  In  women,  while  the  absolute  risk  es- 
timates are  of  lesser  magnitude,  there  is  never- 
theless a significant  increase  in  the  risk  of  non- 
fatal infarcts  with  increasing  cholesterol  (10%  for 
levels  less  than  200  mg/dl  vs  13%  for  levels  in 
excess  of  240  mg/dl,  relative  risk  = 1.3,  95% 
confidence  limits  = 1.04,  1.6). 

Results  of  the  Follow-Up  Study.  Samples  of 
persons  with  hypercholesterolemia  (cholesterol 
levels  >240  mg/dl)  were  selected  and  each  of  these 
individuals  was  then  contacted  by  a mailed  ques- 
tionnaire. A stratified  random  sampling  procedure 
was  used  whereby  approximately  50  individuals  of 
each  age  decile  were  selected  for  follow-up. 

Basic  results  of  the  follow-up  study  are  shown 
in  Table  5.  Of  the  264  individuals  who  completed 
the  follow-up  interview  or  questionnaire,  176 
(69%)  reported  that  they  visited  their  physician 
for  consultation  regarding  elevated  cholesterol 
levels.  The  frequency  of  visits  to  a physician  was 
the  same  for  both  older  and  younger  age  groups 
(69%  in  individuals  over  5G  years  of  age  versus 
68%  in  younger  individuals)  and  was  slightly 
higher  for  women  than  men  (72%  and  63%,  re- 
spectively). Physicians  rechecked  the  cholesterol 
of  163  (82%)  of  these  patients  and  the  correla- 
tion between  these  measurements  and  values  de- 


to  to 

239  Plasma  Cholesterol  (mg/dl)  239 

Figure  3.  Cumulative  risk  of  nonfatal  myocardial  infarction  by  level  of 
serum  cholesterol  in  men  and  women  up  to  70  years  of  age. 


TABLE  5 

FOLLOW-UP  MAIL  SURVEY  OF  PATIENTS  WITH 
HYPERCHOLESTEROLEMIA 


Characteristic 

No. 

Percent 

Sample  Size 

306 

— 

Subjects  responding 

264 

86% 

Respondents  consulting  a physician 
Patient  treatment  by  physicians 

176 

69% 

Low-fat  diet 

69 

14% 

Diet  and  exercise 

90 

51% 

Cholesterol  lowering  drug 

54 

31% 

Other  drugs 

5 

3% 

No  treatment 

17 

10% 
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termined  at  the  initial  population  screening  was 
high  (r  = 0.69,  P<0.001). 

Of  the  176  individuals  who  reported  consulta- 
tion with  a physician  regarding  their  elevated 
cholesterol  levels,  44%  said  their  doctors  put 
them  on  a diet,  51%  said  their  doctors  recom- 
mended both  diet  and  exercise,  31%  received  a 
prescription  drug  to  lower  the  cholesterol  level, 
and  the  remaining  3%  received  other  medica- 
tions, i.e.,  antihypertensives.  There  was  a ten- 
dency for  physicians  to  prescribe  cholesterol-low- 
ering medication  to  individuals  with  marked 
hypercholesterolemia,  i.e.,  to  46%  of  subjects 
with  cholesterol  levels  higher  than  350  mg/dl,  31% 
with  values  between  300  mg/dl  and  349  mg/dl, 
and  17%  of  those  with  lower  values. 

In  50  hypercholesterolemic  patients,  choles- 
terol levels  were  rechecked  after  at  least  six 
months  of  therapy  under  a physician’s  care.  As 
shown  in  Table  6,  the  average  reduction  in  cho- 
lesterol level  was  significantly  greater  among 
subjects  who  received  cholesterol-lowering  drugs 
than  those  who  did  not  (56  vs  23  mg/dl,  PcO.Ol). 
The  average  reduction  for  all  hypercholester- 
olemic individuals,  irrespective  of  treatment,  was 
41  mg/dl  (95%  confidence  limits:28,  54).  These 
results  indicate  that  cholesterol  screening  cou- 
pled with  physician  follow-up  and  treatment  can 
have  a substantial  impact  in  lowering  cholesterol 
and  the  attendant  risk  of  cardiovascular  disease. 


Discussion 

This  population-based  study  of  cholesterol 
levels  in  individuals  in  Memphis  is  a continuation 
of  similar  investigations  carried  out  by  the  Amer- 
ican Health  Foundation  in  other  U.S.  localities. 
The  significance  of  data  obtained  from  such 
screenings  has  been  previously  discussed.2-9 10  For 
individuals  who  came  for  the  screening  in  Mem- 
phis, the  findings  were  similar  to  those  of  prior 
screenings.  The  majority  of  participants  were 
women,  and  tended  to  be  older,  well-educated, 
white,  nonsmoking,  and  relatively  health  con- 
scious. However,  a large  number  of  individuals 
with  previously  unknown  hypercholesterolemia 
were  identified.  Twenty-one  percent  of  men  and 
35%  of  women  over  age  50  years  had  serum  cho- 
lesterol levels  in  excess  of  240  mg/dl,  placing  them 
at  moderate  to  high  risk  for  coronary  artery  dis- 
ease.12 These  individuals  were  urged  to  take  ap- 
propriate dietary  and  other  preventive  measures. 

The  observed  dose-response  relationship  be- 
tween current  cigarette  smoking  and  cholesterol 
levels  in  men  under  50  years  and  in  women  of 
premenopausal  age  is  consistent  with  findings  in 
other  screening  populations.  Possible  biological 
mechanisms  for  this  finding  include  effects  of  es- 
trogen levels,1314  lipid  fraction  alteration,15-16  or 
higher  fat  consumption.17  This  finding  was  delin- 
eated among  individuals  without  other  known  risk 
factors  for  cardiovascular  disease. 

Also  consistent  with  the  results  of  prior 
screenings  is  that  individuals  with  a previous  heart 


TABLE  6 

AVERAGE  CHOLESTEROL  REDUCTION  IN  SUBJECTS  TREATED 
BY  PHYSICIANS  FOR  HYPERCHOLESTEROLEMIA 


Sample 

Size 

Age,  yrs 
Mean  (SD) 

% Visiting 
Physician 

% T reated 

Cholesterol  Reduction  (mg/dl) 

Characteristic 

With  Drug 

No  Drug 

Drug 

Men  <50 

40 

36(8) 

62.2% 

14.3% 

40 

79 

Men  3=50 

59 

61(6) 

64.2% 

24.4% 

2 

35 

All  men 

94 

51(15) 

63.3% 

20.0% 

31 

50 

Women  <50 

39 

38(9) 

73.7% 

17.1% 

13 

46 

Women  3=50 

131 

64(8) 

71.1% 

24.8% 

20 

61* 

All  women 

170 

58(13) 

71 .7% 

23.0% 

18 

60** 

Initial  cholesterol  (mg/dl) 

<300 

207 

55(15) 

61 .8% 

15.0% 

14 

64** 

300-349 

33 

57(11) 

97.0% 

28.1% 

44 

43 

3^350 

16 

53(12) 

100.0% 

87.5% 

— 

78 

All  subjects 

264 

55(14) 

68.8% 

21.9% 

23 

56** 

*P<.  05 
**P<.01 


638 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


attack  or  earlier  reports  of  elevated  cholesterol 
levels  had  higher  levels  than  the  screened  popu- 
lation as  a whole.  As  shown  in  Fig.  3,  the  period 
prevalence  of  nonfatal  myocardial  infarcts  rose 
by  about  2%  in  men  and  0.5%  in  women  with 
each  10  mg/dl  increment  of  increase  in  serum 
cholesterol. 

Sixty-nine  percent  of  hypercholesterolemic  in- 
dividuals sought  advice  from  their  physicians 
(69%)  regarding  their  elevated  levels.  This  per- 
centage was  considerably  higher  than  what  we 
observed  two  years  earlier  in  New  York  City 
(33%).  Further,  85%  of  doctors  repeated  choles- 
terol and  other  lipid  profile  tests  and  subsequent- 
ly prescribed  either  diet,  exercise,  or  drugs  to 
lower  cholesterol  levels.  This  was  also  much 
higher  than  that  in  our  earlier  New  York  City 
study  (43%).  These  results  indicate  that  educa- 
tional programs  stressing  the  importance  of  cho- 
lesterol are  heightening  awareness  of  the  risks  of 
elevated  cholesterol  levels  among  many  individ- 
uals, and  the  majority  of  physicians.  Further- 
more, substantial  reductions  of  high  cholesterol 
levels  were  observed  among  men  and  women 
treated  with  prescription  drugs. 

The  results  of  this  study  show  that  for  persons 
who  participate  in  a cholesterol  screening,  iden- 
tification of  risk  factors,  physician  involvement, 
and  reduction  of  cholesterol  can  be  a public 
health  success.  r S 
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HIV  Blood  Counseling 

ROBERT  C.  RINALDI,  Ph.D.  and  JOHN  J.  HENNING,  Ph.D. 


Introduction 

The  impact  of  human  immunodeficiency  virus  (HIV) 
disease  on  the  health  care  system  is  increasing.  Spe- 
cialized centers  are  unable  alone  to  provide  all  re- 
quired services.  Physicians  and  other  health  profes- 
sionals will  encounter  a growing  number  of  concerned 
individuals  and  family  members  who  need  counseling 
about  possible  exposure  to  HIV. 

Although  counseling  related  to  HIV  antibody  test- 
ing has  been  widely  recommended,13  the  medical  lit- 
erature contains  little  in  the  way  of  specific  guidelines 
for  conducting  such  counseling.  The  following  pro- 
vides a brief  outline  of  some  essential  elements  re- 
quired to  conduct  HIV  antibody  blood  test  counseling. 

Pretest  Procedures 

During  the  pretest  session  the  physician  must  pro- 
vide information  about  HIV,  AIDS,  and  the  test,  con- 
duct a sex  and  drug  history,  and  provide  counseling. 
The  patient  should  be  told  about  the  virus,  HlV-relat- 
ed  diseases,  routes  of  transmission,  and  methods  of 
reducing  the  risk  of  infection.  This  can  be  accom- 
plished through  a variety  of  media,  including  video- 
tape, audiotape,  printed  matter,  group  lecture,  and 
one-to-one  interaction.4 

The  pretest  session  also  must  include  the  patient’s 
history  as  to  sexual  behavior  and  drug  use.  The  phy- 
sician should  use  frank,  nonjudgmental,  open-ended 
questions  to  determine  the  patient’s  risk  of  HIV  infec- 
tion, and  must  be  sure  that  the  patient  understands  the 
words  being  used. 

Discussing  sexual  behavior  is  difficult  for  many  pa- 
tients and  physicians.  The  interview  style  and  termi- 
nology should  be  tailored  to  the  comfort  of  the  indi- 
vidual patient  and  physician.  The  patient’s  sexual 
orientation  is  less  important  than  the  specific  sexual 
practices  in  which  he  engages. 

Although  discussing  drug  use  with  patients  also  may 
be  difficult,  information  on  intravenous  drug  use  and 
needle  sharing  is  essential.  A full  drug  use  history  in- 
cluding substances  such  as  alcohol  and  marijuana  also 
can  be  helpful. 


From  the  AMA  Group  on  Science  and  Technology,  American 
Medical  Association,  535  N.  Dearborn,  Chicago,  IL  60610. 

Excerpted  from  the  AMA  publication  entitled,  “HIV  Blood  Test 
Counseling:  AMA  Physician  Guidelines.” 
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Pretest  counseling  should  include  discussion  of 
medical,  psychological,  and  social  implications  of  the 
HIV  antibody  blood  test.  Specific  recommendations  for 
behavior  change  must  be  based  on  the  physician’s  as- 
sessment of  risk.  Finally,  the  physician  can  assist  the 
patient  in  deciding  whether  or  not  to  be  tested. 

Essential  elements  of  the  pretest  counseling  session 
include  the  following: 

• Ask  the  patient  directly  why  he  believes  he  needs  to 
be  tested. 

• Explain  that  the  test  determines  the  presence  or  ab- 
sence of  antibodies  to  the  virus. 

• Explain  that  a positive  test  result  means  the  individ- 
ual is  infected  and  assumed  contagious  but  does  not 
necessarily  have  AIDS. 

• Explain  that  a negative  test  result  means  the  indi- 
vidual is  not  currently  demonstrating  infection  but 
is  not  “protected”  against  the  virus. 

• Discuss  the  possibilities  of  false-positive  or  indeter- 
minate results. 

® Discuss  ways  to  modify  behavior  to  reduce  risks. 

• Discuss  the  confidentiality  of  test  results  in  relation 
to  office/clinic  procedures  and  state  reporting  re- 
quirements. 

• Discuss  potential  benefits  of  anonymous  testing. 

• Discuss  the  stress  often  related  to  waiting  for  test 
results  and  possible  reactions  to  learning  the  results 
(e.g.,  depression  and  anxiety). 

• Discuss  potential  negative  social  consequences  of 
being  tested  and  finding  he  is  seropositive  (employ- 
ment, housing,  insurance,  and  personal  relationship 
ramifications). 

• Assist  the  patient  in  making  a decision  about  being 
tested. 

• Obtain  consent  before  voluntary  testing  is  conduct- 
ed (local  statutes  pertaining  to  testing  of  adults  and 
minors  should  be  consulted). 

• Make  an  appointment  for  a return  face-to-face  visit 
for  giving  and  discussing  test  results. 

Posttest  Counseling 

Disclosure  of  the  test  result  is  best  done  at  the  be- 
ginning of  the  posttest  session  in  a direct  manner.  Many 
patients  anxiously  anticipate  the  test  result  and  are  ea- 
ger to  learn  the  findings.  After  the  result  is  disclosed, 
the  patient  should  be  encouraged  to  express  his  feel- 
ings. Repeating  the  patient’s  remarks  and  labeling  his 
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underlying  feelings  is  often  helpful. 

Reporting  a positive  result  can  be  difficult.  If  the 
patient  had  predicted  a positive  result  during  the  pre- 
test counseling  session,  the  physician  might  say,  “Well 
your  prediction  was  right.  Your  tests  show  that  you 
have  the  virus.”  Although  it  is  important  to  be  honest 
and  straightforward  in  reporting  a positive  result,  it  is 
equally  important  to  give  the  seropositive  patient  hope. 
Quoting  the  annual  percentage  of  seropositive  individ- 
uals who  actually  become  ill  (approximately  7%  to  10% 
per  year)  and  mentioning  the  continuing  scientific 
search  for  effective  treatments  and  vaccines  might 
prove  helpful. 

The  physician  must  assess  the  patient’s  understand- 
ing of  the  result  by  asking  a question  such  as,  “Now 
that  you  know  you  are  antibody  positive  (or  negative), 
what  does  this  test  result  mean  for  you?”  The  physi- 
cian must  help  the  patient  understand  and  assimilate 
the  information.  A review  of  the  information  con- 
veyed in  the  pretest  session  should  be  conducted. 

When  the  test  result  is  negative,  the  patient's  un- 
derstanding of  how  to  prevent  future  infection  must  be 
assessed.  When  the  test  result  is  positive,  the  patient 
must  be  advised  as  to  how  to  avoid  infecting  others. 
He  must  understand  that  infection  is  probably  lifelong, 
but  that  having  a positive  antibody  test  alone  does  not 
mean  one  has  AIDS.  It  is  also  important  to  commu- 
nicate to  seropositive  individuals  that  they  are  proba- 
bly infectious  to  others  by  the  established  routes  of 
transmission  and  that  there  is  currently  no  way  to  pre- 
dict with  certainty  when  and  if  clinical  symptoms  will 
develop.  Antibody-positive  persons  should  be  told 

• Not  to  donate  blood,  semen,  or  body  organs, 

• To  employ  what  have  come  to  be  known  as  “safer 
sex  practices,” 

• Not  to  share  personal  hygiene  items  (e.g.,  razors, 
toothbrushes), 

• To  inform  physicians  and  dentists  of  serologic  sta- 
tus, and 

• To  encourage  sexual  partners  and  needle  contacts  to 
seek  evaluation  and  serologic  testing. 

The  physician  must  be  sensitive  to  the  wide  range 
of  psychological  reactions  possible  when  the  test  result 
is  given.  For  seronegative  patients,  there  may  be  an 
immediate  reaction  of  surprise  and  relief,  followed  by 
an  overall  reduction  of  psychological  distress  and  anx- 
iety. Seropositive  individuals  may  react  with  expres- 
sion of  disbelief,  anger,  fear,  guilt,  or  self-recrimina- 
tion. Clinical  depression  often  occurs  among  those 
testing  positive  for  HIV  antibody.56  In  some,  the 
depression  may  lead  to  suicidal  ideation.7 

Seropositive  patients  sometimes  require  repeated 


sessions,  supportive  services,  and  monitoring  of  psy- 
chological functioning.  A psychiatric  referral  should  be 
made  for  patients  who  require  assistance  in  adapting 
to  current  conditions  or  managing  feelings  of  depres- 
sion or  anxiety  beyond  what  the  primary  care  physi- 
cian can  offer.  A patient  may  also  benefit  from  coun- 
seling hotlines,  HIV  support  groups,  and/or 
psychotherapy.  A schedule  to  monitor  medical  status 
must  be  determined  as  well. 

The  posttest  session  should  also  include  an  assess- 
ment of  the  patient's  commitment  to  altering  high-risk 
behavior.  The  physician  must  work  with  the  patient  to 
promote  behavior  change  by  reiterating  routes  of 
transmission,  discussing  risks,  and  highlighting  meth- 
ods of  risk  reduction. 

In  summary,  essential  elements  of  the  posttest 
counseling  session  include 

• Providing  the  test  result, 

• Allowing  the  patient  to  express  feelings  and  reac- 
tions, 

• Assessing  the  patient’s  understanding  of  the  test  re- 
sults, 

• Reviewing  routes  of  transmission, 

• Assessing  the  patient’s  psychological  condition, 

• Recommending  psychiatric  follow-up  when  appro- 
priate, 

• Assessing  risk  behavior  and  commitment  to  risk  re- 
duction strategies, 

• Recommending  medical  follow-up,  and 

• Recommending  additional  support  services  as 
needed. 

Conclusion 

The  need  for  HIV  antibody  blood  test  counseling 
has  been  widely  acknowledged.1-2  Physicians  must  be 
prepared  to  provide  such  services  for  their  patients. 
The  brief  guidelines  presented  here  serve  as  an  outline 
for  HIV  antibody  blood  test  counseling  to  patients.8 
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Overview 

This  article  is  the  second  in  a series  of  Tennessee 
Department  of  Health  and  Environment  reports  de- 
scribing the  efforts  of  the  Department  to  increase  the 
incidence  and  duration  of  breastfeeding  among  low  in- 
come women  in  Tennessee.  Over  the  past  decade,  the 
rate  of  breastfeeding  among  low  income  women  in  the 
United  States  has  continued  to  remain  low,  while  the 
majority  of  middle  and  upper  income  women  choose 
to  breastfeed  their  babies.1  The  Best  Start:  Breastfeed- 
ing for  Healthy  Mothers,  Healthy  Babies  Program 
(Best  Start  Program)  is  a joint  effort  by  the  public 
health  agencies  in  eight  southeastern  states  to  imple- 
ment a comprehensive  campaign  for  breastfeeding 
based  on  the  techniques  of  social  marketing.  The  cam- 
paign is  to  be  initiated  in  Tennessee  beginning  in  Jan- 
uary 1990. 

Introduction 

Public  health  officials  are  concerned  about  the  low 
rates  of  breastfeeding  among  poor  families.  These  chil- 
dren are  in  greatest  need  of  breastfeeding’s  numerous 
nutritional,  immunological  and  antiallergenic  benefits. 
In  addition,  by  enhancing  the  mother’s  attachment  to 
her  child,  breastfeeding  can  play  a crucial  role  in  the 
transition  to  motherhood  and  the  formation  of  strong 
familial  bonds.  This  benefit  is  particularly  important 
for  teenagers  and  others  at  high  risk  for  child  neglect. 

Because  clinic-based  patient  education  efforts  to 
encourage  low  income  women  to  breastfeed  have  not 
had  widespread  success,  public  health  professionals  in 
the  southeast  region  in  the  United  States  have  joined 
together  in  an  exciting  new  effort — the  Best  Start  Pro- 
gram. The  Best  Start  Program  has  adopted  the  social 
marketing  approach  which  combines  the  principles  and 
techniques  of  commercial  marketing  with  more  tradi- 
tional health  education  and  support  methods  to  pro- 
mote a health  product.  Tennessee  is  to  be  one  of  the 
first  four  states  to  pilot  the  project. 

The  initial  phase  of  this  project,  completed  in  the 
spring  of  1989,  was  the  formative  research  phase  in 
which  35  focus  group  or  group  depth  interviews  were 
conducted  in  Tennessee,  Kentucky,  Georgia,  Florida, 
North  Carolina,  and  South  Carolina.  The  group  depth 
interviews  were  small  group  discussions,  guided  by  a 
moderator,  to  provide  insight  into  participants’  per- 
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ceptions  on  breastfeeding.  The  group  composition  and 
discussion  were  carefully  planned  to  create  a permis- 
sive, nonthreatening  environment  conducive  to  reve- 
lation and  disclosures.  The  group  interviews  were  taped 
and  transcribed  to  be  used  in  the  development  of  mes- 
sages for  the  health  professional,  media,  and  commu- 
nity strategies. 

Discussion  and  Implication 

The  research  results  are  contributing  some  valuable 
insight  into  the  growing  body  of  knowledge  regarding 
low  income  women’s  attitudes  and  knowledge  about 
breastfeeding.2  These  findings  have  addressed  factors 
that  attract  women  to  breastfeeding,  barriers  to 
breastfeeding,  and  critical  sources  of  support.  Some  of 
the  highlights  of  these  findings  are  summarized  below. 

• Women  want  to  have  healthy  and  happy  children 
in  a close  and  loving  relationship.  Teen  mothers  seem 
to  be  especially  alert  to  being  successful  mothers. 
Through  motherhood  they  are  demonstrating  their  own 
maturity  and  attempting  to  increase  their  indepen- 
dence and  self-esteem. 

• Prior  to  any  discussion  on  infant  nutrition,  many 
women  are  asked  directly  by  health  professionals 
about  their  feeding  intentions.  Thus,  they  may  give 
their  answer  based  on  a normative  opinion  (from  what 
they  see  around  themselves)  instead  of  on  an  informed 
opinion  (because  they  may  not  have  thought  about  it 
before).  This  is  especially  true  in  the  case  of  bottle- 
feeding.  Unfortunately,  by  asking  women  what  they 
plan  to  do,  health  professionals  force  them  to  take  a 
public  stance,  a method  shown  to  solidify  opinions  and 
increase  commitment. 

• Women  usually  receive  little,  if  any,  breastfeed- 
ing information  or  encouragement  from  health  profes- 
sionals if  they  initially  express  a preference  for  bottle- 
feeding.  This  is  due  in  part  to  the  health  professionals’ 
desire  to  respect  the  mother’s  feeding  choice  and  to 
their  own  lack  of  education  and  motivation  to  promote 
breastfeeding  to  their  patients. 

• Many  women  have  seen  or  heard  about  other 
women’s  difficulties  in  breastfeeding  and  believe  that 
the  same  will  happen  to  them.  They  have  had  few  pos- 
itive models  of  breastfeeding. 

• A major  deterrent  to  breastfeeding  is  women’s 
lack  of  confidence  in  their  ability  to  lactate  successful- 
ly. Many  women  report  that  they  doubt  their  ability  to 
produce  sufficient  quantity  or  quality  of  breast  milk. 
They  believe  that  failure  to  stay  relaxed,  maintain  a 
high  standard  of  health,  eat  the  four  food  groups  each 
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day,  and  avoid  all  caffeine,  alcohol  and  nicotine  will 
compromise  their  ability  to  produce  healthy  breast  milk 
and  may  even  endanger  their  babies’  lives.  Informa- 
tion from  health  professionals  is  often  quoted  as  source 
information  on  the  strict  requirements  for  breastfeeding. 

• Low  confidence  in  her  ability  to  be  a mother  can 
be  altered  by  a positive  feeding  experience,  which  can 
raise  esteem,  especially  if  a mother  has  overcome  ob- 
stacles in  order  to  breastfeed.  Respondents  note  that 
breastfeeding  women  are  confident,  “don’t  have  any 
doubts,”  and  are  able  to  face  and  overcome  problems 
presented  by  breastfeeding  and  motherhood. 

• Respondents  who  selected  bottle-feeding  often 
expressed  personal  doubts  about  their  ability  to  cope 
with  social  and  lifestyle  aspects  of  breastfeeding,  stating 
that  the  slightest  failure  on  their  part  could  endanger  the 
life  of  the  baby  as  well  as  their  own  social  position. 

• Health  professionals  have  a tremendous  oppor- 
tunity to  promote  breastfeeding.  Those  who  are  taking 
advantage  of  the  value  women  place  on  their  advice 
need  to  be  reassured  that  it  is  making  a difference. 
Those  who  are  not  doing  so  need  to  be  given  the  time, 
training,  and  motivation  to  take  a more  active  role. 

• Physicians  should  be  encouraged  to  express  their 
views  that  breastfeeding  is  the  best  choice.  Even  if  they 
do  not  have  time  to  provide  detailed  information,  their 
recommendation  can  greatly  enhance  other  education- 
al efforts. 

The  Best  Start  Campaign 

The  Best  Start  Program  will  be  piloted  in  Tennes- 
see beginning  in  January  1990.  Materials  and  activities 
to  be  utilized  in  the  campaign  include  television  and 
radio  spots,  motivational  videotape  for  patients,  train- 
ing videotape  and  curriculum  for  public  health  profes- 
sionals, posters  and  pamphlets,  high  school  curricu- 
lum, breastfeeding  support  group  guide,  statewide, 
local  community,  and  hospital  task  forces,  media  em- 
phasis on  breastfeeding  promotion  month,  and  state- 
wide training  for,  and  networking  with,  public  and  pri- 
vate health  care  providers. 

Conclusion 

The  possibilities  surrounding  breastfeeding  promo- 
tion are  in  a stage  of  expansion,  with  many  programs 
throughout  the  United  States  and  the  world  addressing 
this  issue.  The  formative  research  results  obtained 
through  the  Best  Start  Program  have  added  some  new 
and  exciting  insights  to  this  process.  By  addressing  the 
woman’s  needs,  as  well  as  the  infant’s,  breastfeeding 
can  be  shown  to  be  beneficial  to  both  and  a hardship 
for  neither.  The  recognition  of  the  social  context  of 
breastfeeding  provides  new  foci  for  promotion,  chan- 
neling messages  and  materials  beyond  the  woman  her- 
self to  include  her  family,  friends,  health  profession- 
als, and  the  community  at  large.  Besides  addressing 
information  to  these  sectors,  it  is  also  important  to  give 
them  messages  related  to  self-esteem  and  motivation 
so  they  feel  less  reticent  about  assisting  and  supporting 
the  mother.  r ^ 
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Your  Health 
Depends  On... 

. . . your  medical  insurance  coverage.  But 
don’t  wait  until  you  file  a claim  to  test  your 
coverage.  With  today’s  rising  health  care  costs, 
you  can’t  afford  not  to  find  out  more  about 
TMA’s  medical  insurance  plan  for  physicians. 

Fill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  information  on  a medical 
insurance  plan  that’s  the  right  prescription  for 
your  pocketbook.  Or,  call  us  toll  free 

at  1-800-347-1109. 


Yes,  send  me  information  on  TMA’s  medical 
insurance  plan. 


Name 


Firm  name 


Phone  # 


Address 


City 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 

P.O.  Box  1109,  Chattanooga,  TN  37401 
Sponsored  by  the  Tennessee  Medical  Association! 


Latest  Government  Figures 
On  Health  Care  Costs  Are  In. 
And  They  Are  Encouraging. 


Some  misconceptions  exist 
that  Medicare  costs  are  spiral- 
ing out  of  sight,  and  that 
radical  changes  are  needed  to 
limit  Medicare  expenditures. 

Unfortunately,  the  figures 
being  quoted — that  Medicare 
costs  are  increasing  17%  a 
year — are  out  of  elate. 

Department  of  the  Treasury 


figures  for  the  year  1988  show 
an  increase  of  only  5.4%.  And 
the  first  quarter  of  1989,  only 
a 5.2%  annual  rate. 

While  we  are  the  first  to  say 
that  these  short  term  figures  in 
themselves  do  not  establish  a 
trend,  we  believe  that  they  are 
very  encouraging. 


The  AMA  is  committed  to 
improving  the  health  care  sys- 
tem and  supports  many  of  the 
proposed  changes  in  the 
Medicare  physician  program. 

As  Congress  enacts  changes, 
we  urge  it  to  make  decisions 
based  on  the  most  recent 
information  available. 
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Sense  of  Community,  or, 

Confessions  of  a Fund-Raiser 

Beautiful  fall  is  here  with  mental  and  visual  images  of  vivid  colors  in 
nature,  cooling  temperatures,  and  memories  and  anticipation  of  wonderful 
Saturdays  on  college  campuses  for  football  camaraderie — the  warm  and  ful- 
filling sense  of  being  with  friends  and  sharing  in  the  familiar  sights  of  com- 
munity. 

It  is  also  a time  to  think  of  our  communities,  of  how  we  feel  about  our 
towns,  environment,  and  neighborhood.  It  is  also  the  time  of  year  when  we 
are  asked  to  help  our  neighbors  through  the  United  Way  fund-raising  effort. 

Your  response  is  probably  like  mine  has  been  in  the  past  and  that  was, 
“Oh,  no — not  another  request  for  money.”  Yes,  I have  been  there,  but  let 
me  pass  on  a few  thoughts  that  have  emerged  from  my  guilt-ridden  psyche. 

As  a member  of  the  United  Way  campaign  this  year,  I have  had  to  come 
to  grips  with  my  feelings  of  intrusion  and  hostility  to  both  being  asked  to 
give  (What  do  you  mean?  I am  asked  to  give  how  much?)  or  asking  others 
to  give  (What  do  you  mean?  You  want  me  to  ask  fellow  physicians  to  give 
that  much?).  In  reviewing  the  many  agencies  that  receive  support,  I was 
made  aware  of  how  many  people  are  helped  in  my  community,  and  I also 
realize  that  I am  blessed  and  privileged  not  to  have  these  needs,  but  am 
instead  able  to  be  helpful  to  those  who  are  in  need.  Yes,  there  are  a lot  of 
dollars  spent  administratively,  and  I am  sure  I could  be  more  efficient,  and 
I can  even  think  of  specific  incidents  and  anecdotes  to  keep  me  from  giv- 
ing— but  are  these  just  excuses  for  me  not  to  share  my  good  fortune  and  to 
avoid  my  responsibility  to  my  fellow  man? 

Another  very  important  factor  becomes  obvious  to  me,  and  that  is  that 
as  medicine,  as  a group,  participates  in  this  very  visible  support  of  its  com- 
munity, we  are  saying  to  the  rest  of  the  “players  in  the  game”  that  we  are 
not  only  interested  in  the  health  of  our  fellow  citizens;  we  are  supporters  of 
the  whole  structure  of  the  community  in  which  we  live  and  are  proud  to  be 
contributors  to  it. 

It  is  a privilege  to  become  a visible,  viable,  credible  part  of  our  commu- 
nity. Be  proud! 
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Glad  Tidings  and  Otherwise 

Unless  I miss  my  guess,  and  something  hap- 
pens that  I don’t  foresee,  Jim  and  Tammy  Bak- 
ker  aren’t  going  to  have  much  of  a Christmas  this 
year,  or  for  a lot  more  years  to  come,  for  that 
matter — maybe  ever.  It’s  too  bad,  too.  Late  one 
evening  a number  of  years  ago  I switched  on  the 
television  set  in  my  hotel  room  in  Las  Vegas,  and 
there  were  Jim  and  Tammy  and  their  entourage 
delivering  the  sort  of  message  Las  Vegas,  or  at 
least  the  part  of  it  where  I was,  which  is  known 
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as  The  Strip,  desperately  needed  (and  needs,  un- 
less it  has  changed  a lot  since  I was  last  there, 
which  I doubt).  Mr.  Bakker  was  up  there  busily 
and  adroitly  bringing  in  the  sheaves — not  neces- 
sarily in  the  biblical  sense,  but  not  necessarily  not, 
either.  He  was  a master  of  a trade  that  badly 
needs  masters,  in  the  better  sense.  His  problem 
was  one  not  entirely  without  precedent;  he  was 
seduced  by  visions  of  la  dolce  vita,  to  the  extent 
that  how  he  got  there  was  of  no  consequence — 
even  to  robbing  widows  and  orphans,  which  the 
courts  are  persuaded  he  did.  It  is  a witness  to  the 
persistence  of  his  charisma  and  persuasiveness 
that  many  of  those  same  widows  and  so  on  re- 
mained, and  remain,  steadfastly  in  his  corner  de- 
spite his  fall  (assuming  he  ever  got  off  the  ground, 
which  is  not  at  all  clear).  But  then  Lucifer  still 
has  his  supporters,  too. 

Once  in  casting  about  for  a missionary  in  days 
of  old,  God  said,  “Whom  shall  I send?  Who  will 
go  for  us?”  to  which  Isaiah  replied,  “Here  I am! 
Send  me.”  The  Bible  makes  it  clear  that  since 
God  has  no  hands  of  flesh,  or  other  accoutre- 
ments for  coping  with  the  material  things  of  this 
world.  He  depends  upon  the  hands  and  so  on  of 
those  of  us  of  His  creatures  who  will  make  ours 
available  to  Him.  He  doesn’t  always  find  such 
willing  subjects  as  Isaiah,  but  He  expects  that  he 
will  be  able  to  use  his  creation  as  He  sees  fit. 
Mankind  can’t  in  honesty  have  any  quarrel  with 
that,  since  most  of  them  (us)  also  think  we  should 
be  able  to  use  His  creation,  even  other  people, 
as  we  see  fit — and  we  do,  even  to  destroying  it. 
We  don’t,  though,  accord  God  the  same  privi- 
lege. Quite  the  contrary. 

Once  upon  a time  God  called  a Chaldean 
named  Abram  to  go  out  from  Chaldea  into  the 
land  of  Canaan,  which  is  modern  Israel  and  then 
some.  God  made  a covenant  with  Abram,  who 
then  became  Abraham,  in  which  He  promised  to 
give  the  land  of  Canaan  to  Abraham  and  his  seed. 
It  was  a long  time  before  Abraham’s  seed  could, 
or  would,  lay  claim  to  the  land,  and  their  hold 
on  it  has  been  tenuous  throughout  history.  That, 
though,  is  beside  the  point;  God  did  give  the  land 
to  Abraham  and  his  seed  (which,  incidentally, 
includes  Ishmael  and  his  countless  progeny).  It  is 
the  only  case  I know  where  God  gave,  or  even 
promised,  any  land  to  anybody,  even  though  a 
lot  of  ground  has  been  claimed  by  various  and 
sundry  in  the  name  of  God. 

At  a polyglot  convocation  in  beleaguered 
Pulaski  of  such  disparate  neo-Nazi  sweepings  as 
the  Ku  Klux  Klan,  the  Something  or  Other  Ar- 
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yan  Nation,  the  skinheads,  which  may  or  may  not 
be  an  organization,  and  so  on,  one  of  their 
spokesomethings  is  reported  to  have  allowed  with 
characteristic  effrontery  that  God  would  “help  us 
take  back  this  country  from  control  of  the  Jews, 
blacks,  and  homosexuals”  (though  he  likely  used 
a less  delicate  term  for  each  category).  “All  we 
want,”  he  said,  “is  a place  in  the  sun  for  whites.” 
There  are  some  inconsistencies  there;  he  ob- 
viously didn’t  mean  for  all  whites — only  those 
acceptable  to  them,  and  who  knows  who  those 
might  be?  Likely  not,  for  one,  the  residents  of 
Pulaski,  who  failed  to  show  up  at  their  rally,  or 
even  to  stay  around.  He  attached  great  signifi- 
cance to  God’s  failure  to  answer  prayers  to  rain 
on  their  parade.  However  all  that  may  be,  that 
movement,  if  one  can  call  it  that,  should  not  be 
taken  lightly.  Its  adherents  are  heavily  armed  and 
given  to  violence;  they  bear  more  than  a passing 
resemblance  to  those  they  emulate,  those  the 
Germans  took  lightly  in  the  late  1920s.  All  they 
lack  is  leadership. 

Though  various  and  sundry  have  claimed  all 
sorts  of  insights  into  God’s  workings  in  history — 
and  I have  no  doubt  that  He  can  and  that  He 
likely  has,  and  that  He  still  is — there  has  certain- 
ly never  been  any  consensus  about  how  He  has 
worked  in  any  given  situation.  He  has  seemed  to 
my  unpracticed  eye  always  to  be  willing  to  let 
people  and  nations  fight  it  out  among  themselves 
for  their  place  in  the  sun.  The  German  army,  for 
instance,  had  on  its  belt  “Gott  mit  uns,”  while  at 
the  same  time  we  proclaimed  “In  God  we  trust.” 
Holy  wars  have  abounded  in  the  name  of  the 
Prince  of  Peace;  they  still  do.  Jesus  said,  “Ren- 
der unto  Caesar  the  things  that  are  Caesar’s,  and 
unto  God  the  things  that  are  God’s.”  Most  if  not 
all  violent  action  would  seem  to  fall  into  Caesar's 
bailiwick.  Though  there  are  not  very  many  peo- 
ple willing  to  be  used  of  God  in  whatever  way 
He  might  wish,  there  are  a whole  lot  willing  to 
use  God  for  anything  at  all.  In  fact,  people  have 
always  been  good  at  constructing  God  in  what- 
ever image  suited  their  purpose  at  the  time.  As 
George  Bernard  Shaw  once  said,  irreverently,  to 
be  sure,  “The  noblest  work  of  man  is  an  honest 
god.” 

Though  we  celebrate  it  on  December  25,  we 
are  sure  of  neither  the  exact  day  nor  year  of 
Jesus’  birth,  but  whenever  it  was.  He  was  born 
into  a world  not  too  different,  except  technolog- 
ically, from  our  own,  a world  where  Roman  le- 
gions guaranteed  an  uneasy  peace,  which  in  Is- 
rael was  more  or  less  continuously  disturbed  by 


the  Zealots,  assuring  mass  crucifixions.  Though 
He  was  of  the  royal  House  of  David,  Jesus  was 
born,  lived,  and  died  in  poverty.  His  followers 
were  a cross-section  of  society,  even  as  the 
Christian  church  today,  and  as  in  the  Church  to- 
day there  was  constant  jockeying  among  his  fol- 
lowers for  position.  The  basis  for  His  entire  min- 
istry was  love  for  God  and  man — not  man 
generically,  but  man  the  neighbor. 

What  the  skinheads  and  all  the  troublesome, 
often  fearsome,  warring  factions  the  world  over, 
both  within  and  outside  His  Church,  need  to  un- 
derstand is  that  though  Jesus  recognized  the 
claims  of  Caesar,  nothing,  it  would  seem,  re- 
ceives God’s  blessing  that  does  not  have  its  foun- 
dation in  love — the  sort  of  love  that  is  un- 
changed regardless  of  the  consequences,  the  sort 
of  love  He  showed  toward  us.  What  the  rest  of 
us  need  to  understand  is  that  God  loves  those 
wayward  prodigals  as  much  as  He  loves  the  faith- 
ful. One  of  the  world’s  most  pressing  current 
problems  is  that  Islam  views  God  differently;  their 
understanding  of  God  is  that  of  Hagar  and  Ish- 
mael,  and  differs  from  that  of  the  Aryan  Nation 
and  such  only  in  its  particulars. 

The  message  of  Christmas  is  that  God  loved 
us  all  enough  to  join  us  at  our  worst,  and  to  send 
His  Son  to  die  for  the  worst  of  us  as  well  as  the 
best,  who  like  the  worst  have  all  sinned  and  come 
short  of  the  glory  of  God. 

And  Jim  and  Tammy  Bakker?  They  have  a 
debt  that  society  requires  that  they  pay,  but  only 
God  can  see  into  their  hearts.  God  has  made  it 
plain  that  in  such  things  none  of  us  is  in  any  po- 
sition to  judge  the  servant  of  another  (His).  They 
will  doubtless  not  have  a merry  Christmas,  but 
they  can  have  a peaceful  one,  if  they  will.  We 
should  pray  they  will. 

And  as  for  all  of  you,  my  wish  on  behalf  of 
the  Journal  is  that  you  will  have  both  a Merry 
and  a Peaceful  one. 

J.B.T. 

Counseling  for  HIV  Testing 

As  the  number  of  cases  of  the  acquired  im- 
munodeficiency syndrome  (AIDS)  increases,  it  is 
becoming  impossible  for  primary  physicians  to 
depend  upon  infectious  disease  specialists  to  con- 
tinue as  in  the  past  attending  most  patients  with 
AIDS  and  other  manifestations  of  human  im- 
munodeficiency virus  (HIV)  infection,  thus  al- 
lowing the  primary  care  physician  to  avoid  in- 
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Guest  Editorial 


i 


On  Things  Pharmaceutical 


The  Interprofessional  Liaison  Commit- 
tee of  the  Tennessee  Medical  Association 
(TMA)  met  with  the  TMA  Executive  Com- 
mittee and  the  Interprofessional  Liaison 
Committee  of  the  Tennessee  Pharmacists 
Association  (TPA)  to  discuss  mutual  prob- 
lems with  the  intent  of  making  life  easier 
for  both  groups.  Our  meetings  have  been 
profitable  in  that  we  have  always  come  away 
from  these  meetings  with  a better  under- 
standing of  each  other's  profession.  We  have 
mutual  problems  that  were  thoroughly  dis- 
cussed and  recommendations  were  made. 

The  TMA  House  of  Delegates  in  April 
1989  passed  three  resolutions  that  were  re- 
ferred to  this  committee  for  discussion  with 
other  associations.  The  first  had  to  do  with 
Out-of-State- Pharmacies.  We  all  agreed  that 
the  present  law  as  written,  if  enforced, 
would  suffice,  but  the  new  Attorney  Gen- 
eral has  not  seen  fit  to  enforce  it.  This  law 
requires  out-of-state  pharmacies  to  register 
with  the  State  of  Tennessee  in  order  to  do 
business  within  the  state.  A concentrated 
effort  will  be  made  to  enlist  the  support  of 
the  Attorney  General  to  enforce  this  law. 
We  should  all  be  aware  of  medications  giv- 
en to  our  patients,  especially  generics,  by 
these  companies. 

The  second  resolution  was  entitled  Pre- 
scription Time  Limit.  All  were  in  agree- 
ment that  this  is  a good  idea,  but  it  may  be 
difficult  to  achieve.  After  much  discussion, 
a decision  was  made  to  have  this  matter 
presented  to  the  Board  of  Medical  Exam- 
iners at  its  next  meeting,  and  to  ask  that 
regulations  for  this  be  developed  and  for- 
warded to  the  Board  of  Pharmacy,  the  TPA, 
and  the  TMA  Board  of  Trustees  for  its  con- 
sideration. 

The  third  item  was  Outlawing  Anorectic 


Drugs.  The  use  of  anorectic  drugs  for  treat- 
ment of  legitimate  illnesses  was  agreed 
upon.  There  is  a great  deal  of  abuse  of  this 
type  of  medication  in  its  use  for  weight  con- 
trol. Legislation  to  abolish  the  use  of  these 
drugs  might  raise  many  questions.  We  were 
in  agreement  that  there  is  a need  to  estab- 
lish appropriate  criteria  for  the  use  of  ano- 
rectic drugs,  following  which  by  regulation 
we  could  accomplish  our  purpose.  This 
might  be  done  by  rescheduling  anorectic 
drugs  to  Schedule  II.  The  Tennessee  Den- 
tal Association,  the  Tennessee  Osteopathic 
Association,  and  the  Tennessee  Board  of 
Medical  Examiners  will  be  contacted  for 
their  input  into  this  matter. 

Fourthly,  opposition  to  the  Triplicate 
Prescription  Forms  was  expressed.  It  was 
agreed  that  a concerted  effort  should  be 
made  to  defeat  legislation  to  impose  the 
triplicate  prescription  program  if  it  is  pro- 
posed. We  believe  that  the  cost  of  this  pro- 
gram will  be  prohibitive,  and  that  we  should 
prepare  a voluntary  effort  such  as  the 
American  Medical  Association  PADS  pro- 
gram. This  proposal  should  be  presented  to 
the  TMA  Board  of  Trustees  and  the  TPA 
House  of  Delegates.  Once  it  is  approved,  a 
joint  position  paper  then  could  be  drawn  up 
and  presented  to  the  General  Assembly  if 
needed.  We  concluded  that  a positive  pro- 
gram rather  than  a reactive  program  would 
be  more  productive. 

All  TMA  members  should  take  time  to 
discuss  these  matters  with  their  individual 
pharmacies  in  their  daily  communication 
with  them. 

Thomas  K.  Ballard.  M.D..  Chairman 

TMA  Interprofessional  Liaison  Committee 

418  E.  Baltimore 

Jackson.  TN  38301 
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volvement  with  individuals  who  are  or  suspect 
they  may  be  infected  with  the  virus.  In  addition, 
as  apprehension  grows,  patients  and  others  who 
have  had  known  or  suspected  exposure  to  the  vi- 
rus are  requesting  that  their  blood  be  tested  for 
the  presence  of  antibodies  to  the  virus.  The  con- 
sequences of  a positive  test  result  are  such  that 
even  submitting  to  testing  itself  requires  some 
preparation  of  the  patient,  and  many,  if  not  most, 
primary  care  physicians  feel  unequal  to  the  task. 

In  response  to  a perceived  need  of  the  profes- 
sion as  a whole,  the  American  Medical  Associa- 
tion (AMA)  has  developed  a brief  outline  to 
guide  physicians  in  pretest  and  posttest  counsel- 
ing. It  outlines  the  information  the  patient  needs 
for  making  an  informed  decision  as  to  whether 
or  not  he  really  does  wish  to  be  tested,  giving 
both  the  positive  and  negative  aspects  of  finding 
that  he  is  indeed  infected.  It  also  outlines  the 
steps  for  explaining  to  the  patient  his  responsi- 
bilities to  himself  and  to  his  contacts,  once  the 
test  has  been  carried  out  and  found  positive. 

Because  I believe  it  will  be  very  valuable  to 
you  in  relating  to  and  counseling  your  patients 
and  other  individuals  who  will  almost  certainly 
be  seeking  your  advice,  we  are  publishing  the 
outline  in  this  issue  of  the  Journal  as  a Special 
Item. 

J.B.T. 


Prescription  Writing:  Reprise 

Once  upon  a time — and  you  may  be  cha- 
grined or  gratified,  or  astonished  or  otherwise, 
or  all  or  none  of  the  above,  to  find  that  this  time 
I do  not  speak  from  personal  experience,  unless 
you  consider  my  having  watched  my  great-uncle 
when  I was  a child  as  being  personal  experi- 
ence— when  a doctor  wished  his  patient  to  have 
a certain  medicine,  he  took  a bottle  or  so  or  more 
down  from  the  shelf,  got  out  his  mortar  and  pes- 
tle, weighed  out  the  ingredients,  mixed  them  up, 
and  portioned  the  mixture  out  onto  little  squares 
of  paper,  which  he  folded  and  gave  to  his  patient 
with  instructions  as  to  how  they  were  to  be  tak- 
en. I’m  sure  there  must  have  been  a pharmacy  in 
Dayton,  Tennessee  then,  and  I feel  certain  Un- 
cle Walter  must  have  written  prescriptions  to  it, 
but  one  of  the  things  I remember  most  vividly 
about  him  is  his  dispensing  of  them. 

Neither  doctor  nor  pharmacist  in  those  days 
had  an  overwhelming  number  of  choices  of  med- 
icines— I’m  talking  about  60  or  more  years  ago, 


Uncle  Walter  having  been  gone  probably  that 
long — and  a pharmacist  wasn’t  dealing  with  more 
than  a handful  of  doctors.  From  trying  to  deci- 
pher my  colleagues’  notes  on  surgical  pathology 
requisitions,  when  they  occasionally  deign  to 
scribble  some,  I know  that  even  dealing  with  only 
a handful  isn’t  always  a snap,  and  that  was  a far 
cry  from  the  hoards  of  doctors,  patients,  and 
concoctions  that  today’s  pharmacist  has  to  put  up 
with.  What  you  need  to  understand  is  that  both 
you  and  your  pharmacist’ are  equally  responsible 
for  seeing  that  what  medicine  your  patient  gets 
from  him  is  the  medicine  that  you  intended  your 
patient  to  get  from  him — or  the  appropriate  ge- 
neric medicine,  if  such  is  allowed. 

In  our  Mail  Box  this  month  is  a generic  plea 
from  the  director  of  the  Board  of  Pharmacy  hav- 
ing to  do  with  your  prescription  writing.  You  need 
to  heed  it  carefully,  because  not  to  do  so  could 
subject  your  patients  to  needless  pain  and  suffer- 
ing, or  worse,  which  might  then  subject  your  own 
self  and  your  professional  liability  carrier  to 
needless  pain  and  suffering,  as  well.  Both  to  sat- 
isfy the  law,  and  so  as  to  make  yourself  available 
in  case  the  pharmacist  should  have  a question 
about  your  prescription,  particularly  if  you  should 
happen  to  use  a generic  prescription  blank,  you 
should  make  certain  that  your  name  is  legible. 
Don’t  just  think,  “Oh,  he  ought  to  be  able  to 
read  that.’’  If  you  are  not  absolutely  certain  he 
can  read  it,  print  your  name  below  your  signa- 
ture. It  goes  without  saying  that  making  any  as- 
sumptions at  all  about  the  content  of  the  pre- 
scription is  inappropriate,  and  could  be 
dangerous. 

Read  the  letter,  take  it  to  heart,  and  act  on 
it — always! 

J.B.T. 


Prescriptions  Written  on  Generic  or 
Hospital  Prescription  Pads 

To  the  Editor: 

Pharmacists  from  across  the  state  are  seeking  as- 
sistance from  hospitals  and  physicians  to  assist  them  in 
their  compliance  with  21  Code  of  Federal  Regulations 
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1306.05.  This  regulation  requires  that  a prescription 
for  a controlled  substance  must  have  the  full  name  and 
address  of  the  patient  and  also  the  name,  address,  and 
registration  number  of  the  prescribing  practitioner. 
Even  though  the  regulation  states  that  responsibility 
for  this  regulation  lies  with  the  authorized  prescribing 
practitioner,  there  is  a corresponding  responsibility  that 
rests  with  the  pharmacist  who  fills  that  prescription. 

Most  physicians  write  their  prescriptions  on  pads 
that  are  preprinted  with  the  physician’s  name,  address, 
and  registration  number  on  them.  The  problem  that  is 
encountered  by  pharmacists  occurs  when  physicians 
write  prescriptions  for  controlled  substances  on  gener- 
ic prescription  pads  or  hospital  prescription  pads.  With 
a few  exceptions,  almost  all  physicians  write  very  leg- 
ibly, but  many  physicians  have  unique  signatures.  If 
the  prescription  written  on  a generic  or  hospital  blank 
is  written  by  a physician  who  practices  in  the  same 
community  as  the  pharmacy  that  receives  the  prescrip- 
tion, the  pharmacist  will  add  all  the  legally  required 
information  to  that  prescription. 

The  problem  occurs  when  a patient  takes  the  pre- 
scription written  on  a generic  or  hospital  blank  to  a 
distant  community  to  a pharmacist  who  is  not  familiar 
with  the  physician  who  signs  his  prescriptions  in  a 
unique  manner.  If  the  patient  does  not  know  the  name 
of  his  physician,  the  pharmacist  cannot  comply  with 
the  legal  requirements.  This  occurs  most  frequently 


when  the  physician  is  a resident  or  intern  in  a large 
teaching  hospital. 

The  same  problem  also  occurs  for  those  hospitals 
that  staff  their  emergency  rooms  with  various  rotating 
physicians.  Most  of  these  physicians  are  not  known  to 
the  local  community  pharmacist. 

Pharmacists  also  report  that,  in  addition  to  the  le- 
gal requirements,  if  the  pharmacist  needs  additional 
clarification  to  fill  the  prescription  and  the  patient  can- 
not remember  the  physician’s  name,  it  becomes  im- 
possible to  resolve  questions  that  the  pharmacist  may 
have  about  a particular  prescription.  Pharmacists  re- 
port that  telephone  calls  to  the  hospital  do  not  solve 
the  problem  because  the  resolution  of  questions  de- 
pends upon  knowing  the  physician’s  name. 

Physicians  can  assist  pharmacists  in  complying  with 
the  legal  requirements  by  writing  their  name,  address, 
and  DEA  numbers  when  they  write  prescriptions  on  a 
generic  prescription  pad  or  a hospital  prescription  pad. 

Medical  directors  of  teaching  institutions  are  re- 
quested to  educate  residents  and  interns  as  to  the  legal 
requirements  of  a prescription  and  the  necessity  of  a 
pharmacist  knowing  the  resident’s  name  when  the 
pharmacist  has  a question  about  the  prescription. 

Floyd  Ferrell,  Director 
Tennessee  Board  of  Pharmacy 
500  James  Robertson  Pkwy. 
Nashville,  TN  37243-1149  ' 


TMA  Members  Receive 
AMA  Physician's  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
September  1989.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Hobart  H.  Beale,  M.D.,  Martin 
Kenneth  B.  Carpenter,  M.D.,  Knoxville 
Daniel  E.  Conrad,  M.D.,  Oak  Ridge 
James  F.  Conrad , M.D.,  Nashville 
William  D.  Falvey,  M.D.,  Memphis 
Blaise  E.  Ferraraccio,  M.D. , Clarksville 
Robert  M.  Glasgow,  M.D. , Bristol 
George  E.  Hazlehurst,  Jr.,  M.D.,  Jackson 
George  W.  Oden,  M.D.,  Greeneville 
John  A.  Reaves,  M.D.,  Dyersburg 
George  M.  Ryan,  M.D.,  Memphis 
G.  Michael  Sehmits,  M.D.,  Signal  Mountain 
Dean  G.  Taylor,  M.D.,  Nashville 
Fee  F.  Wardlaw,  M.D.,  Memphis 


mtfMfkiffi 


Raymond  J.  Fioranelli,  age  53.  Died  September  23, 
1989.  Graduate  of  University  of  Mississippi  School  of 
Medicine.  Member  of  Memphis-Shelby  County  Medical 
Society. 

Roy  L.  McDonald,  age  74.  Died  October  3,  1989.  Grad- 
uate of  Louisiana  State  University  School  of  Medicine. 
Member  of  Scott  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Jon  F.  Fieberman,  M.D.,  Knoxville 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Richard  James  Hempel,  M.D.,  Dover 

NASHVILLE  ACADEMY  OF  MEDICINE 

Ronald  E.  Pruitt,  M.D.,  Nashville 
Robert  David  Riedel,  M.D.,  Nashville 
Marc  N.  Siegel,  M.D.,  Nashville 
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(Students) 

Cheryl  R.  Herman,  Nashville 
Erik  J.  Kilgore,  Nashville 
Ricky  LoCicero,  Nashville 
Lee  A.  Madeline,  Nashville 
Laura  L.  Myers,  Nashville 
Scott  A.  Markin,  Nashville 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

W.  Gregory  Cook , M.D.,  Franklin 


pei/OACil  new/ 


William  K.  Owen,  M.D.,  Pulaski,  has  been  recognized 
for  40  years  of  continued  membership  in  the  American 
Academy  of  Family  Physicians. 

Robert  M.  Potter,  M.D.,  Maryville,  has  been  elected  a 
Fellow  of  the  American  College  of  Pathologists. 

William  C.  Stanbery,  M.D.,  Cleveland,  has  been  certi- 
fied as  a Diplomate  of  the  American  Board  of  Family 
Practice. 


CALENDAR  OF  MEETINGS 

NATIONAL 


Jan. 

10-13 

Contact  Lens  Association  of  Ophthalmolo- 
gists— Caesar's  Palace,  Las  Vegas 

Jan. 

17-20 

Southern  Society  for  Pediatric  Research — 
Hyatt  Regency,  New  Orleans 

Jan. 

21-27 

Southern  Clinical  Neurological  Society — 
Cheeca  Lodge,  Islamorada,  Fla. 

Jan. 

28-31 

Southeastern  Surgical  Congress — The  Re- 
gistry Resort,  Naples,  Fla. 

Feb. 

8-13 

American  Academy  of  Orthopaedic  Sur- 
geons— Hilton,  New  Orleans 

Feb. 

11 

American  Orthopaedic  Foot  and  Ankle  So- 
ciety— Convention  Center,  New  Orleans 

Feb. 

11-16 

Pan-Pacific  Surgical  Association — Hyatt 
Regency,  Waikoloa  Island,  Hawaii 

Feb. 

12-16 

Society  of  Toxicology — Fontainebleau, 
Miami  Beach 

Feb. 

13-18 

American  Society  for  Dermatologic  Sur- 
gery— Maui  Westin,  Maui,  Hawaii 

Feb. 

14-18 

American  College  of  Psychiatrists — Wynd- 
ham.  Palm  Springs,  Calif. 

Feb. 

17-19 

American  Association  for  Geriatric  Psychia- 
try— Meridien  Hotel,  San  Diego 

Feb. 

24 

American  College  of  Utilization  Review 
Physicians — Airport  Hilton,  Atlanta 
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The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  I credit  toward  the 
AM  A Physician’s  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation , write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  coritact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician's  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Flenry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208.  Tel. (615)  327-6235. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 

Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 


Feb.  3-9 


Feb.  13-17 


Feb.  10-16 


March  19-23 


Practical  Aspects  of  Diagnostic  Radiology/ 
Medical  Imaging  III — Snowmass  Village, 
Colo. 

Contemporary  Issues  in  Chronic  Pain  Man- 
agement, International  Pain  Control  Con- 
ference— Cancun,  Mexico 
4th  Annual  Advances  in  Infertility  and  Re- 
productive Endocrinology — Snowmass  Vil- 
lage, Colo. 

The  Spine,  Current  Concepts — Wailea, 
Maui,  Hawaii 


UNIVERSITY  OF  TENNESSEE 
Continuing  Education  Schedule 


Jan.  27-Feb.  3 
Feb.  8-10 
Feb.  24-25 
March  10-16 

March  28- 
April  1 
May  3-4 


Memphis 

Medicine  Review  ’90 
Prostate  Cancer 
Radiology  Seminar 

23rd  Annual  Review  Course  for  the  Family 
Physician 

Critical  Care  Medicine  Conference — Hot 
Springs,  Ark. 

Update  ’90 


Chattanooga 


Feb.  17-24 
April  17-21 

May  3-4 
May  30-June  3 


Topics  in  Medicine — Maui,  Hawaii 
Infectious  Diseases — St.  Thomas,  Virgin 
Islands 

Emergency  Medicine 
Family  Medicine  Review 


For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office 
of  Continuing  Medical  Education,  University  of  Tennessee, 
800  Madison  Ave.,  Memphis,  TN  38163,  Tel.  (901)  528-5547. 


EAST  TENNESSEE  STATE  UNIVERSITY 

Jan.  6-14  Medical  Updates  XI — Park  City,  Utah 

Feb.  8 School  Health  X,  “Developmental  Varia- 

tions: Styles  of  Learning  and  Thinking  in 
Childhood” 


For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine,  CCC- 
5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


For  information  contact  Ramona  Lainhart,  Ph.D.,  Office 
of  CME,  James  H.  Quillen  College  of  Medicine,  P.O.  Box 
19660 A,  Johnson  City,  TN  37614,  Tel.  (615)  929-6204. 
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1989  MEMBERSHIP  ROSTER 
TENNESSEE  MEDICAL  ASSOCIATION 

An  alphabetical  listing  of  members  of  the  Tennessee  Medical  Association  by  county  medical  society 
is  published  as  a service  to  the  membership.  An  asterisk  (*)  denotes  physicians  exempt  from  dues. 

A dash  ( — ) denotes  a student  member. 


BEDFORD  COUNTY  MEDICAL  SOCIETY 

Barnes,  Donald  D,  Shelbyville 
Beavers,  Lana  Sharon,  Shelbyville 
Brite,  Chas  Richard,  Murfreesboro 
Chambers,  Wallace  Lee,  Shelbyville 
Cooper,  Albert  Lee,  Shelbyville 
Derryberry,  John  S,  Shelbyville 
Farrar,  Taylor,  Shelbyville 
Jayakody,  Frank  Lorenz,  Shelbyville 
Johnson,  Sue  Paine  Welch,  Shelbyville 
Magnuson,  Carol  Lent,  Shelbyville 
Melson,  Danny  Lee,  Shelbyville 
Moulder,  Grace  E,  Shelbyville 
Ownby,  Fred  Dillard,  Bell  Buckle 
Rich,  Earl  Freeman,  Shelbyville 
Richards,  Aubrey  Thos,  Shelbyville 
•Rogers,  Benj  Carl,  Shelbyville 
Sells  Jr,  Samuel  P,  Shelbyville 
Shute,  Anne  Marie,  Shelbyville 
Standard,  Pamela  G,  Shelbyville 
Stimpson,  Charles  L,  Shelbyville 
Stubblefield,  Carl  Thos,  Shelbyville 
Womack,  Sara,  Shelbyville 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Ali,  Maysoon  Shocair,  Waverly 
Ali,  Subhi  Dawud  Suboh,  Waverly 
Blackburn,  Wm  H,  Camden 
Blanton,  Harold  L,  Moulton,  AL 
Borrone,  Elizabeth  Jane,  Camden 
Bourne  Jr,  Robert  I,  Camden 
Butterworth,  Joe  S,  Camden 
Curtis,  T Randall,  Waverly 
Go,  Virginia,  Camden 
Hartley,  Mark  F,  Waverly 
Hollingsworth,  Jason  L,  Camden 
Horton,  Robt  Leslie,  Camden 
Lozier,  Cynthia,  Camden 
McClure,  Wallace  Joe,  Waverly 
Skelton,  M Angela,  Waverly 
Stephens,  Joseph  W,  Waverly 
Walker,  Arthur  Winfrey,  Waverly 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

‘Agee,  Oliver  King,  Maryville 
• Beard,  Marvin  Robison,  Maryville 
Bell,  W Ken,  Maryville 
Blanks,  Billy  Harrell,  Maryville 
Booher,  Robert  W,  Maryville 
Bowen,  John  H,  Maryville 
Burkhart,  Patrick  H,  Maryville 
Callaway  Jr,  Henry  A,  Maryville 
Callaway,  James  Miller,  Maryville 
Calvert,  David,  Maryville 
Christofferson,  James  W,  Maryville 
Cline,  Kim,  Maryville 
Cline,  Richard,  Maryville 
Coleman,  Cheryl  E,  Maryville 
Cowan,  John  David,  Maryville 
Crowder,  Clay  G,  Maryville 
*Door,  David,  Knoxville 
Ellington,  Eric  Patrick,  Maryville 
Elliott,  Wm  Earl,  Maryville 
Ellis,  E Stephen,  Alcoa 
Elmore,  Dale  B,  Maryville 
Evans,  Samuel  D,  Maryville 
Finney  Jr,  Raymond  A,  Maryville 
Flickinger,  Ted  Lawrence,  Maryville 
Gallagher,  Michael  P,  Maryville 
Green,  Bruce  Quinton,  Louisville 
Haralson  III,  Robt  Hatton,  Maryville 
‘Haralson  Jr,  Robt  H,  Maryville 
Hatfield,  Chas  Newman,  Maryville 
Haun  Jr,  Louis  Eugene,  Maryville 
Heiny,  Jerome  James,  Maryville 
Henderson  Jr,  Jos  S,  Maryville 
‘Henry,  James  Spencer,  Alcoa 
Hoffmann,  Paul  Wilfried,  Maryville 
Holder,  James  Thos,  Maryville 
Holmes,  Gregory  M,  Maryville 
Howard,  Cecil  B,  Maryville 
Huffman,  John  Raymond,  Maryville 
Ingram  III,  John  Jackson,  Maryville 
‘Isbell  Jr,  Homer  L,  Maryville 
Jackson,  Richard  Evan,  Maryville 
Jarvis,  S Craig,  Maryville 
Kiefer,  Stephen  K,  Maryville 
‘Kintner,  Elgin  P,  Maryville 
‘Lambeth,  Sami  S,  Maryville 
Laughmiller,  Roy  W,  Maryville 
‘Lentz,  Julian  C,  Fayetteville,  NC 
Leyen,  Robt  F,  Maryville 
Mandrell,  Joe  Thos,  Alcoa 
Marmon,  Kenneth  Waldo,  Maryville 


McAmis,  John  Carl,  Maryville 
McCroskey,  David  L,  Maryville 
Metelka,  Richard  C,  Maryville 
Millard,  James  Henry,  Maryville 
Mohon,  Ricky  T,  Maryville 
Moore,  William  R,  Maryville 
Mynatt,  Richard  J,  Townsend 
‘Nelson,  Henry  Sperry,  Maryville 
Pershing,  Stephen  D,  Alcoa 
Peterson,  Marvin  Dean,  Maryville 
Petty,  Cathy  Ellen,  Maryville 
‘Phelan,  Jack  Stanislaus,  Maryville 
Pittenger,  John,  Maryville 
Potter,  Robert  M,  Maryville 
Powers,  William  P,  Maryville 
‘Proffitt,  James  Nicholas,  Maryville 
Proffitt,  Robt  David,  Maryville 
Raper,  Chas  Allen,  Maryville 
Ray,  Jonathan  H,  Maryville 
Ricciardi,  James  Edward,  Maryville 
Roberts  Jr,  Jack  T,  Maryville 
Seaton,  Robert  W,  Maryville 
Simpson  Jr,  Oscar  L,  Maryville 
Smalley  Jr,  J Bryan,  Maryville 
Smuckler,  Alan  Lee,  Maryville 
Sommerville  Jr,  Lewis  C,  Maryville 
Thompson,  Bryan  Brooks,  Maryville 
Thurston,  Timothy  Wm,  Alcoa 
Tolhurst,  George  F,  Maryville 
Trekell , Melissa  E,  Maryville 
Valentine,  Robert  S,  Maryville 
‘Vandergriff , Harris  T,  Maryville 
Weatherbee,  Taylor  Carson,  Maryville 
Webb,  John  V,  Maryville 
Yarborough,  John  A,  Maryville 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

‘Aldrich,  Wm  T,  Cleveland 
Allen  III,  George  S,  Cleveland 
Anderson,  David,  Cleveland 
Appling,  John  Morgan,  Cleveland 
Arnold  Jr,  Chas  Wm,  Cleveland 
‘Batchelor,  Marvin  R,  Cleveland 
Beasley,  Robert  Alan,  Cleveland 
Besing,  John  Wm,  Cleveland 
‘Biggs,  Thomas  Harold,  McDonald 
Blank,  Nancy,  Cleveland 
Bowers,  William  D,  Cleveland 
Brewer,  Randall  J,  Cleveland 
Bryan,  John  Milton,  Cleveland 
Byers,  Glen  Marsh,  Cleveland 
Byrd,  Jack,  Cleveland 
Chaffin,  David  C,  Cleveland 
Chambers,  John  Wallace,  Cleveland 
Champion,  James,  Cleveland 
Chastain  Jr,  Chalmer,  Cleveland 
Chastain,  Allan  Chalmer,  Cleveland 
Chastain,  Kent,  Cleveland 
Clark,  Marc  Lewis,  Cleveland 
Cofer,  Robt  Harrison,  Cleveland 
Coleman,  Ronald  S,  Cleveland 
Collins,  Larry  C,  Cleveland 
Connolly,  John  W,  Cleveland 
Culpepper,  Donnie,  Cleveland 
Daubner,  Elizabeth  Allen,  Cleveland 
Daubner,  Michael  Alan,  Cleveland 
DeVane,  Jerry,  Cleveland 
DeVane,  Jo  Lee,  Cleveland 
Duncan,  Eddie  Norris,  Cleveland 
Ford,  Dennis  Clifford,  Cleveland 
Gibson,  Donald  Baker,  Cleveland 
Goldman,  Maurice  Sami,  Cleveland 
Grafton  Jr,  Edwin  G,  Cleveland 
Hamby,  Donald  Lynn,  Germantown 
Hamilton,  Howard  Ken,  Cleveland 
Harting,  Don  C,  Cleveland 
Held,  Gordon  R,  Copperhill 
Horton,  Craig  M,  Cleveland 
Huebschman,  Jon  C,  Cleveland 
Hughes,  Chas  Richard,  Cleveland 
Jaggers,  John  S,  Cleveland 
Johnson  Jr,  Wm  Frank,  Cleveland 
Johnson,  Daniel  V,  Cleveland 
‘Johnson,  Wm  W,  Cleveland 
‘Jones  Jr,  Frank  Kelley,  Cleveland 
Kim,  Steven,  Cleveland 
‘Kimball,  Cecil  Harry,  Cleveland 
Knabb,  James,  Cleveland 
Knight,  C Dewayne,  Cleveland 
Kyle  Jr,  Clyde  A,  Cleveland 
Lee,  Wm  Reece,  Copperhill 
Leisy,  Marilyn,  Cleveland 
‘Lowe,  James  Cecil,  Cleveland 
Mazzolini,  J Michael,  Cleveland 
McIntyre,  Stephen  R,  Benton 
McKinney  Jr,  Edward  D,  Cleveland 
McNulty,  John  Stephen,  Cleveland 


Mitchell,  Hays,  McDonald 
Monnig,  Jack  Anthony,  Cleveland 
Murphy,  Bill  H,  Cleveland 
Murphy,  John  Allen,  Cleveland 
Muths,  Frederick  A,  Cleveland 
Newton,  Nicholas,  Cleveland 
Ozawa,  T Ted,  Cleveland 
Parker,  Barry,  Cleveland 
Pierce,  E Harris,  Cleveland 
Powell,  John  Manley,  Cleveland 
Proffitt,  Wm  I,  Cleveland 
Robinson,  Donald  Edwin,  Cleveland 
Rogness,  John  A,  Cleveland 
Scruggs,  Fenton  Lee,  Cleveland 
Shoemaker,  Kenneth  E,  Cleveland 
‘Smith,  Wm  R,  Hilton  Head  Is,  SC 
Snoddy,  Janet  Elizabeth,  Cleveland 
Stanbery  II,  William  Cecil,  Cleveland 
Standridge,  John  B,  Cleveland 
Stone,  James  Patterson,  Cleveland 
Swan,  Lawrence  Carl,  Cleveland 
Swart  Jr,  Edwin  Gifford,  Cleveland 
Taylor,  Owen  C,  Cleveland 
Thurman,  James  Robt,  Cleveland 
Tilson,  Forrest  Blain,  Cleveland 
Vance,  Daniel  B,  Cleveland 
Younger,  Clyde  P,  Cleveland 

BUFFALO  RIVER  VALLEY  MEDICAL  SOCIETY 

Alderson,  Chas  Malcolm,  Parsons 
Anand,  Veena,  Hohenwald 
Anand,  Virender,  Hohenwald 
Averett,  Stephen  L,  Linden 
Barden,  Leroy  F,  Linden 
‘Blender,  William,  Linden 
‘Coleman,  Robt  M,  Murfreesboro 
‘Cook,  William  N,  Primm  Springs 
Elrod,  Parker  David,  Centerville 
Fosnes,  Jeffrey  Carl,  Centerville 
Francis  Jr,  Phillip  M,  Centerville 
Holladay,  Bertie  L,  Centerville 
Marcelo,  Bernardino  D,  Linden 
Marcelo,  Josefina  Q,  Linden 
McGinley,  James  Henry,  Franklin 
Turner  Jr,  Gordon  H,  Linden 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Burrell,  John  S,  Lake  City 
Cline  Jr,  Elijah  Grady,  LaFollette 
Cohen,  Thos  Leonard,  LaFollette 
Crutchfield,  James  Donald,  LaFollette 
Day,  George  Louis,  Harrogate 
Farris,  James  Clarence,  LaFollette 
Giles,  James  W,  LaFollette 
Hall  III,  Ronald  Daker,  LaFollette 
Hartman,  Ronald  D,  Jellico 
Hwang,  Li-Min,  LaFollette 
Isham,  Charles  Aubrey,  LaFollette 
Jones,  John  R,  Corbin,  KY 
‘Prater,  Chas  Alvin,  Jellico 
Ruiz,  David  E,  Jellico 
Schleifer,  Kieth  R,  Jellico 
‘Seargeant  Jr,  Lee  Jess,  LaFollette 
Shih,  Yiu-Fel,  LaFollette 
Stafford,  William  Lewis,  Jellico 
Vance,  John  D,  Jellico 
Walker,  Jesse  Lee,  Jellico 
Wilkens,  Chas  Henry,  Jellico 
Wood,  Burgin  Henry,  LaFollette 

CARTER  COUNTY  MEDICAL  SOCIETY 

Bronson,  S Martin,  Elizabethton 
Burik,  Nicholas  P,  Elizabethton 
Chambers,  Gary  R,  Elizabethton 
Craig,  James  P,  Elizabethton 
Crowder,  Brenda  Jane,  Elizabethton 
Cruz  Jr,  Teodorico  P,  Elizabethton 
Davis,  Floyd,  Blowing  Rock,  NC 
Gallaher,  Richard  Grant,  Elizabethton 
Galloway,  Richard  Eugene,  Elizabethton 
Gastineau,  Jerry  Lee,  Elizabethton 
Grindstaff,  Robert  E,  Johnson  City 
Herrin,  C Bomar,  Johnson  City 
Hopland,  Arnold  0,  Elizabethton 
Laing,  Brent  D,  Elizabethton 
Martin  Jr,  Ricardo  S,  Elizabethton 
May,  Andrew  Stephen,  Elizabethton 
May,  Floyd  E,  Elizabethton 
May,  W Joyce,  Elizabethton 
‘Pearson,  Elmer  Tyler,  Elizabethton 
Perry,  Edgar  Eugene,  Elizabethton 
Rakestraw,  Michael  R,  Elizabethton 
Reece,  Richard  R,  Johnson  City 
Slagle,  David  J,  Elizabethton 
Taylor,  Tedford  Steve,  Elizabethton 
Walter,  Robert  E,  Elizabethton 
Wells,  Charles  J,  Elizabethton 
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HATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Abell,  James  E,  Hixson 
Abramson,  Jerome  H,  Chattanooga 
‘Adams  Jr,  John  W,  Chattanooga 
Adams,  Charles  C,  Chattanooga 
Adcock,  Charles  R,  South  Pittsburg 
Aiken,  Michael  M,  Chattanooga 
Aiken,  Wm  Prigmore,  Chattanooga 
Akin,  Edgar  Danl,  Chattanooga 
Albritton,  John  Thos,  Chattanooga 
Allen,  Billy  Jason,  Ooltewah 
Allen,  George  E,  Chattanooga 
Allen,  L Dianne,  Ooltewah 
Alper,  Chas  H,  Chattanooga 
Alvarez,  Richard  G,  Chattanooga 
*Anderson,  Harry  S,  Chattanooga 
Anderson,  Steven  R,  Signal  Mountain 
Apyan,  Paul  M,  Hixson 
Armstrong,  Richard  P,  Chattanooga 
Arnold,  Coleman  Lee,  Chattanooga 
Arnold,  Ira  L,  Chattanooga 
Atkinson,  Jos  Sprott,  Chattanooga 
Avery,  Joel  Eugene,  Chattanooga 
Bacon,  Stuart  Peter,  Dayton 
Banks  Jr,  Woodruff  A,  Chattanooga 
Banks,  Sami  Louis,  Chattanooga 
Bareddy,  Swarna  K,  Chattanooga 
Bareddy,  Venkata  R R,  Chattanooga 
Barnes,  David  R,  Chattanooga 
Barnett  III,  Robert  M,  Chattanooga 
Barnett,  Frances  H,  Jasper 
Bartlett,  David  D,  Chattanooga 
Bautista,  Juancho  C,  Hixson 
Beahm,  Thomas  M,  Chattanooga 
Bechard,  Douglas  L,  Chattanooga 
Benton  III,  Oliver,  Chattanooga 
Berglund,  Robert  K,  Chattanooga 
*Besemann,  E F,  Signal  Mtn 
Binder,  Sami  S,  Chattanooga 
Bishop,  Frank  E,  Chattanooga 
*Bishop,  Wm  Russell,  Lookout  Mtn 
Bjatia,  Anil  K,  Chattanooga 
Blake,  Chas  Alan,  Harrison 
Blount  Jr,  Henry  C,  Chattanooga 
Boatwright,  Catherine  A,  Chattanooga 
Boatwright,  Robt  W,  Hixson 
Boaz  III,  Lonnie  R,  Chattanooga 
Boaz  Jr,  Lonnie  Roy,  Chattanooga 
Boaz,  Valerie  A,  Chattanooga 
Boehm,  Peter  Eric,  Chattanooga 
*Boehm,  Walter  Edward,  Chattanooga 
Boehm,  Walter  Michael,  Chattanooga 
Boiser,  Anita  Madria,  Hixson 
Boiser,  Aristides  L,  Hixson 
Bolinger,  John  McCallie,  Chattanooga 
Bonder,  Michael  Ian,  Chattanooga 
Bookout,  Mark  William,  East  Ridge 
Bowden  Jr,  Harvey  D,  Chattanooga 
Bowers  Jr,  Jemison  0,  Chattanooga 
Bowers,  Robt  Eugene,  Chattanooga 
Bownds,  Charles  P,  Pikeville 
Boxell,  John  Frederick,  Chattanooga 
Brackett,  Wm  David,  Chattanooga 
‘Brannen,  Frank  S,  Chattanooga 
Bremer  Jr,  Joel  Lewis,  Chattanooga 
Brice,  Charles  Terry,  Chattanooga 
Bright  III,  Thomas  C,  Chattanooga 
Brimi,  John  Ben j , Hixson 
Broadstone,  Paul  A,  Chattanooga 
Brooksbank,  Ronald  C,  Chattanooga 
Brown,  Howard  A,  Chattanooga 
Brown,  Hugh  P,  Chattanooga 
Brown,  Neil  Chas,  Chattanooga 
Bryant,  John  Frank,  Chattanooga 
Bryant,  Max  Vincent,  Chattanooga 
Buchanan  Jr,  Thos  F,  Chattanooga 
Buchner,  Wm  Francis,  Chattanooga 
*Bullard,  Arch  H,  Chattanooga 
*Burke,  John  Arthur,  Hilton  Head  Isl,  SC 
Burns,  Randel  Phillip,  Chattanooga 
*Buttram  Jr,  Wm  R,  Chattanooga 
Buttram,  Thos  Latham,  Chattanooga 
Buttram,  W Rees,  Chattanooga 
Caine  Jr,  Winston  P,  Chattanooga 
Caldwell,  Gary  Blaine,  Chattanooga 
Calhoun  Jr,  Calvin  Lee,  Chattanooga 
Campbell,  Donald  Ross,  Chattanooga 
Campbell,  William  O'Neal,  Chattanooga 
Cannon,  Don  Allen,  Chattanooga 
‘Cannon,  Geo  Marshall,  Signal  Mountain 
‘Canon,  Maurice  A,  Chattanooga 
Carr,  Michael  Grady,  Chattanooga 
Caughran,  Bennett  W,  Chattanooga 
Caughran,  Donald  G,  Chattanooga 
Ch'Ien,  Lawrence  Tien-Tso,  Chattanooga 
Chadwick,  David  Airey,  Chattanooga 
Chamberlain  II,  Morrow,  Chattanooga 
Chambless,  Kurt  Miller,  Chattanooga 
Chandra,  Channappa,  Hixson 
‘Chastain,  Cleo,  San  Antonio,  TX 
Cheng,  Tien  H,  Chattanooga 
Clark,  Murrell  0,  Chattanooga 
Cleaveland,  Clifton  Ranee,  Chattanooga 
Clements,  Joel  Ben j , Chattanooga 
Coddington,  Robt  Chas,  Chattanooga 
Cofer,  Joseph  B,  Dallas,  TX 
Collins,  David  Newton,  Chattanooga 
Conn,  Eric  Hadley,  Chattanooga 


Cook,  Thomas  Andrew,  Chattanooga 
Cooper,  Floyd  C,  Chattanooga 
Corey  Jr,  James  Hicks,  Chattanooga 
Cox,  John  Michael,  Chattanooga 
Cox,  Sue  Clarke,  Chattanooga 
Craft,  Phil  Douglas,  Chattanooga 
Craig,  Robert  E Lee,  Chattanooga 
Cranwell,  John  D,  Chattanooga 
Crawley  Jr,  James  F,  Chattanooga 
Crawley  Jr,  William  D,  Rossville,  GA 
Creech,  Robert  H,  Chattanooga 
Creel  Jr,  James  Heaton,  Chattanooga 
Crowell,  John  M,  Chattanooga 
‘Currey,  Joe  T,  Chattanooga 
Currey,  Thos  Woodruff,  Chattanooga 
Curtis,  Thos  H,  Ft  Oglethorpe,  GA 
Daghlian,  Bedros  D,  Chattanooga 
Daniell,  Malcolm  Butler,  Chattanooga 
Davidson,  Deanna  Starr,  Chattanooga 
Davis  Jr,  James  Phillip,  Chattanooga 
‘Davis,  James  Wilson,  Signal  Mountain 
Davis,  Jimmy  B,  Chattanooga 
Davis,  Larry  W,  Chattanooga 
DeRuiter,  Peter  Louis,  Chattanooga 
Demos,  Robt  G,  Chattanooga 
Dickinson,  Elizabeth  B,  Chattanooga 
Dodds,  Jos  James,  Chattanooga 
Dodson,  David  Bryan,  Chattanooga 
Dolan,  Patrick,  Chattanooga 
‘Donaldson,  Richard  B,  Chattanooga 
Donaldson,  Richard  Wm,  Chattanooga 
Douglas,  Michael,  Chattanooga 
Dowell,  Wm  Curtis,  Hixson 
Dowlen,  Steven  H,  Chattanooga 
Drake,  James  Robt,  Chattanooga 
Drake,  Robert  A,  Chattanooga 
Dressier,  Stanley  Jay,  Chattanooga 
Drucker,  David  Haber,  Chattanooga 
Duckett,  William  D,  Chattanooga 
Duffy,  Mary  A,  Chattanooga 
Dugan,  Philip  Jerald,  Chattanooga 
Duncan,  Victor  A,  Chattanooga 
Duvoisin,  Peter  Marc,  Chattanooga 
Dwyer,  Wm  Knowles,  Chattanooga 
Dyer  Jr,  Wm  Carl,  Chattanooga 
Eberle,  David  E,  Chattanooga 
Ellis,  John  Clyde,  Chattanooga 
Elrod,  Bruce  A,  Ft  Oglethorpe,  GA 
Enjeti,  Suresh,  Chattanooga 
Epley,  John  M,  Chattanooga 
Estep,  Dennis  Paul,  Ft  Oglethorpe,  GA 
Evans  Jr,  Henry  C,  Signal  Mountain 
Evans,  John  Thos,  Chattanooga 
Eyssen,  James  Edward,  Chattanooga 
Fain  III,  Guy  F,  Chattanooga 
Farber,  Sharon  Nancy,  Chattanooga 
Farr,  John  F,  Chattanooga 
Feinberg,  Edward  B,  Chattanooga 
Feintuch,  Theodore  Ard,  Chattanooga 
Feist,  William  E,  Chattanooga 
Fennewald,  Clarence  L,  Hixson 
Fernandez-Cruz , Paz  A,  Chattanooga 
‘Foley,  James  Mitchell,  Chattanooga 
‘Ford,  Augustus  C,  Chattanooga 
Forsythe,  Phillip  Wesley,  Signal  Mountain 
‘Fowler,  Wm  Robt,  Chattanooga 
Frank,  Stuart  Ames,  Chattanooga 
Franklin  III,  Selmon  T,  Chattanooga 
Franklin,  John  David,  Chattanooga 
‘Frye  Jr,  Augustus  H,  Chattanooga 
Galbraith,  John  Neil,  Chattanooga 
Gazaleh,  Shawn,  Chattanooga 
Geer,  Michael  R,  Chattanooga 
Gefter,  Jeffrey  W,  Chattanooga 
Gefter,  Monica  Aviva  Leher,  Hixson 
‘Gibson  Jr,  Geo  Clive,  Chattanooga 
‘Giles  Jr,  Robt  H,  Signal  Mountain 
Gilley,  Edwin  Wayne,  Hixson 
Ginsberg,  Joel  Fine,  Chattanooga 
Glass,  Brian  A,  Chattanooga 
‘Golley,  Dean  W,  Sarasota,  FL 
Goodlad,  James  K,  Chattanooga 
Goodman,  Michael  Wm,  Signal  Mountain 
Gothard,  A1  Walton,  Chattanooga 
Graham  III,  Frank  B,  Chattanooga 
Graves,  Chas  G,  Dunlap 
‘Graves,  Jos  Wilburn,  Chattanooga 
Green,  Patricia  A,  Chattanooga 
Greer,  Michael  Spencer,  Chattanooga 
Greer,  Wm  C,  Chattanooga 
Grimsley,  Mark  S,  Hixson 
Grissom,  Wallace  Doyle,  Chattanooga 
Hackworth  Jr,  John  Bible,  South  Pittsburg 
‘Hagood  Jr,  Robt  B,  Chattanooga 
Hal fen,  Aron,  Chattanooga 
Hall,  David  Parks,  Chattanooga 
Hamm,  Emile  V,  Jasper 
Hammock,  Mary  Cannon,  Chattanooga 
Haren,  Vincent  James,  Chattanooga 
Harnsberger,  Benj  Danl,  Chattanooga 
‘Harrison,  Elliott  F,  Venice,  FL 
Harvey,  Hathaway  K,  Chattanooga 
Haskins,  Drewry  Edgar,  Ringgold,  GA 
Havron  Jr,  William  S,  Chattanooga 
‘Havron,  James  Blackman,  South  Pittsburg 
Hawkins,  Chas  W,  Chattanooga 
Hawkins,  Gussie  E,  Chattanooga 
Hawkins,  J Henry,  Chattanooga 
Hawkins,  Paul  Edison,  Hixson 
Hawkins,  Stephen  S,  Chattanooga 


Hayes  Jr,  Cauley  Wilbur,  Chattanooga 
‘Hayes,  James  Martin,  Air  Force 
Hayes,  Thomas  E,  Ft  Oglethorpe,  GA 
Headrick,  James  R,  Chattanooga 
Hedden,  James  W,  Chattanooga 
‘Hellmann  Sr,  Robert  S,  Chattanooga 
‘Henning,  Harold  Berger,  Chattanooga 
‘Henriksen,  Jens  David,  Collegedale 
Henry,  Warren  B,  Chattanooga 
Herrick,  C Neil,  Chattanooga 
Heywood  III,  Humphrey  B,  Chattanooga 
Hicks,  Biram  C,  Chattanooga 
Hixson,  Jack  Doak,  Chattanooga 
Hoback  Jr,  James  William,  Chattanooga 
Hobgood,  Donna  K,  Chattanooga 
Hodnett,  Cary  G,  Chattanooga 
‘Hofmeister,  Richard  G,  Chattanooga 
‘Holliday  Jr,  Pope  B,  Chattanooga 
Hong,  Moon  Wha,  Chattanooga 
‘Hooper,  Chas  McDowell,  Chattanooga 
Hopper,  Richard  E,  Chattanooga 
Horton,  Marshall,  Chattanooga 
Howick  Jr,  John  R,  Chattanooga 
Hua,  Vin-Paul,  Palmer 
Huffstutter,  Joseph  E,  Chattanooga 
Hughes,  Alan  D,  Chattanooga 
Hughes,  Charles  P,  Chattanooga 
Hunt,  Noel  Clarence,  Chattanooga 
‘Hutcherson,  Wm  Powell,  Chattanooga 
Hyman  Jr,  Kenneth  H,  Ft  Oglethorpe,  GA 
Iskander,  Karim  Naguib,  Rossville,  GA 
James,  Dabney,  Chattanooga 
James,  Dewitt  B,  Chattanooga 
Jemison,  David  Marshall,  Chattanooga 
Jennings  III,  R Hunter,  Ft  Ogelthorpe,  GA 
Jensen,  Robt  Lloyd,  Collegedale 
Jeong,  Yune-Gill,  Chattanooga 
Jezewski,  Don  Jule,  Ft  Oglethorpe,  GA 
Johnson  Jr,  J Paul,  Chattanooga 
Johnson,  Edward  Downey,  Sale  Creek 
Johnston,  John  T,  Chattanooga 
Jones,  Gerald  Isom,  Chattanooga 
‘Jones,  Harry  E,  Hilton  Head,  SC 
Jones,  Roger  C,  Chattanooga 
Jones,  Russell  A,  Chattanooga 


Jordan,  Cassell  Amanda,  Chattanooga 
Kadrie,  Hytham  Ali,  Chattanooga 
Kaplan,  Hyman  M,  Chattanooga 
Kato,  Yutaka,  Chattanooga 


Kennedy,  Charles  David,  Chattanooga 
Kennedy,  John  Henry,  Hixson 
‘Killeffer,  John  Jacob,  Signal  Mountain 
Kim,  Wayne  Y,  Chattanooga 
Kimsey,  Chas  W,  Chattanooga 
King  Jr,  Walter  Hughey,  Chattanooga 
Kinkel,  Donald  Merril,  Chattanooga 
Kirby,  Charles  A,  Chattanooga 
‘Kirk,  Durwood  L,  Chattanooga 
‘Kistler,  Gene  Haviland,  Signal  Mountain 
Knight,  Frank  H,  Chattanooga 
Kocacitak,  Sahin  Sban,  Fort  Oglethorpe,  GA 
Kosanovich,  Michael,  Chattanooga 
Krause,  Richard  Alan,  Chattanooga 
Krueger,  Sylvia  Lynne,  Chattanooga 
Kunda,  Prabha  A,  Chattanooga 
Kunda,  Sarma  R,  Chattanooga 
Kutzner,  Waldemar,  Collegedale 
Kuzucu,  Ethem  Y,  Chattanooga 
Labrador  Jr,  Daniel  P,  Chattanooga 
Labrador,  Irene  J,  Chattanooga 
Lansford  Jr,  Frederick  D,  Chattanooga 
Laramore,  John  Wade,  Chattanooga 
Lasky,  Richard  Sami,  Chattanooga 
Lassiter,  Lawrence  H,  Chattanooga 
‘Lavecchia  Jr,  Jos  V,  Chattanooga 
Lawrence  Jr,  Harry  M,  Chattanooga 
Lawwill  Jr,  Stewart,  Chattanooga 
Lechler,  Donald  R,  Chattanooga 
Lewis  II,  Jay  Frederick,  Chattanooga 
Lewis,  Allen  David,  Signal  Mountain 
Lilly,  Mari  Lynn,  Chattanooga 
Littell  III,  Lester  F,  Chattanooga 
‘Littell  Jr,  Lester  F,  Dayton 
Liu,  Chung-Yuen,  Chattanooga 
Lively,  Judson  C,  Chattanooga 
‘Livingston,  Philip  H,  Chattanooga 
Long,  Ira  Morris,  Chattanooga 
Love,  Michael  Allan,  Chattanooga 
Loyd,  James  Alan,  Signal  Mountain 
Mabe,  Robt  E,  Chattanooga 
MacBeth,  Ronald  A,  Chattanooga 
‘MacGuire  Jr,  Wm  B,  Ooltewah 
MacNaughton  Jr,  David  V,  Chattanooga 
Mackler,  Donald  F,  Chattanooga 
Majeed,  Shahul  J,  Chattanooga 
Maldonado,  Luis  Gonzalo,  Signal  Mountain 
Mance,  Cornelius  J,  Hixson 
Mangan,  Aloysius  T,  Chattanooga 
Marsh,  Clarence  Bruce,  Chattanooga 
‘Marsh,  Wm  Hollister,  Chattanooga 
Mashchak,  C Ann,  Chattanooga 
Massoud,  Hossein,  Chattanooga 
Matthews,  William  Edwin,  Chattanooga 
May,  Marian  G,  Hixson 
‘McCall,  Cooper  H,  Chattanooga 
McCallie,  David  P,  Chattanooga 
McCallie,  Jack  B,  Chattanooga 
McCoy,  Robert  C,  Chattanooga 
McCravey,  John  Wells,  Chattanooga 
McDonald  Jr,  Charles  D,  Chattanooga 
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McDougal,  John  Small,  Chattanooga 
McElroy,  George  R,  Chattanooga 
McGauley  Jr,  John  R,  Chattanooga 
McGraw  Jr,  Ralph,  Chattanooga 
McGuire,  Susan  Kay,  Chattanooga 
McIntosh,  Edel  F,  Chattanooga 
McKinney,  James  E,  Chattanooga 
McLean,  George  Wallace,  Chattanooga 
McMillan,  James  Gordon,  Jasper 
McNeill,  Thomas  Pinckney,  Chattanooga 
Mena,  Michael  C,  Whitwell 
Mercado,  Avelino  Velasco,  Chattanooga 
Meredith,  Gary  Eugene,  Chattanooga 
Meyer,  Melissa  Lewis,  Chattanooga 
Michelson,  Marie  Louise,  Chattanooga 
Miller,  Frank  J,  Chattanooga 
Miller,  Irvin  S,  Alexandria,  VA 
Miller,  Phyllis  A Edwards,  Hixson 
Miller,  Robt  T,  Chattanooga 
Miller,  Thomas  P,  Chattanooga 
Mills,  Don  Gilbert,  Chattanooga 
Mills,  Gary  E,  Hixson 

Mitchell  Jr,  Jerry  Wayne,  Chattanooga 
Mitchell,  Allen  M,  Chattanooga 
Molloy,  Ronald  Lynn,  Chattanooga 
Moore,  Hiram  Beene,  South  Pittsburg 
Morgan,  John  Ronald,  Chattanooga 
Morrison,  Richard  Clarke,  Chattanooga 
Morrow  III,  Sanford  H,  Chattanooga 
Moses,  Thomas  Edward,  Hixson 
Moss,  Wm  Joel,  Chattanooga 
Motto,  Joseph  A,  Chattanooga 
Mullady  III,  Thomas  F,  Chattanooga 
Murphey  Jr,  Fay  B,  Chattanooga 
Murray,  R Smith,  Chattanooga 
Myers  Sr,  Robert  W,  Chattanooga 
Nag,  Subir  K,  Chattanooga 
Nagel,  Lawrence  S,  Chattanooga 
Nathan,  Marvin  Myer,  Chattanooga 
Neall,  David  Lawrence,  Chattanooga 
Nehlawi,  Mohammed  M,  Chattanooga 
Nelson,  Roger  T,  Wildwood,  GA 
Neufeld,  Raymond  D,  South  America 
Newell  Jr,  Edward  Thos,  Chattanooga 
Nipp,  Ralph  Elgin,  Chattanooga 
Noonan,  David  V,  Chattanooga 
Norton,  Barry  Parker,  Chattanooga 
O'Neal,  David  Medford,  Chattanooga 
Odom,  Alan  C,  Chattanooga 
Ordonez,  J Enrique,  Chattanooga 
Osmundsen,  Robt  N,  Signal  Mountain 
Oxenhandler,  Ronald  W,  Signal  Mountain 
Pancake,  Bruce  D,  Chattanooga 
Park,  Ih  Koo,  Ft  Oglethorpe,  GA 
Park,  Jung  Tae,  Whitwell 
Parker  II,  Samuel  B,  Chattanooga 
Parker,  Christine  W,  Chattanooga 
Parkhurst,  Walter  D,  Chattanooga 
Patil,  Vinit  D,  Chattanooga 
Patterson,  Robt  L,  Chattanooga 
Paty  Jr,  John  Garland,  Chattanooga 
Payne,  Doyce  Gene,  Chattanooga 
Payne,  Stanley  Ross,  Chattanooga 
Perez,  Martin  Allen,  Chattanooga 
Perkins,  Thornton  Delos,  Chattanooga 
Perrin,  Millard  Foy,  Chattanooga 
Peterson  Jr,  Walter  A,  Chattanooga 
Petty,  Wesley  Glenn,  Chattanooga 
Phillips  Jr,  Robert  A,  Chattanooga 
Phlegar,  Robert  F,  Chattanooga 
Pitts,  David  B,  Chattanooga 
Poehlein,  Richard,  Hixson 
Pollock,  Phillip  Gary,  Chattanooga 
Pomerance,  Glenn  Noel,  Chattanooga 
Portera,  Charles  Anthony,  Chattanooga 
Potash,  Jeffry  B,  Chattanooga 
Potdar,  Anilkumar  S,  Chattanooga 
Puckett  III,  Walter,  Chattanooga 
2uillian,  Jesse  0,  Chattanooga 
2uillian,  Joe  Anne,  Chattanooga 
2uinn,  James  Gilbert,  Chattanooga 
Ragan,  Kenneth  D,  Chattanooga 
Ramsay,  George  Craig,  Gadsden,  AL 
Ramsey,  Millard  Wray,  Chattanooga 
Rawlings  Jr,  Maurice  S,  Chattanooga 
Rawlings  Sr,  Maurice  S,  Chattanooga 
Ray,  Chas  Jackson,  Chattanooga 
Reddy,  Sudhakar  K,  Chattanooga 
Redish,  Martin,  Chattanooga 
Reynolds,  James  Eugene,  Signal  Mountain 
Reynolds,  John  Robt,  Chattanooga 
Reynolds,  Thomas  M,  Chattanooga 
Rich,  John  Stephen,  Chattanooga 
Richmond  Jr,  James  P,  Chattanooga 
Rissling,  Deloris  E,  Chattanooga 
Rittenberry  Jr,  Andrew  B,  Chattanooga 
Robinson  III,  Franklin  P,  Chattanooga 
Robinson,  Neal  Adams,  Chattanooga 
Rogers,  Alfred  Perkins,  Chattanooga 
Rohrer,  Jane  L,  Chattanooga 
Rose,  Walter  B,  Chattanooga 
Rowe,  Wm  Edward,  Chattanooga 
Rowell,  Esperanza  A,  Chattanooga 
Royal,  James  Richard,  Chattanooga 
Ruffner  Jr,  B Winfred,  Chattanooga 
Russell,  Don  Jere,  Chattanooga 
Russell,  Wm  Lee,  Chattanooga 
Ryan,  Eugene  Montford,  South  Pittsburg 
Rybolt,  Ann  Harris,  Chattanooga 
Santos,  Benj  G,  Chattanooga 


Sargent,  Larry  A,  Chattanooga 
Sauceman,  Stephen  P,  Chattanooga 
Scheinberg,  Marty,  Chattanooga 
Schmits,  G Michael,  Chattanooga 
‘Schwartz,  Harold  Alan,  Chattanooga 
Scott  Jr,  Edgar  Leonard,  Chattanooga 
Scott,  Wayne,  Chattanooga 
Seal,  Molly  Elaine  Roger,  Chattanooga 
Seiters  Jr,  George  Z,  Chattanooga 
Selzer,  Jerrold  Lee,  Hixson 
Seman,  Charles  Frederick,  Chattanooga 
Sendele,  Deborah  D,  Chattanooga 
Sendele,  Robert  L,  Chattanooga 
Shah,  Indravandan  K,  Chattanooga 
‘Sheldon,  John  P,  Signal  Mountain 
‘Shelton,  Geo  Washington,  Chattanooga 
Shenouda,  Adel  Nemr,  Chattanooga 
Sherrell,  James  Wm,  Chattanooga 
Sherrill,  Leroy,  Chattanooga 
Shuck  III,  Edwin  H,  Chattanooga 
Shuck  Jr,  Edwin  H,  Chattanooga 
Shull,  John  A,  Chattanooga 
Sienknecht,  Chas  Wilson,  Chattanooga 
Sisko,  Frank  E,  Signal  Mountain 
‘Sivils,  Geo  Lete,  Chattanooga 
Smiley,  Francis  J,  Chattanooga 
Smith  III,  Archibald  y,  Signal  Mountain 
‘Smith  Jr,  Moore  Jackson,  Chattanooga 
Smith,  Gary  D,  Chattanooga 
‘Smith,  Stewart  Phillip,  Chattanooga 
Snyder  Jr,  Paul  Edgar,  Chattanooga 
Solomon,  A Lee,  Chattanooga 
Soteres,  Pete  Spiros,  Signal  Mountain 
‘Sottong,  Philipp  Curtis,  Signal  Mountain 
Spalding,  Robt  Tucker,  Chattanooga 
Spaulding  Jr,  James  H,  Signal  Mountain 
Spitalny,  Neil  Howard,  Chattanooga 
‘Stafford,  Florence  E,  Chattanooga 
Stanko,  James  A,  Chattanooga 
Stappenbeck,  Richard  F,  Chattanooga 
‘Starr,  Harold  Jones,  Chattanooga 
Steele,  Mark  Alan,  Chattanooga 
‘Stem,  Wm  Allison,  Chattanooga 
Sternbergh  Jr,  W Chas  A,  Chattanooga 
Stickley,  Jos  Hardin,  Chattanooga 
Stohler,  Dennis  L,  Chattanooga 
Stone,  Harry  Alfred,  Chattanooga 
Stone,  Larry  Dumas,  Chattanooga 
‘Stoneburner , Wesley  H,  Chattanooga 
Strait,  Timothy  A,  Chattanooga 
Strickland  Jr,  John  E,  Chattanooga 
Striker,  Wm  Kendall,  Chattanooga 
Stroud,  Mary  E Thompson,  Chattanooga 
Stubblefield,  Steven  B,  Chattanooga 
Suggs  III,  Charles  L,  Chattanooga 
Suggs  Jr,  Chas  L,  Chattanooga 
Susong,  Charles  Rodney,  Hixson 
Swann  Jr,  Nat  H,  Chattanooga 
Swift,  Chas  Ray,  Chattanooga 
Szczukowski,  Myron  J,  Chattanooga 
Talley,  Mark  A,  Chattanooga 
Tantihachai,  Sithipol,  Dayton 
Taslimi,  Mark,  Chattanooga 
‘Taylor  Jr,  Viston,  South  Pittsburg 
‘Taylor,  Geo  N,  Chattanooga 
Taylor,  Robt  Creston,  Signal  Mountain 
Taylor,  Thomas  Edward,  Chattanooga 
Tejani,  Sushila  N,  Chattanooga 
Temlock,  Arthur  A,  Chattanooga 
Templeton,  Thomas  S,  Chattanooga 
Tepley,  Lynn  B,  Chattanooga 
Tepper,  Bernard,  Chattanooga 
Thomas,  Anita  J,  Chattanooga 
Thomas,  Steven  Michael,  Chattanooga 
Thompson,  Paul  C,  Chattanooga 
Thorner,  Donald  R,  Chattanooga 
Thow,  George  Bruce,  Chattanooga 
Tin,  Pe  Than,  Chattanooga 

Tiongson,  Rodrigo  Verzosa,  Ft  Oglethorpe,  GA 
Turner,  David  Herschel,  Chattanooga 
Turner,  Sharlinda  B,  Chattanooga 
*Ulin,  A Steven,  Chattanooga 
Ulin,  David  M,  Chattanooga 
*Ulin,  Louis,  Chattanooga 
Utadej , Banchob,  Chattanooga 
‘VanOrder,  Wm  Edgar,  Chattanooga 
Vance,  Minnie  Ratliff,  Chattanooga 
Vanderbilt,  Douglas  L,  Chattanooga 
Varner,  James  W,  Chattanooga 
Vechinski,  Thomas  0,  Chattanooga 
Vieth,  Roger  Gordon,  Chattanooga 
Vivo,  Jose  A,  Port  St  Lucie,  FL 
‘Vlasis,  Gus  John,  Chattanooga 
VonWerssowetz , A J,  Chattanooga 
‘Walton,  Harry  Lee,  Lookout  Mtn 
Waters  Jr,  Clyde  C,  Chattanooga 
Watlington,  Joseph  T,  Chattanooga 
Weathers  Jr,  Wm,  Chattanooga 
Weldon,  Thomas  Darrell,  Ringgold,  GA 
Weng,  Jen-Tsoh,  Chattanooga 
Werchowski,  Jeffrey  L,  Chattanooga 
‘Westermeyer , Marion  W,  Loma  Linda,  CA 
Wheelock,  Argil  Jerry,  Chattanooga 
‘Whitaker  Jr,  L Spires,  Chattanooga 
White,  J Johnny,  Chattanooga 
White,  Judith  L,  Chattanooga 
‘White,  Phil  Joe,  Chattanooga 
White,  William  Otis,  Chattanooga 
Whitelaw  Jr,  Robert  S,  Chattanooga 
Williams  III,  Sam  Jones,  Chattanooga 


Williams,  Robert  Henry,  Chattanooga 
Woods,  Essie  J,  Chattanooga 
Wright  Jr,  Kinsman  E,  Chattanooga 
Yates,  Carl  D,  Chattanooga 
Yetter,  Christopher  R,  Chattanooga 
Yium,  Jackson  Joe,  Chattanooga 
‘Young,  Geo  G,  Chattanooga 
Young,  Lawrence  I,  Chattanooga 
‘Young,  Marion  Marshall,  Chattanooga 
Younger  III,  Robert  E,  Chattanooga 
Zuckerman,  Jos  I,  Chattanooga 

COCKE  COUNTY  MEDICAL  SOCIETY 

Brock,  Karen  Reno,  Newport 
Conway,  Thomas  W,  Newport 
Eastridge,  Wesley  V,  Newport 
Garbarino  Jr,  A J,  Newport 
Gray,  McDonald,  Newport 
Hood,  Michael  T,  Newport 
Johnson  II,  H Kenneth,  Newport 
McConnell,  David  H,  Newport 
‘Shults,  Glen  C,  Newport 
Valentine  Jr,  Fred  M,  Newport 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Anderson  III,  John,  Tullahoma 
Bard,  Ralph  M,  Tullahoma 
Bard,  Shirley  A,  Tullahoma 
Birdwell,  Joel  Stanley,  Tullahoma 
Brickell  Jr,  Ralph  L,  Tullahoma 
‘Canon,  Robt  Maurice,  Tullahoma 
Craig,  Allen  R,  Tullahoma 
‘Craig,  Caren,  Tullahoma 
Davis,  Glenn  Alan,  Manchester 
‘Farrar,  Clarence  H,  Manchester 
Fishbein,  Richard,  Tullahoma 
Freeman,  William  J,  Tullahoma 
Galbraith,  Bruce  E,  Tullahoma 
Gray  Jr,  Edwin  E,  Tullahoma 
Harris,  George  A,  Manchester 
Harvey,  Chas  Ben,  Tullahoma 
Kennedy,  Jerry  Ledford,  Tullahoma 
Kim,  Ho  Kyun,  Tullahoma 
‘King,  James  Manning,  Tullahoma 
Krick,  Joseph  G,  Tullahoma 
Krishna,  Gulla  Bala,  Tullahoma 
Lindsay,  James,  Tullahoma 
Lovejoy,  Morris,  Tullahoma 
Mahan,  Ben  Bob,  Tullahoma 
‘Marsh,  Chas  Wallace,  Tullahoma 
Milam,  William  M,  Tullahoma 
Ramprasad,  Mittur  N,  Tullahoma 
Ridley,  Robert  Wendell,  Tullahoma 
Robison,  B Keith,  Tullahoma 
Sanders  IV,  William  J,  Tullahoma 
Sethi,  Brahm  D,  Manchester 
Sethi,  Chander  M,  Manchester 
Simon,  Keith  J,  Tullahoma 
Snoddy,  Claude  Collins,  Tullahoma 
Vallejo,  Francisco  C,  Tullahoma 
Vallejo,  Luz  A,  Tullahoma 
Webb,  Chas  Harry,  Tullahoma 
Woodfin  Jr,  Mose  Clarke,  Tullahoma 
Yang,  Harrison  Y,  Manchester 
Young,  Coulter  Smartt,  Manchester 
Yu,  Ja  Nan,  Manchester 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Alexander,  Clyde  Vinson,  Jackson 
Appleton  Jr,  James  Roy,  Jackson 
Atkins,  Jerry  Franklin,  Huntingdon 
‘Baker,  Lt  Cl  John  Q,  Scottsville,  AZ 
Ballard,  Thos  K,  Jackson 
Barham,  Harvey  Haywood,  Bolivar 
Barker,  Edward  C,  Trenton 
Barker,  James  Harris,  Jackson 
Barnes  Jr,  James  Walter,  Jackson 
Barnett  II,  Hugh  Glenn,  Jackson 
Barnett,  Robt  J,  Jackson 
Bhat,  Narayana  B,  Huntingdon 
Bicknell,  Sidney  Lane,  Jackson 
Bishop,  John  Myron,  Somerville 
Bond  Jr,  Elias  King,  Jackson 
‘Booth,  Jack  H,  Jackson 
Bratton,  Chris  H,  Lexington 
Bridges,  Claude  S,  Trenton 
Brueggeman,  Michael,  Jackson 
Bryan,  David,  Jackson 
Burnett,  William  Franklin,  Jackson 
Burrus  Jr,  Swan,  Jackson 
Carruth,  Cynthia,  Jackson 
Carruth,  Larry,  Jackson 
‘Chandler,  John  H,  Jackson 
‘Chapman,  T C,  Brownsville 
Chary,  Kandala  Ram,  Jackson 
Clark,  Curtis  B,  Jackson 
Cobb,  R Michael,  Jackson 
Couch,  Billy  Lanier,  Humboldt 
Cox,  Chas  Wm,  Jackson 
Craig  Jr,  James  Thomas,  Jackson 
Craig,  Sterling  Ruffin,  Jackson 
Crenshaw,  James  Harris,  Humboldt 
Crenshaw,  Thos  Malcolm,  Humboldt 
Crocker,  Edward  F,  Jackson 
‘Crook,  Wm  Grant,  Jackson 
Curlin,  John  Paschal,  Jackson 
Davis,  Maxie  Le  Roy,  Jackson 
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DeSouza,  Wm  Celestino,  Rutherford 
Denting,  Wood  M,  Jackson 
Diffee,  James,  Jackson 
Dinkins,  Ruth  Eleanor,  Medina 
*Dodson  Jr,  Geo  Day,  Jackson 
Donnell,  James  Harold,  Jackson 
Douglass  Jr,  Roy  A,  Jackson 
♦Douglass,  Jack  E,  Jackson 
Dowling,  Clarey  R,  Brownsville 
Driver,  Clarence,  Jackson 
Dunavant,  Robt  Wayne,  Bolivar 
Dunnebacke,  Robert  H,  Jackson 
Duval  Jr,  J William,  Jackson 
♦Edwards,  Edwin  Wiltz,  Jackson 
Edwards,  George  T,  Jackson 
Edwards,  Nicholas  Henry,  Grand  Junction 
♦Ellis,  John  W,  Trenton 
Ellis,  Thomas  W,  Jackson 
Epps,  John  Michael,  Jackson 
Erb,  Blair  D,  Jackson 
Everett,  John  E,  Jackson 
Fenley  Jr,  James  L,  Jackson 
♦Fields,  James  0,  Milan 
Foster,  Chas  Stephen,  Jackson 
Friedman,  Fred  M,  Jackson 
Frost,  Chas  Lester,  Bolivar 
Gaethe,  Gordon,  Jackson 
Garrard  Jr,  Clifford  L,  Jackson 
Goodwin,  Stephen,  Milan 
Grant,  William  M,  McKenzie 
♦Graves,  Oliver  Haltom,  Jackson 
♦Gray,  Alden  Harrelson,  Kenton 
Guyton,  Jos  L,  Jackson 
Hale,  Bobby  Dee,  Brownsville 
♦Hall,  James  Wilson,  Trenton 
Hall,  Robt  Crombie,  Jackson 
Hammond,  Jere  D,  Jackson 
Hammond,  Stephen,  Jackson 
Harmon,  Harvey,  Jackson 
Harrison,  Walton  W,  Jackson 
Hawkins  Jr,  Raymond,  Somerville 
Hazlehurst  Jr,  George  E,  Jackson 
Henderson,  Reggie  A,  Lexington 
Herron,  Bruce  Emerson,  Jackson 
Herron,  Chas  Burkhead,  Jackson 
Hertz  Jr,  Charles  S,  Jackson 
♦Hicks,  Alvin  Thornton,  Camden 
Higgs,  Bobby  Clark,  Jackson 
Hill,  Robt  S,  Jackson 
Holancin,  John  R,  McKenzie 
♦Holmes,  Chester  L,  Ellison  Bay,  WI 
Homra,  Ronald,  Jackson 
Honeycutt,  Daniel  Lee,  Jackson 
Hornsby,  Jerry,  Jackson 
House,  Ben  Fred,  Jackson 
♦Hubbard,  Geo  Baker,  Jackson 
♦Humphrey,  Tom  Neal,  Selmer 
Humphreys,  T James,  Jackson 
Jenkins,  John  M,  Jackson 
Jenkins,  Ronald  Armand,  Jackson 
♦Johnston,  Leland  Mann,  Jackson 
Jones,  Kent  L,  Jackson 
♦Jones,  Paul  David,  Milan 
Josovitz,  Mark,  Middleton 
Kee,  Jimmy  W,  Jackson 
Kendall,  John  Allen,  Jackson 
King,  Darrel  Chambers,  Henderson 
King,  James  D,  Selmer 
Kirkland,  Ronald  H,  Jackson 
♦Koonce,  Duval  Holtzclaw,  Jackson 
Koonce,  Edward  D,  Jackson 
LaFont,  Donald  Sharp,  Jackson 
Lane,  James  Davidson,  Jackson 
Langdon  Jr,  James  A,  Jackson 
Larsen,  David  Malcolm,  Jackson 
Lents,  Russell  S,  Jackson 
Levernier,  James  E,  Jackson 
Lewis,  Donald  Ray,  Jackson 
Linder,  Tim,  Lexington 
Livermon  Jr,  Jefferson  F,  Jackson 
♦Lowry,  Maurice  N,  Lexington 
Maley,  Bruce  B,  Jackson 
Mandle,  Robt  Bennie,  Jackson 
Matthews,  John  T,  Jackson 
Mayfield,  Russell  W,  Bells 
McAdoo,  Michael  A,  Milan 
McAfee,  William  Cleveland,  Jackson 
McCall,  Charles,  Jackson 
McCallum,  Oscar  M,  Henderson 
McCrudden,  Brian  F,  Jackson 
Mclver,  Harold  Thomas,  Jackson 
McKnight,  Frank  S,  Somerville 
McLemore,  Molly,  Jackson 
Middleton,  Augustus  L,  Jackson 
Miller  Jr,  Jesse  A,  Jackson 
♦Morris,  Robert  H,  Medina 
Mueller,  Alfred  J,  Jackson 
Muir,  Eric,  Jackson 
♦Myhr,  Lamb  Bolton,  Jackson 
Oberg,  Richard  A,  Jackson 
Pakis  Jr,  George,  Jackson 
Palmer  Jr,  Edmund  T,  Jackson 
Patel,  Hasmukh  Dahyabhai,  Trenton 
Patel,  Pravin,  Bolivar 
Paulson,  William  Dean,  Jackson 
Peeler,  Harry  Lee,  Selmer 
Pennington,  Frank  R,  Jackson 
Peters,  Jerry  D,  Jackson 
Phillips,  John,  Parsons 
Phillips,  Tony  N,  Jackson 
Portis,  Bill  Scott,  Huntingdon 


Price  Jr,  James  Alfred,  Jackson 
Ramer  Jr,  Warren  Carlton,  Lexington 
♦Ramer  Sr,  Warren  C,  Lexington 
Reese,  Eugene  P,  Jackson 
Rhea,  Karl  Byington,  Somerville 
Rhear,  R Wayne,  Alamo 
♦Richards,  Aubrey,  Whiteville 
♦Riddler,  John  Garth,  Jackson 
Robbins,  Russell  Hugh,  Jackson 
Roberts,  Wm  H,  Jackson 
Routon,  William  Robert,  Humboldt 
Rowland,  Jos  Perry,  Jackson 
Satterfield  Jr,  Wm  T,  Memphis 
Schlamp,  Allen  Lee,  Jackson 
Schwartz,  Paul  E,  Jackson 
Scott,  Augustus  Barnett,  Jackson 
Sharpe  Jr,  Benj  Weeks,  Jackson 
Shaw  Jr,  John  L,  Jackson 
Sheppard  Jr,  Lee  C,  Jackson 
Smelser,  Michael  Harding,  Adamsville 
Smith  Jr,  Montie  E,  Selmer 
Smith,  Clyde  E,  Jackson 
Smith,  Harris  L,  Jackson 
Smith,  James  Hagy,  Selmer 
Smith,  Ricky  Allen,  Jackson 
Smith,  Robt  Jos,  Jackson 
Souder,  Bob  Tyler,  Jackson 
Spalding,  Alanson  R,  Jackson 
Spencer,  Donald  R,  Brownsville 
Spruill  Jr,  James  Henry,  Jackson 
♦Stauffer,  Chas  C,  Jackson 
Stepp  Jr,  William  P,  Jackson 
♦Stewart,  David  Earl,  Brownsville 
Stonecipher,  Lowell  F,  Jackson 
Story,  William  Charles,  Jackson 
Stripling,  Jack  Clements,  Lexington 
Summar,  Alvin  Jonah,  Trenton 
Swindle,  James  Tyler,  Jackson 
♦Tate,  J Knox,  Bolivar 
Taylor,  Ronald  F,  Jackson 
Teal,  Linda  N,  Mountain  Home,  AR 
Thomas,  Geo  Emanuel,  Jackson 
Thomas,  James  Louis,  Jackson 
♦Thompson  Jr,  John  Robt,  Jackson 
♦Thornton  Jr,  John  C,  Brownsville 
Tillman,  Ronald  C,  Jackson 
Torstrick,  Robert  F,  Jackson 
Tozer,  Kenneth,  Milan 
Troxell,  Marcus,  Jackson 
♦Truex,  S Allen,  Jackson 
Tucker  Jr,  Robt  Taylor,  Jackson 
Twilla,  Ronald  G,  Milan 
Vegors,  Robert  A,  Jackson 
Verheeck,  Kenneth,  Jackson 
Vinson,  Harold  Wallace,  Selmer 
Wainscott,  Wm  Keith,  Jackson 
Warmbrod  Jr,  James  G,  Jackson 
Warner,  Barton  Wayne,  Jackson 
Webb,  Jimmy  Franklin,  Jackson 
Welles  III,  Edward  Hunter,  Jackson 
Wheatley  Jr,  Kenneth,  Jackson 
White,  Charles  Wesley,  Lexington 
White,  Jerald  Wayne,  Brownsville 
White,  Lamar  Arthur,  Friendship 
♦Williams  Jr,  Allen  N,  Jackson 
♦Williams,  James  Henry,  Milan 
Williams,  James  Larry,  Trenton 
Williams,  Philip  Gray,  Milan 
Williams,  Richard  Larry,  Jackson 
Williams,  William  Keith,  Jackson 
Williamson  III,  F E,  Jackson 
♦Williamson  Jr,  Felix  E,  Jackson 
Williamson,  James  Stephen,  Huntingdon 
Wilson,  R L,  Henderson 
♦Wilson,  Robt  Burton,  Huntingdon 
Winkler,  Volker  Gert,  McKenzie 
Wolfe,  Wayne  Harvey,  Jackson 
Woods  Jr,  William  H,  Jackson 
Woods,  Arthur  M,  Jackson 
Wright  III,  Lucius  F,  Jackson 
♦Wyatt,  Geo  Breckenridge , Jackson 
♦Wylie,  Paul  Eve,  Jackson 
Yarbro,  George,  Jackson 
Yarbro,  Harold  R,  Jackson 
Yarbrough,  Scott,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Barnawell,  James  Ross,  Crossville 
Baylosis,  Roberto  B,  Crossville 
Bell,  Christopher  M,  Crossville 
Bilbrey,  Richard  Lee,  Crossville 
Bise,  Stanley  L,  Crossville 
Braun,  Richard  C,  Crossville 
Callis,  James  Taylor,  Crossville 
Campbell  Jr,  James  T,  Crossville 
Campbell,  David  Edward,  Crossville 
Clark,  Jack  Crowley,  Crossville 
Clayton,  Thomas  Edward,  Crossville 
Cravens,  R Gene,  Crossville 
Crick,  James  M,  Crossville 
Deatherage,  Philip  M,  Crossville 
♦Dougherty,  John  H,  Fairfield  Glade 
Duer,  Carl  Thos,  Crossville 
Durham,  Beatrice  L,  Crossville 
♦Ervin  Jr,  Paul  A,  Crossville 
♦Evans,  Wm  Elkinton,  Crossville 
Grummon,  Robert  A,  Crossville 
Guthrie,  Fred  A,  Crossville 
Hall,  Danny,  Crossville 
Ivey,  Donathan  Miles,  Crossville 
Ivey,  R Donathan,  Crossville 


Lindsay,  Jack  Wasson,  Rockwood 
Litchford,  David  Williams,  Crossville 
Mayfield,  Robert  D,  Crossville 
♦Munson,  Frederick  Wm,  Crossville 
Nichols,  Robert,  Crossville 
Olaechea,  Reinaldo  A,  Crossville 
Perrigan,  Dale,  Crossville 
Reed,  Larry  Dewayne,  Crossville 
Robertson,  Jos  D,  Crossville 
♦Seaton,  Stuart  P,  Johnson  City 
Sentef,  Mary  Bean,  Crossville 
Wallace,  Joe  Kenneth,  Crossville 
Wood  Jr,  Robt  Hancock,  Crossville 

Dekalb  county  medical  society 

Abbott  II,  Kenneth  H,  Loma  Linda,  CA 
Blevins,  Melvin  Lee,  Smithville 
Cripps,  Hugh  Don,  Smithville 
Darrah,  David  Edward,  Alexandria 
Hooper,  Doug  G,  Smithville 
Puckett,  Jerry  E,  Smithville 
Rhody,  Jack  R,  Smithville 
Young,  William  D,  Smithville 

DICKSON  COUNTY  MEDICAL  SOCIETY 

Anderson,  Stanley  Martin,  Dickson 
Beaver,  B Daniel,  Dickson 
Bell  Jr,  Walter  A,  Dickson 
Bell,  Walter  A,  Dickson 
Blevins,  Jerry  C,  Dickson 
Brantly,  Edmund  Brook,  Dickson 
Collins,  Clyde  E,  Dickson 
♦Cook,  Mary  Baxter,  Nashville 
Drinnen,  Danl  Brooks,  Dickson 
♦Elliott  Jr,  James  C,  Charlotte 
Gordon,  Jeffrey,  Dickson 
Gorzny,  Jan  M,  Dickson 
Hayes,  Phillip  Walton,  Dickson 
Jackson,  James  T,  Dickson 
Jackson,  James  W,  Dickson 
Luplow,  Rolland,  Dickson 
Mahan,  Marcelle,  Dickson 
Mani,  Venk,  Dickson 
Orgain,  Robert  W,  Dickson 
Pham  Ngoc  Thuan,  Robert,  Dickson 
Salyer,  John  R,  Dickson 
Smith,  Bobby  Joel,  Dickson 
Wiser,  Eldred  Houck,  Dickson 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

Allred,  Baley  Fred,  Jamestown 
Clark,  Richard  G,  Jamestown 
Hensel,  Albert  Earl,  Jamestown 
Joshi,  Dilip  N,  Jamestown 
Smith,  Jack  Calvin,  Jamestown 
Smith,  Richard  D,  Jamestown 
Turner,  Shelby  Oscar,  Clarkrange 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

Bagby  Jr,  Richard  A,  Winchester 
Boyanton,  Lia  Cecilia,  Cowan 
Boyanton,  Walter  J,  Estill  Springs 
♦Fite,  Arthur  R,  Winchester 
Fort  Jr,  Dudley  Clark,  St  Andrews 
Greer,  Patrick  Roddy,  Winchester 
Holliman,  James  D,  Winchester 
Hood,  Dewey  Woodrow,  Decherd 
Hubbard,  Rex,  Winchester 
Johnson,  Gerald  Eugene,  Winchester 
Kennedy,  Elaine,  Winchester 
♦Keppler,  Chas  B,  Sewanee 
Petrilla,  Diane  L,  Sewanee 
Petrochko,  Nicholas,  Winchester 
Scarborough,  Larry  Keith,  Monteagle 
Smith,  Thomas  Anderson,  Winchester 
Stensby,  James  G,  Winchester 
Stockton,  David  L,  Winchester 
Templeton,  John  Waggoner,  Winchester 
♦VanBlaricum,  James,  Winchester 
Villar,  Rodolfo,  Winchester 
♦Way,  Roger  Atkinson,  Sewanee 
Zimmerman,  Thomas  F,  Winchester 

GILES  COUNTY  MEDICAL  SOCIETY 

Agee,  Robt  B,  Pulaski 
Burger,  Charles  W,  Pulaski 
Cooper,  Earnest  H,  Pulaski 
Davis  Jr,  Buford  Preston,  Pulaski 
Fentress,  J Vance,  Pulaski 
Foronda,  Armando  Cabot,  Pulaski 
Haney,  Charles  D,  Pulaski 
Murrey,  Wm  Harwell,  Pulaski 
♦Owen,  Wm  Kendrick,  Pulaski 
Rasche,  Anne  M,  Pulaski 
Rasche,  Richard  Albert,  Pulaski 

GREENE  COUNTY  MEDICAL  SOCIETY 

Aasheim,  Richard  J,  Greeneville 
Atwell,  Phyllis  Sage,  Greeneville 
Austin  Jr,  Joseph  W,  Greeneville 
Austin,  Maynard  Wade,  Greeneville 
Barnes,  Lloyd  Rogers,  Greeneville 
Bean,  Michael  Wm,  Greeneville 
Beckner  III,  Thos  Folsom,  Greeneville 
♦Brown,  Isaac  D,  Mosheim 
Buckman,  David  D,  Greeneville 
Chapman  Jr,  Walter  Clay,  Greeneville 
Cobble,  Douglas  Catron,  Greeneville 
Cole,  Ronald  Arthur,  Greeneville 
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Diez  D'Aux,  Robert  C,  Greeneville 
Easterly  Jr,  James  F,  Greeneville 
Ellenburg  Jr,  Luke  Lamar,  Greeneville 
♦Ellenburg,  Luke  L,  Greeneville 
Flohr,  Robert  Stephen,  Greeneville 
*Gibson , Rae  B,  Greeneville 
Giles,  Stanley  A,  Greeneville 
Hartsell , Michael  H,  Greeneville 
Holt,  Bevley  D,  Greeneville 
Hoppe,  Gordon  Paul,  Greeneville 
♦Horner,  Nathan  P,  Greeneville 
Keebler,  Ben  Jennings,  Greeneville 
Marsa,  Gordon  L,  Greeneville 
Mason,  Walter  Lawrence,  Greeneville 
Mathews  Jr,  Kenneth  M,  Greeneville 
Mathiesen  Jr,  K Marlin,  Greeneville 
McKinney,  James  Ray,  Greeneville 
McNiel,  Frank  H,  Mosheim 
McNiel , Janet,  Mosheim 
Metcalf  III,  Dee  Lamar,  Greeneville 
Montgomery,  Chas  Alexander,  Greeneville 
Myers,  Frederick  J,  Greeneville 
Nelson,  Harry  C,  Greeneville 
Odell,  Michael  J,  Greeneville 
Oden,  Geo  Wesley,  Greeneville 
Patterson,  David  Oscar,  Greeneville 
Reardon,  Peter,  Greeneville 
♦Reviere,  Calvin  Barton,  Greeneville 
Rodgers,  James  Steven,  Greeneville 
Rodgers,  Larry,  Greeneville 
Scott,  William  Joseph,  Greeneville 
Shaw,  John  Louis,  Greeneville 
Smead,  William  J,  Greeneville 
Smith,  Elliott  B,  Greeneville 
Stanley  III,  Richard  E,  Greeneville 
Strange,  E Brad,  Greeneville 
Strimer,  Robert  M,  Greeneville 
Susong,  Kenneth  Clark,  Greeneville 
Turk,  Ronald  E,  Greeneville 
Villeneuve,  Victor,  Greeneville 
Webster,  Thos  Moore,  Greeneville 

HARDIN  COUNTY  MEDICAL  SOCIETY 

Blankenship  Jr,  H,  Savannah 
Brown  II,  Joe  Lawrence,  Jackson 
Brown,  Jane  Warne,  Jackson 
Churchwell , A Grigg,  Savannah 
Cox,  Malcolm  A,  Savannah 
Freeman,  John  L,  Savannah 
Greene,  Richard  S,  Savannah 
Lard,  Janet  Kaye,  Savannah 
Lay,  John  Danl,  Savannah 
Peters,  Joseph  A,  Savannah 
Rao,  Gade,  Savannah 
Roe,  Thos  Vance,  Savannah 
Smith,  Michael  L,  Savannah 
Thomas,  Howard  W,  Savannah 
Thomas,  James  Howard,  Savannah 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

Baird  Jr,  Renfro  B,  Rogersville 
Elkins,  Larry  H,  Rogersville 
Fine,  Michael  David,  Sneedville 
♦Gambrel,  Ralph,  Rogersville 
♦Gibbons,  William  E,  Rogersville 
Goyeau,  Francis,  Rogersville 
♦Johnson,  C C,  Rogersville 
Levitt,  Carol,  Bulls  Gap 

HENRY  COUNTY  MEDICAL  SOCIETY 

Adams,  Robert  D,  Paris 
Campbell,  Wm  Russell,  Paris 
Garrett,  Glenn  Sanders,  Paris 
Griffey  Jr,  Walter  P,  Paris 
♦Griffey,  Walter  Plummer,  Buchanan 
Harrison,  Terry  0,  Paris 
♦Howell  Sr,  Irvin  W,  Paris 
Lee,  Seung  H,  Paris 
McIntosh,  Barry  Park,  Paris 
♦Mobley  Jr,  Emmett  P,  Paris 
Mobley  Jr,  Joe  Dick,  Paris 
Neumann  Sr,  John  E,  Paris 
Norman,  Dwight  Michael,  Paris 
Robertson,  James  Buford,  Paris 
♦Ross,  Kenneth  Guysteau,  Paris 
Senter  Jr,  John  Maxwell,  Paris 
Sleadd,  Frank  Bland,  Paris 
Swanson,  Roger  Thomas,  Paris 
Tusa,  Vince  Chas,  Paris 
Wood,  Thos  Chas,  Paris 

JACKSON  COUNTY  MEDICAL  SOCIETY 

Dudney,  Elijah  Morgan,  Gainesboro 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Aaby,  Gene  Victor,  Knoxville 
♦Absher,  Lee  A,  Knoxville 
♦Acker  Jr,  Jos  E,  Knoxville 
Acker,  James  Jos,  Knoxville 
Acker,  John  H,  Knoxville 
Acuff,  Wm  Jos,  Knoxville 
Adams,  Arthur  F,  Knoxville 
Adams,  Linas  J,  Knoxville 
Adams,  Terry  Lee,  Knoxville 
Aeberly,  Richard,  Knoxville 
Akin,  Hobart  E,  Knoxville 
♦Akin,  Robt  Louis,  Knoxville 
Alexander,  J Sidney,  Knoxville 
Ambrose,  Paul  Seabrook,  Knoxville 
Ambrosia,  John  M,  Knoxville 


Anderson,  Thomas  I,  Knoxville 
Andrews,  Edmund  B,  Knoxville 
Ange,  Chas  Gilmer,  Knoxville 
Ange,  David  Westley,  Knoxville 
Antonucci,  Richard  A,  Knoxville 
Arnold  Jr,  Henry  Grady,  Knoxville 
Arwood,  Don  C,  Knoxville 
Avera,  John  W,  Oak  Ridge 
Avery,  Bebe  Anne  Bass,  Knoxville 
Avery,  Robert  Bruce,  Knoxville 
Avery,  Shirley  Bannister,  Knoxville 
Baddour  Jr,  George  R,  Knoxville 
Bailey  Jr,  Wm  Ross,  Knoxville 
Baker  Jr,  Martin  Ross,  Knoxville 
Baker  Jr,  Paul  D,  Knoxville 
♦Ballou,  Gordon  Steely,  Knoxville 
Bankston,  Floyd  N,  Knoxville 
Barnes  III,  Robert  L,  Knoxville 
Barnett,  Charles  F,  Knoxville 
Barron,  Freddie  T,  Knoxville 
Beahm,  Walter  Clarence,  Knoxville 
Beals,  Danl  Franklin,  Knoxville 
Beals,  Joe  Duncan,  Knoxville 
Beamer,  Wilson  C,  Knoxville 
Beasley,  Alfred  Durant,  Knoxville 
Bedwell,  William  Howard,  Knoxville 
Beeler,  T Craig,  Knoxville 
Bell  III,  W Reid,  Knoxville 
Bell,  James  Bowers,  Seymour 
Bell,  John  Henry,  Knoxville 
Bell,  John  L,  Knoxville 
♦Bell,  Spencer  Y,  Knoxville 
Bellingrath,  Len  F.,  Knoxville,  TM 
Bellomy,  Bruce  B,  Knoxville 
Benedict,  Walter  Hanford,  Knoxville 
Benhayon,  Jack,  Knoxville 
Benton,  James  Carl,  Knoxville 
Bevelhimer,  Ann  S,  Knoxville 
Biggs,  Albert  W,  Knoxville 
Biggs,  Monte  Bruce,  Knoxville 
Birdwell,  David  Allen,  Knoxville 
Bishop  Jr,  Archer  W,  Knoxville 
Bishop,  Harry  Louis,  Knoxville 
Black  Jr,  Joe  Wm,  Knoxville 
♦Black,  Chas  W,  Knoxville 
Black,  William  D,  Knoxville 
♦Blair,  Corrie,  Loudon 
Blake  Jr,  John  R,  Knoxville 
Blake,  Lynn  French,  Knoxville 
Blossom,  Gerald  Lee,  Knoxville 
Bogartz,  Leon  Jacob,  Knoxville 
Bost,  Wm  Eugene,  Knoxville 
Boswell,  Wade  H,  Knoxville 
Brabson,  Leonard  Allison,  Knoxville 
Bradsher  Jr,  Jacob  T,  Knoxville 
Brakebill,  Larry  C,  Knoxville 
Branson,  Aubra  David,  Knoxville 
♦Brimi,  Robt  John,  Knoxville 
Brinner,  Richard  A,  Knoxville 
Britt,  James  Clyde,  Knoxville 
Broady,  Jos  Leroy,  Knoxville 
Brooks,  Charles,  Knoxville 
Broome,  Monroe  A,  Knoxville 
Brott,  Walter  H,  Knoxville 
Brown  IV,  Lytle,  Knoxville 
Brown  Jr,  Frederick  F,  Knoxville 
Brown,  Samuel  I,  Knoxville 
Bryan,  Ronald  Wm,  Knoxville 
Bullock,  Pamela  Stephens,  Knoxville 
Bunn,  Raymond  Clyde,  Knoxville 
Buntain,  William  L,  Knoxville 
Buonocore,  Edward,  Knoxville 
Burdette,  James  A,  Lenoir  City 
Burkhart,  James  M,  Knoxville 
Burkhart,  John  H,  Knoxville 
Burkhart,  John  McLain,  Knoxville 
Burkhart,  William  L,  Knoxville 
Burns  Jr,  James  L,  Knoxville 
Bushkell,  Lawrence  L,  Knoxville 
Bushore,  John  Thos,  Knoxville 
Bushore,  Martha  J Smith,  W Palm  Beach,  FL 
Byrd,  Wm  Geo,  Knoxville 
Campbell  Jr,  John  E,  Knoxville 
Campbell,  John  Wilson,  Knoxville 
Campbell,  Morris  Dean,  Knoxville 
Campbell,  Philip  D,  Knoxville 
Capps,  Robert  J,  Knoxville 
Carlomagno,  Oscar  Mario,  Knoxville 
Carlson  Jr,  C Sanford,  Knoxville 
♦Carlson,  C Sanford,  Knoxville 
Carpenter,  Kenneth  B,  Knoxville 
♦Carr,  Frederick  W,  Knoxville 
Catron,  Donald  Gibson,  Knoxville 
Cauble,  Dan  W,  Knoxville 
♦Caylor,  Lloyd  G,  Knoxville 
Cherry,  Ronald  R,  Knoxville 
Chesney,  John  Tucker,  Knoxville 
♦Chesney,  Luther  W,  Knoxville 
Chironna,  Robert  L,  Knoxville 
Chobanian,  Sarkis  J,  Knoxville 
♦Christenberry  Jr,  Henry  E,  Knoxville 
Christenberry  Jr,  K W,  Knoxville 
♦Christenberry,  Kenneth  W,  Knoxville 
♦Christian,  Henry  S,  Knoxville 
Christiansen,  Deborah  J,  Knoxville 
Cloud,  Wm  Wiley,  Knoxville 
Cohn,  Richard  A,  Knoxville 
Cole,  Robt  Reland,  Knoxville 
Collier  Jr,  Robt  Hoyal,  Knoxville 
Collmann,  Irving  Reid,  Knoxville 
Comas,  Frank  Vilanova,  Knoxville 


♦Congdon,  Chas  C,  Oak  Ridge 
Conley,  Dean  Raymond,  Knoxville 
♦Conner,  Edward  D,  Knoxville 
Cooley,  Caroline  E,  Knoxville 
Cooper  Jr,  John  Harrison,  Knoxville 
Copas,  Pleas  R,  Knoxville 
Corey,  David  Anthony,  Knoxville 
Costanzi,  John  J,  Knoxville 
Coughlin  Jr,  Dennis,  Knoxville 
Cox,  David  A,  Knoxville 
Crawley,  Robert  A,  Knoxville 
Creutzinger,  David  J,  Knoxville 
Crumley,  Joe  C,  Knoxville 
Crutchfield,  Hiram  E,  Knoxville 
Cummings,  Barry  F,  Knoxville 
Curfman,  W Corbet,  Knoxville 
Dabbs,  Randal  L,  Knoxville 
Dalton,  Morris  Norton,  Knoxville 
♦Davis,  Lloyd  Cleveland,  Knoxville 
DeFiore  Jr,  Jos  Chas,  Knoxville 
DeLeese,  Joseph  S,  Knoxville 
DeLozier,  Joseph  B,  Knoxville 
DePersio,  John  E,  Knoxville 
DePersio,  Richard  J,  Knoxville 
Demers,  Robert  G,  Knoxville 
Denneny  III,  James  C,  Knoxville 
Denneny,  Elise  C,  Knoxville 
♦Diddle,  Albert  W,  Knoxville 
Dill,  Stephen  H,  Knoxville 
Dilworth,  Lee  L,  Knoxville 
Dobbins,  William  T,  Loudon 
Dodd,  Susan  Price,  Knoxville 
Doiron,  Clint  T,  Knoxville 
♦Domm,  Sheldon  Edward,  Knoxville 
Dorsey,  Larry,  Knoxville 
Dougherty  Jr,  John  H,  Knoxville 
Dougherty,  Robt  Edward,  Knoxville 
Douglass,  Thomas  G,  Knoxville 
Dover,  Norris  L,  Knoxville 
Downs,  James  E,  Knoxville 
♦Dresner,  Evelyn  Edith,  Knoxville 
Duffy  III,  Richard  N,  Maryville 
Duffy,  Mary  Brock,  Knoxville 
Dukes,  James  B,  Knoxville 
Duncan  Jr,  Raphael  H,  Knoxville 
♦Duncan,  Orville  Jack,  Knoxville 
Earnest  Jr,  Chas  R,  Knoxville 
Earnhardt,  J William,  Knoxville 
Ebenezer,  C S Albert,  Knoxville 
Eberle,  Andrea  J,  Knoxville 
Eisele,  Sandra  A,  Knoxville 
Eisenstadt,  Michael  L,  Knoxville 
Elder,  Robert  F,  Knoxville 
Ellenburg,  Donald  T,  Knoxville 
Elliott,  Michael  B,  Knoxville 
Ellis,  Roy  C,  Harrogate 
♦Ely,  James  B,  Knoxville 
Embry,  Jerry  J,  Knoxville 
Enderson,  Blaine  L,  Knoxville 
England,  W David,  Knoxville 
Erickson,  Richard  James,  Knoxville 
Etezadi-Amoli , Saeed,  Knoxville 
Evans,  John  Harold,  Knoxville 
Fardon,  David  Favreau,  Knoxville 
Farris,  Richard  Kent,  Knoxville 
Fecher,  Mark  P,  Knoxville 
Feld,  Neil,  Knoxville 
Ferguson,  James  V,  Knoxville 
Fetzer  Jr,  John  Woodrow,  Jefferson  City 
Filchock,  Joanne,  Knoxville 
Fillmore,  Geo  Edward,  Knoxville 
Finelli,  Robert  Edward,  Knoxville 
♦Finer,  Geo  Harvey,  Sarasota,  FL 
Fogle,  Richard  Allen,  Knoxville 
Foster,  Jerry  M,  Knoxville 
Foster,  William  Edwin,  Knoxville 
Frame,  Barry  D,  Knoxville 
Franklin,  Stephen  R,  Knoxville 
♦Freedman,  Harold  D,  Lenoir  City 
Freeman,  Coy,  Knoxville 
Frere  Jr,  John  M,  Knoxville 
Fry  Jr,  Mellon  Alma,  Knoxville 
Furr,  Fred  M,  Knoxville 
Galiardi,  Marty  P,  Knoxville 
Galyon  Jr,  Frank  B,  Knoxville 
Garber,  Brian  H,  Knoxville 
♦Garcia  Jr,  Jos  Isabel,  Knoxville 
Gardner,  Wm  Henry,  Knoxville 
Garrett  Jr,  Albert  S,  Oak  Ridge 
Gaylord,  Mark  S,  Knoxville 
Gee  Jr,  Geo  Leonard,  Knoxville 
Gentry,  Robt  Homer,  Knoxville 
Gerkin,  David  George,  Knoxville 
Gibson,  Carl  Eugene,  Knoxville 
Gilbertson,  Robt  B,  Knoxville 
Gillespie,  Richard  Allen,  Knoxville 
Gitschlag,  Gary  N,  Knoxville 
Gitschlag,  Kamilia  F,  Knoxville 
Gleaves  Jr,  James  E,  Knoxville 
Glover  Jr,  Abner  M,  Knoxville 
Glover,  A Michael,  Knoxville 
Godwin,  Chas  Wayne,  Knoxville 
Goldman,  Mitchell  H,  Knoxville 
♦Goodge,  Bayard  D,  Concord 
Googe  Jr,  Joseph  M,  Knoxville 
Goudelock,  D Stevenson,  Louisville 
Gouffon,  Chas  Allen,  Knoxville 
Gould,  Howard  R,  Knoxville 
Grabeel,  Conrad  Lindsay,  Knoxville 
Graham,  Randal  0,  Knoxville 
Gray,  Frank  Benton,  Knoxville 
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■1,  ,inda  K,  Knoxville 
psne,  Tames  Allen,  Knoxville 
, Richard  W,  Knoxville 

,,  recnwood,  Jeffery  D,  Knoxville 
Greeson,  Gordon  S,  Knoxville 
Griffith,  Robt  Carl,  Knoxville 
Grossman,  Allan  M,  Knoxville 

Guyton  Jr,  James  R,  Knoxville 
Gyurik,  Catherine  E,  Knoxville 
Haase  Jr,  Theodore  F,  Knoxville 
Hagood  Jr,  Lewis  Russell,  Knoxville 
Hahn,  Jan  T,  Lenoir  City 
Hall,  Don  J,  Knoxville 
Hall,  Robt  Edmund,  Knoxville 
Hampton,  Bert  Allan,  Knoxville 
Hanna,  Wahid  T,  Knoxville 
Haq,  Jamshed  U,  Knoxville 
Haraf,  Frank  Jos,  Knoxville 
Harb,  Jos  W,  Knoxville 
Hargrove,  R Leslie,  Knoxville 
Harrell,  Thomas  G,  Knoxville 
Harris,  Robt  Wayne,  Knoxville 
Harrison,  John  E B,  Knoxville 
*Harrison,  Wm  Blair,  Loudon 
Hassell,  David  F,  Knoxville 
*Hayes  Jr,  Tuckey  J T,  Knoxville 
Hayworth,  Ray  Milton,  Knoxville 
Hecht,  Jeffrey  S,  Knoxville 
*Heintzelman,  John  H L,  Seal  Beach,  CA 
Heiser,  Don  Richard,  Knoxville 
Hembree,  Douglas  Kirby,  Knoxville 
Hemphill,  James  Louis,  Knoxville 
Henderson,  Richard  Winn,  Knoxville 
Hendrick,  Sophia  J,  Knoxville 
Henry,  Bertram  Rowe,  Knoxville 
Henschen,  Bruce  L,  Knoxville 
Hetrick,  Thomas  Henry,  Knoxville 
Hicks  Jr,  Howard  Kenneth,  Knoxville 
*Hicks,  Howard  Kenneth,  Knoxville 
Higgins,  Thomas  G,  Knoxville 
Hill,  Hubert  Cawood,  Knoxville 
Hitch  Jr,  James  Parks,  Knoxville 
Hoadley,  Stephen  D,  Knoxville 
*Hobart  Jr,  Richard  Loren,  Powell 
Hodge,  Frederick  Wm,  Knoxville 
*Hoey,  David  Francis,  Knoxville 
Hogan,  William  Mitchell,  Knoxville 
Holmes,  William  S,  Knoxville 
Hookman,  Lawrence  D,  Knoxville 
Horton,  W Don,  Knoxville 
Hoskins,  John  C,  Knoxville 
*Hoskins,  Leon  Cuno,  Knoxville 
Hovis,  Wm  Marvin,  Knoxville 
♦Howard  Jr,  G Turner,  Knoxville 
Howe,  John  W,  Knoxville 
Hubner,  Karl  Franz,  Knoxville 
Huddleston,  Chas  Irving,  Knoxville 
Hudgens  Jr,  James  F,  Knoxville 
Hudson  Jr,  Arnold  R,  Knoxville 
♦Huggin,  Perry  M,  Redlands,  CA 
Hurst,  Fred  Alan,  Knoxville 
Huskey,  Larry  Cecil,  Knoxville 
Hutchins,  Stephen  F,  Knoxville 
Hutson,  Chas  Combs,  Knoxville 
Hyatt,  Hugh  Crockett,  Knoxville 
Hyde,  Gilbert  L,  Knoxville 
♦Idol,  Enoch  Colvin,  Knoxville 
*Irwin,  Clifton  E,  Knoxville 
Ivens,  Mark  Young,  Knoxville 
Jackson,  Robert  C,  Knoxville 
*Janzen,  Wm  Roy,  Knoxville 
Jeffries,  Glenn  Edward,  Knoxville 
*Jenkins,  Astor  L,  Knoxville 
Jenkins,  Basia  Irene  M,  Knoxville 
Jennings,  Jeffory  G,  Knoxville 
Jobson,  Kenneth  0,  Knoxville 
Johnson  Jr,  William  Reeves,  Knoxville 
Johnson,  Clifford,  Knoxville 
Johnson,  Jerry  Richard,  Knoxville 
Johnson,  Joe  Breese,  Knoxville 
Jones,  Francis  S,  Knoxville 
Jones,  Michael  E,  Knoxville 
Jost,  Richard  Raymond,  Spring  City 
Jourdan,  Paul  Leon,  Knoxville 
♦Joyce,  Margaret  Eliz,  Ocean  Springs,  MS 
Julius,  Clark  Eldon,  Knoxville 
Kabbani,  Sam  A,  Knoxville 
Kaserman,  Fred  B,  Knoxville 
Kattine,  Anthony  Albert,  Knoxville 
Kelly,  Arthur  Pat,  Knoxville 
♦Kelso,  Harold  Mills,  Knoxville 
Kennedy,  A Glenn,  Knoxville 
♦Kennedy,  John  Olney,  Knoxville 
Kennedy,  Michael  B,  Knoxville 
Kesterson,  Gregg  H D,  Knoxville 
♦Kesterson,  John  E,  Knoxville 
Khairollahi,  Vali,  Knoxville 
Khan,  Abdul  H,  Knoxville 
Killeffer,  Fred  Ayres,  Knoxville 
Kim,  Yoo  Keun,  Knoxville 
Kincaid,  Geoffrey  C,  Knoxville 
King,  Irvin  Ray,  Knoxville 
King,  Jack  Donald,  Knoxville 
King,  Jeffrey  T,  Knoxville 
Kirk  Jr,  Clifford  C,  Knoxville 
♦Klein  Jr,  Victor  Hill,  Knoxville 
Klein,  Carl  John,  Knoxville 
Klein,  Frederick  A,  Knoxville 
Kliefoth  III,  A Bernhard,  Knoxville 
Knowling,  Robt  Edward,  Knoxville 
Koefoot  Jr,  R Bruce,  Knoxville 


Krauss,  Stephen,  Knoxville 
Krisle  III,  George  Menees,  Knoxville 
Kropilak,  Michael  D,  Knoxville 
Kubota,  Thomas  T,  Knoxville 
Lacey  III,  John  W,  Knoxville 
Laing,  Wm  Gavin,  Knoxville 
Lash,  Robt  F,  Knoxville 
Lassiter,  Alan  K,  Knoxville 
Latham,  Kent  Emerson,  Knoxville 
Law  Jr,  William  M,  Knoxville 
Law  Sr,  William  M,  Knoxville 
Lazarus,  Stephen  M,  Knoxville 
LeBel,  Serge,  Knoxville 
LeTard,  Francis  X,  Knoxville 
Leahy,  Michael  Douglas,  Knoxville 
Lee,  Larry  H,  Oak  Ridge 
Leonard,  Joe  H,  Knoxville 
Lester,  Thomas  Edward,  Knoxville 
Lethco,  Gary  W,  Knoxville 
Lewis,  Gloria  L,  Knoxville 
Lewis,  Robt  A,  Knoxville 
Lighter,  Donald  E,  Knoxville 
Lin,  Kuang-Tzu  Davis,  Knoxville 
Lincoln,  Thomas  A,  Oak  Ridge 
Line,  Felix  Glen,  Knoxville 
Littlefield,  Thomas  R,  Knoxville 
London,  Frank,  Knoxville 
Long,  Henry  Heath,  Knoxville 
Lorch,  Vichien,  Knoxville 
Lowry,  Randolph  M,  Knoxville 
Lowry,  Thos  Henry,  Knoxville 
Lozzio,  Carmen  Bertucci,  Knoxville 
Luna,  Joe  Louis,  Knoxville 
Luttrell,  Arvell  Stanley,  Knoxville 
Mack  Jr,  John  W,  Knoxville 
Maddox  Jr,  John  R,  Knoxville 
Madigan,  Robt  Regis,  Knoxville 
Maggart,  Michael  L,  Knoxville 
Malone  Jr,  Edward  M,  Knoxville 
Mancebo,  Gerald  L,  Knoxville 
Mandojana,  Ricardo  M,  Knoxville 
Manning,  Richard  0,  Knoxville 
Marcy,  John  Sami,  Knoxville 
Marshall,  John  Housden  L,  Knoxville 
Martin,  Chris  John,  Columbia,  MO 
Martin,  Robert  0,  Knoxville 
Massingale,  H Lynn,  Knoxville 
Masters,  Steven  Bradley,  Knoxville 
Mathews,  Carl  Leslie,  Knoxville 
Maull,  Kimball  I,  Knoxville 
Maves,  Barry  V,  Knoxville 
♦Maynard,  Margaret  Agnes,  Atlanta,  GA 
Mays,  Richard  H,  Knoxville 
McCallen,  Perry  Boies,  Knoxville 
♦McCammon,  Curtis  P,  Knoxville 
♦McCampbell,  Bruce  R,  Knoxville 
McCollum,  Lionel  D,  Knoxville 
McCoy  III,  William  John,  Knoxville 
McGhee,  William  Edward,  Knoxville 
McGinn,  Larry  Dean,  Knoxville 
McGinnis,  Carroll  William,  Knoxville 
McGuire,  William  L,  Knoxville 
McKenzie,  Donald  Keith,  Knoxville 
McKenzie,  Jerome  F,  Knoxville 
♦McKinney,  Marion  Berry,  Knoxville 
McKissick,  William  R,  Knoxville 
McMurry,  Joseph  Searle,  Knoxville 
McPeake  III,  William  T,  Knoxville 
♦McPeake,  William  T,  Loudon 
Meadows,  Robt  Walter,  Knoxville 
Meisenheimer , Stephen  L,  Knoxville 
Meyers,  Anthony  L,  Knoxville 
Miale,  Thomas  D,  Knoxville 
Miller  Jr,  Carter  F,  Knoxville 
Miller,  Christopher  A,  Knoxville 
Miller,  Michael  M,  Knoxville 
Miller,  Thomas  R,  Knoxville 
Miller,  Wm  Obed,  Knoxville 
Minardi,  Joseph  D,  Knoxville 
Minchey,  John  W,  Knoxville 
Mire,  A Dean,  Knoxville 
Misra,  Sarada  N,  Knoxville 
Mitchell,  Donald  Eugene,  Lenoir  City 
Mitchell,  Michael  E,  Knoxville 
Mitchell,  Phillip  R,  Knoxville 
Mitchell  Sr,  Foy  B,  Knoxville 
Mixon,  William  R,  Knoxville 
Mobley,  Jack  Murphy,  Knoxville 
Moffett,  Steven  R,  Knoxville 
Montgomery  Jr,  John  Lee,  Knoxville 
Montgomery,  Jos  Tucker,  Knoxville 
Montgomery,  Robert  N,  Knoxville 
Moon,  Jos  Benjamine,  Knoxville 
Moore  Jr,  John  David,  Knoxville 
Moore  Jr,  Merrill  Dennis,  Knoxville 
Moore,  Robert  Saylor,  Knoxville 
Mooreside,  Douglas  Edward,  Knoxville 
Morehead,  Lance,  Knoxville 
Moreno,  Francisco  G,  Knoxville 
Morgan,  Tommy  E,  Knoxville 
Morgan,  Travis  Eugene,  Knoxville 
Morris,  Steven  Allen,  Knoxville 
Morton,  Anthony  W,  Knoxville 
Moseley,  James  E,  Knoxville 
Mounger,  Emerson  Jay,  Knoxville 
Mueller,  Robt  Louis,  Knoxville 
Mumford,  Mark  S,  Knoxville 
Murphy,  M Dianne,  Knoxville 
Murray  Jr,  Edward  Lee,  Knoxville 
Muse  Jr,  Wm  Scott,  Knoxville 
♦Muse  Sr,  Wm  S,  Knoxville 


Mutter,  Mitchell  L,  Knoxville 
Myers,  James  David,  Knoxville 
Natelson,  Stephen  Ellis,  Knoxville 
Neblett,  John  W,  Knoxville 
Nelson  Jr,  Henry  S,  Maryville 
Nelson  Jr,  John  R,  Knoxville 
♦Nelson  Jr,  Wm  Alexander,  Knoxville 
Nelson,  Bill  M,  Knoxville 
Nelson,  Mark  L,  Knoxville 
Newton,  Kristy  L,  Knoxville 
♦Niceley,  Eugene  Park,  Knoxville 
♦Nichols,  Hazel  Marie,  Seymour 
Norwood,  Christopher  W,  Knoxville 
Noxon,  Elvin  B,  Knoxville 
Noxon,  Jean  K,  Knoxville 
O'Brien,  Patrick,  Knoxville 
Obenour,  Richard  A,  Knoxville 
Ogden,  Harry  K,  Knoxville 
Ogle,  Homer  Campbell,  Knoxville 
Otis,  Michael  Vaughn,  Knoxville 
Overholt,  Bergein  F,  Knoxville 
Overholt,  Robert  Marion,  Knoxville 
Owen,  J David,  Knoxville 
Ozdil,  Turan,  Knoxville 
Pack,  Ronald  Lynn,  Knoxville 
Paine  Jr,  Raymond  Lee,  Knoxville 
Palatinus,  Jos,  Oak  Ridge 
Pappas,  Sam  Geo,  Knoxville 
Park,  Soung-Ho,  Knoxville 
♦Parsons,  Roy  B,  Kodak 
Passarello,  Michael  J,  Knoxville 
Patil,  Vijaya  R,  Knoxville 
♦Patterson  Jr,  Reese  W,  Knoxville 
♦Patterson  Jr,  Robt  F,  Knoxville 
Patterson,  Frances  K,  Knoxville 
♦Patterson,  Wm  L,  Knoxville 
Patteson,  Stephen  K,  Knoxville 
Paulsen,  Wm  Allen,  Knoxville 
♦Payne,  Francis  Homer,  Knoxville 
Peagler,  Chas  G,  Knoxville 
Pearce,  Robert  E,  Knoxville 
Pedigo,  Randall  E,  Knoxville 
Peebles,  Fred  Neal,  Knoxville 
Peeler,  Molly  M,  Knoxville 
Perry,  Ronald  Howard,  Knoxville 
Petty,  Albert  M,  Knoxville 
Phelps  Jr,  Preston  V,  Knoxville 
Phelps,  Richard  W,  Knoxville 
Phillips,  Michael  D,  Knoxville 
Pickett,  James  C,  Maryville 
Pienkowski,  Marek  M,  Knoxville 
♦Pierce,  Ira  S,  Knoxville 
Pierce,  Steven  Faulkner,  Knoxville 
Pierce,  Truett  H,  Sneedville 
Pitard,  Cecil  E,  Knoxville 
Place,  James  G,  Knoxville 
Pool,  Michael  L,  Knoxville 
Porter,  F Raymond,  Knoxville 
♦Powell,  Wm  Forrest,  Knoxville 
♦Powers,  Bruce  Rankins,  Knoxville 
Powers,  Laura  B,  Knoxville 
Powers,  Wilson  Watkins,  Knoxville 
Presswood,  James  J,  Knoxville 
Pride,  H Hammond,  Knoxville 
Prince  Jr,  Thos  Chafer,  Knoxville 
Prince,  Mark  D,  Knoxville 
Prinz,  Stephen  C,  Knoxville 
Pritcher,  G Mark,  Knoxville 
♦Prose,  James  Clinton,  Knoxville 
Purvis,  John  T,  Knoxville 
Quilty,  Charles  L,  Louisville 
♦Range,  John  A,  Knoxville 
Rankin,  David  M,  Knoxville 
Raulston  Jr,  Kenneth  L,  Knoxville 
Rawson,  Freeman  L,  Knoxville 
Reath,  David  B,  Knoxville 
Reed,  Steven  W,  Knoxville 
Reed,  Warren  G,  Knoxville 
Regester  Jr,  Rolland  F,  Knoxville 
Reid,  William  Stuart,  Knoxville 
Reynolds,  Charles  W,  Knoxville 
♦Richards,  Paul  D,  Knoxville 
Riggins,  Billy  Newell,  Knoxville 
Rimer,  Ronald  Lee,  Knoxville 
Rist,  Toivo  E,  Knoxville 
Robinson,  Richard  Walter,  Knoxville 
Rochester,  John  Crawford,  Knoxville 
Rodgers  Jr,  John  C,  Knoxville 
♦Rogers,  Jerry  Ray,  Norfolk,  VA 
♦Rogers,  Wm  Klar,  Knoxville 
Rose  III,  Richard  C,  Knoxville 
Rowe,  Buford  E,  Knoxville 
Rowe,  Cecil  Darrell,  Knoxville 
Royer,  John  M,  Knoxville 
Rudolph,  Burton  M,  Knoxville 
Rueff,  David  Anthony,  Knoxville 
♦Rule  III,  William,  Knoxville 
Rule,  Jack  Andrew,  Knoxville 
Rule,  Kenneth  Andrew,  Knoxville 
♦Rule,  Kenneth  Boyd,  Knoxville 
Russell,  Robt  Claude,  Knoxville 
Russell,  Stephen  A,  Knoxville 
Ruth,  Alex,  Knoxville 
Rutherford  Jr,  Chas  E,  Knoxville 
Rutherford,  Kyle  Otis,  Knoxville 
Rylands,  John  Craig,  Knoxville 
♦Saffold,  John  Henry,  Palm  Beach  Gdns,  FL 
Sain,  Robt  Lynn,  Knoxville 
Sandberg,  Ronald  Kenneth,  Knoxville 
Sanders,  Jerry  E,  Knoxville 
Sawyer,  Christopher  E,  Knoxville 
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icariano  Jr,  Jack  E,  Knoxville 
Schaumburg,  Edwin  W,  Knoxville 
;chneider,  Wm  James,  Knoxville 
;cott,  John  Christopher,  Knoxville 
;eals,  James  L,  Knoxville 
jeals,  Roy  Lee,  Knoxville 
Jeaton,  Douglas  Y,  Knoxville 
;egars,  James  Hugh,  Knoxville 
iemmer,  John  R,  Knoxville 
Serrell,  Paul  Burt,  Knoxville 
Sevilla,  Evelyn  A,  Knoxville 
Sexton  Jr,  Richard  Carr,  Knoxville 
Sexton,  David  G,  Knoxville 
Sexton,  David  Herron,  Oak  Ridge 
Seymour,  Digby  Gordon,  Knoxville 
Shea  Jr,  Walter  C,  Lenoir  City 
Shepherd,  T Preston,  Knoxville 
Siddiqi,  Naseemul  Haq,  Knoxville 
Siddiqui,  Hafeezul  H,  Knoxville 
Sienknecht,  E Charles,  Knoxville 
Silver,  H Steven,  Knoxville 
Simmons,  John  D,  Knoxville 
Simmons,  Reynald  T,  Knoxville 
Simons,  Jon  Ruric,  Knoxville 
Slutzker,  Daniel  M,  Knoxville 
Smeltzer,  Chas  C,  Knoxville 
Smith,  Bruce  A,  Knoxville 
Smith,  Eugene  Baxter,  Knoxville 
Smith,  Joe  S,  Knoxville 
Smith,  Louis  A,  Knoxville 
Smith,  Michael  G,  Knoxville 
Smith,  Robt  Lloyd,  Knoxville 
Smith,  Steven  A,  Knoxville 
Smith,  Vernon  I,  Louisville 
Smith,  Wm  N,  New  Tazewell 
Snyder,  Edward  D,  Loudon 
Solomon,  Alan,  Knoxville 
Soss,  Sheldon  Barry,  Knoxville 
Sowell,  Jonathan  W,  Knoxville 
Spiegel,  Marvin  Howard,  Knoxville 
Staley  Jr,  John  R,  Knoxville 
Stallworth,  Wm  Park,  Knoxville 
Stanley  Jr,  Lowell  D,  Knoxville 
Stevens,  Thos  F,  Knoxville 
Stiles  Jr,  James  H,  Knoxville 
Stockman,  John  Milton,  Knoxville 
Suganthara j , Christiana  R,  Knoxville 
Sullivan  Jr,  Thos  Alan,  Knoxville 
Sullivan,  Wm  Ross,  Knoxville 
Sundahl,  C Gerald,  Knoxville 
Swann  Jr,  Wm  Kirk,  Knoxville 
•Sweet,  Jo  Gordon,  Knoxville 
Tarwater,  Jean  Cate,  Knoxville 
Tatum,  Robert  K,  Knoxville 
Tauxe,  Edward  L,  Knoxville 
iTaylor,  James  Walter,  Knoxville 
:Taylor,  Kenneth  M,  Knoxville 
eTeague,  Dale  Alexander,  Knoxville 
tTerry,  William  F,  Knoxville 
•Thomas,  Gary  L,  Knoxville 
Thompson,  Robert  G,  Knoxville 
iTipton,  Wm  Marshall,  Knoxville 
Tompkins,  Forrest  G,  Knoxville 
Toney  III,  Lee  E,  Knoxville 
Toyohara,  Hiroshi,  Knoxville 
Traylor,  Thomas  Reid,  Knoxville 
Treat,  Elmer  Lawrence,  Knoxville 
Trent,  Billy  Carl,  Knoxville 
Trent,  Lucian  Williams,  Knoxville 
Trivedi,  Nayana  M,  Knoxville 
Trudell,  Randall  G,  Knoxville 
Turner,  James  Espy,  Knoxville 
:Turney,  M Frank,  Knoxville 
Tyler  Jr,  Wm  Alexander,  Knoxville 
Underwood,  Michael  D,  Knoxville 
Urban,  Donald  A,  Knoxville 
Uri,  Margaret,  Knoxville 
Vandergriff,  Wm  Lowell,  Knoxville 
Vick,  George  W,  Knoxville 
Vickers  Jr,  Marvin  Haber,  Knoxville 
Vinsant,  Christopher  L,  Knoxville 
Wade  Jr,  Dwight  Robt,  Knoxville 
Walker,  Bruce  Edwin,  Knoxville 
Walker,  Norma  Bragg,  Knoxville 
Walker-Fillmore,  Janice,  Knoxville 
Wall,  James  Wheland,  Knoxville 
Wallace,  Sidney  L,  Knoxville 
Waller,  David  H,  Knoxville 
Wallis,  Donald  Edwin,  Knoxville 
Walters,  William  J,  Knoxville 
‘Walton  Jr,  Clifford  L,  Knoxville 
Ware,  Robt  Edwin,  Knoxville 
Watson,  David  Theodore,  Knoxville 
Watts,  Glenn  Ferrell,  Knoxville 
Webber,  Geo  Robt,  Knoxville 
‘Webster,  Roland  Marion,  Strawberry  PI 
Weissfeld,  Steven  C,  Knoxville 
Render,  Chas  M,  Knoxville 
‘Whanger,  Herbert  Noel,  Knoxville 
White,  Robert  F,  Knoxville 
Whittington,  John  Wm,  Knoxville 
‘Whittle,  Robt  Bruce,  Knoxville 
Williams,  Muriel  Lester,  Knoxville 
Williams,  Richard  E,  Knoxville 
Williford,  William  N,  Knoxville 
Willingham,  Richard  B,  Knoxville 
Wilson  Jr,  Stephen  G,  Knoxville 
Wilson,  David  D,  Knoxville 
Wilson,  Robin  Terrell,  Knoxville 
‘Winebrenner , John  Danl,  Knoxville 
Winn,  Donna  Marie,  Knoxville 


Wittke,  Paul  Edward,  Knoxville 
Wohlwend,  Chas  David,  Knoxville 
Wolaver,  John  Harrison,  Knoxville 
Wolfe,  J Frederick,  Knoxville 
Wood,  George  H,  Knoxville 
Wooten,  B David,  Knoxville 
Wooten,  Paul  T,  Knoxville 
Worden,  James  P,  Knoxville 
Workman,  Edward  A,  Knoxville 
Wright,  Glenn  E,  Knoxville 
Yates,  James  Douglas,  Knoxville 
Yatteau,  Ronald  Francis,  Knoxville 
Youmans,  Wm  Tinsley,  Knoxville 
Young,  Thomas  L,  Knoxville 
Young,  Vernon  Hutton,  Knoxville 
‘Young,  Vincent  T,  Concord 
‘Zachary,  Eugene  G,  Knoxville 
Zimmerman,  Andrew  W,  Knoxville 
Zirkle  Jr,  Geo  Andrew,  Knoxville 
‘Zirkle,  Chas  Rankin,  Knoxville 
Zirkle,  Peter  Kevin,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Alexander,  Wm  King,  Morristown 
‘Allen,  Erman  Dale,  White  Pine 
Amador  Jr,  Jose  Garcia,  Morristown 
Anderson,  C Cole,  Morristown 
Andrews,  Douglas  Eugene,  Morristown 
Ballard,  Peter  Francis,  Morristown 
Barclay,  Lee  Roy,  Morristown 
‘Bellaire,  Mack  J,  Morristown 
Blake,  Cleland  Conway,  Morristown 
Booker,  Burt  L,  Morristown 
Brock,  Howard  Thos,  Morristown 
‘Bryan,  Leander  C,  Rutledge 
‘Bukeavich,  Alfred  Peter,  Morristown 
Bukovitz,  Mary  Elizabeth,  Morristown 
Caldwell,  John  Donald,  Morristown 
Carver,  Michael  C,  Knoxville 
‘Cawood,  David  Clayton,  Jefferson  City 
Chronis,  Alex  J,  Knoxville 
Chung,  Sung  Jang,  Morristown 
Clark,  Peter,  Bean  Station 
Collinson,  Kim  A D,  Morristown 
Darby,  Dewayne  P,  Jefferson  City 
*Duby  Jr,  Clarence  Jos,  Morristown 
Ellis  Jr,  John  W,  Jefferson  City 
Ellis,  Frank  S,  Morristown 
Fulk,  Charles  S,  Morristown 
Fuson,  Philip  Lee,  Morristown 
Greene  Jr,  David  Louis,  Morristown 
Gronewald,  Wm  Robt,  Morristown 
Gutch  III,  Wm  John,  Morristown 
Helms,  Crampton  Harris,  Morristown 
Hill,  Tenny  Jacob,  Rutledge 
Howard,  Jessie  Eugene,  Jefferson  City 
Jamison,  R Alan,  Morristown 
Kim,  Joo-Taek,  Morristown 
Kinser,  John  H,  Morristown 
Lindsey,  Charles  Hugh,  Morristown 
Little  Jr,  Frank  B,  Morristown 
Lowry  III,  Orlanda  R,  Morristown 
Lynch,  Everette  G,  Morristown 
McKee,  E Michael,  Morristown 
McLemore,  Wayne  L,  Morristown 
McNeil,  David  Wyatt,  Morristown 
Merritt,  0 L,  Dandridge 
‘Milligan,  Frank  Leslie,  Jefferson  City 
Milligan,  Leslie,  Jefferson  City 
Muncy,  Estle  Pershing,  Jefferson  City 
Patton,  Lance  S,  Jefferson  City 
Perez,  Ivan,  Morristown 
Potter  III,  William  Walter,  Morristown 
Presutti,  Henry  J,  Morristown 
Reed,  Paul  Emory,  Sneedville 
Renner  Jr,  Omer  Clyde,  Morristown 
Sams,  Josiah  B,  Morristown 
Scott,  Chas  Seale,  Morristown 
Tindall,  J Raymond,  Morristown 
Trusler,  Powell  Maden,  Morristown 
Wee  Eng,  Jose  L,  Morristown 
Willbanks , David  Verner,  Morristown 
Yates,  Raymond  Bernard,  Morristown 
Zirkle,  John  W,  Jefferson  City 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Campbell  Jr,  Earl  Roy,  Lawrenceburg 
Crowder  Jr,  Virgil  Holt,  Lawrenceburg 
‘Crowder,  Virgil  H,  Lawrenceburg 
‘Davidson,  Boyd  P,  Lawrenceburg 
Dobias,  Matthew  Charles,  Lawrenceburg 
Garey,  David  L,  Lawrenceburg 
Green,  Calvin  Arthur,  Orlando,  FL 
Henderson,  Norman  Leroy,  Lawrenceburg 
Hudgins,  J Carmack,  Lawrenceburg 
Hug,  George  Edward,  Lawrenceburg 
Khatri,  Haresh  H,  Lawrenceburg 
Mangubat,  Jaime  Virata,  Waynesboro 
Mauricio,  Lilia  D,  Lawrenceburg 
Methvin,  Ray  Elwin,  Loretto 
‘Parrish,  Villard,  Lawrenceburg 
Qualls,  Jerry  Franklin,  Lawrenceburg 
Shah,  Jayraj  C,  Lawrenceburg 
Staley,  Homer  Lee,  Lawrenceburg 
Sutherland,  W Shaen,  Lawrenceburg 
‘Taylor,  Carson  E,  Lawrenceburg 
Thomas,  Henry  Lewis,  Lawrenceburg 
Turman,  Alfred,  Lawrenceburg 

LINCOLN  COUNTY  MEDICAL  SOCIETY 

Ashby,  Sam  Michael,  Fayetteville 


Barnes,  Larry  W,  Fayetteville 
Bolner,  Anne  Urner,  Fayetteville 
Cobb,  Rudy  Theodore,  Fayetteville 
Daniel,  William  W,  Fayetteville 
Gowda,  H R Mallappa,  Fayetteville 
Jones,  William  R,  Fayetteville 
‘Marshall,  Clyde  B,  Ardmore 
McCauley,  David  R,  Fayetteville 
Morrison,  Theresa,  Fayetteville 
Norman,  Warren  T,  Fayetteville 
Norskov,  Wm  Richard,  Fayetteville 
Patel,  Yashwant  P,  Fayetteville 
‘Patrick  Jr,  Thos  Alex,  Fayetteville 
Ralston  Jr,  Fred,  Fayetteville 
‘Toone,  C Doyne,  Myrtle  Beach,  SC 
Vaswani,  Ramesh  M,  Fayetteville 
Whittemore,  Paul  Edward,  Fayetteville 
Young  Jr,  Richard  Wilson,  Fayetteville 
Young,  Wm  Me  Kinney,  Fayetteville 

MACON  COUNTY  MEDICAL  SOCIETY 

Chitwood  Jr,  Chas  C,  Lafayette 
‘Deck  Jr,  Marvin  Edward,  Lafayette 

MARSHALL  COUNTY  MEDICAL  SOCIETY 

Alfredson,  David  G,  Belfast 
Bone,  George,  Lewisburg 
Harnisch,  Kurt,  Lewisburg 
Johnson,  James  Lee,  Lewisburg 
‘Leonard,  John  Clarence,  Lewisburg 
Levy,  Carole  J,  Lewisburg 
Lewis,  Melvin  Glenn,  Lewisburg 
‘Morgan  Jr,  Harcourt  A,  Lewisburg 
Nash,  Timothy  A,  Lewisburg 
Phelps  Jr,  Kenneth  J,  Lewisburg 
‘Phelps  Sr,  Kenneth  J,  Lewisburg 
‘Poarch,  Wm  Saxon,  Lewisburg 
Rutledge,  Jones  Flanagan,  Lewisburg 
Sharma,  N N,  Lewisburg 
Shearer,  Cameron  Alexander,  Brentwood 
‘Taylor,  Wm  L,  Lewisburg 
Tepedino,  Michael  J,  Lewisburg 
VonAlmen,  Jos  Franklin,  lewisburg 
Wolcott,  Eugene  S,  Lewisburg 

MAURY  COUNTY  MEDICAL  SOCIETY 

Andrews,  Claudia  S,  Columbia 
Ball,  Charles  A,  Mount  Pleasant 
Barr,  Ralph  I,  Columbia 
‘Bennett,  Wendell  C,  Columbia 
Berry,  Sidney  A,  Columbia 
Brown,  John  Preston  Watt,  Columbia 
Choksi,  Amit  A,  Columbia 
Clifford  Jr,  Rufus  R,  Columbia 
Dake,  Thos  Scott,  Columbia 
Daniel,  Eslick  Ewing,  Columbia 
Daniels,  David  Allen,  Columbia 
Davis,  Patricia  Clifford,  Columbia 
Duncan,  Thos  Ray,  Columbia 
Ferrell,  Harold  Wiley,  Columbia 
Fiedler  Jr,  Geo  Adolph,  Columbia 
Fitts  Jr,  James  Morgan,  Columbia 
Fuqua,  Wm  G,  Columbia 
‘Gardner  Jr,  Carl  C,  Columbia 
Gardner,  Benny  A,  Columbia 
Gordon,  Timothy  Edward,  Columbia 
‘Gray  Jr,  Danl  Roger,  Columbia 
Gray,  Susan  Thomas,  Columbia 
Hargrove,  Joel  T,  Columbia 
Harmon  Jr,  Roy  F,  Columbia 
Harwell,  Valton  Carden,  Columbia 
Hausmann,  Jan  M,  Columbia 
Heard,  George  J,  Columbia 
‘Helm,  Harry  C,  Columbia 
High,  Ben  Greer,  Columbia 
Hudson,  Chas  Craig,  Columbia 
Hunter,  Thomas  A,  Columbia 
Jernigan,  William  N,  Columbia 
Kelley,  James  Brinkley,  Columbia 
Kustoff,  Ralph,  Columbia 
Kuykendall,  Sam  J,  Columbia 
Langa,  Ambrose  M,  Columbia 
Lay,  Allyn  Monroe,  Columbia 
Leach,  James  W,  Columbia 
Lee,  Suellen  C,  Columbia 
‘Mayfield  Jr,  Geo  Radford,  Columbia 
‘Miller,  Clay  R,  Columbia 
Moore,  Kenneth  Lynn,  Columbia 
Nickell,  Lawrence  R,  Columbia 
Olson,  John  Richard,  Columbia 
Overton,  Mary  E,  Columbia 
Owens,  Susan  Jennings,  Columbia 
Parey,  Stephen  Edwin,  Columbia 
Parrott,  Earl  Quinton,  Columbia 
Podgorski,  Gary  Thomas,  Columbia 
‘Provost,  Edwin  K,  Monteagle 
Pulliam,  Cary  Watson,  Columbia 
Rayburn  Jr,  M Taylor,  Columbia 
Richardson  Jr,  James  W,  Columbia 
Rinehart,  Darrell,  Columbia 
Robinson  II,  Wm  Allison,  Columbia 
Seymour,  Peter  Mark,  Columbia 
Simmons,  Stephen  P,  Columbia 
Sisk,  Andrew  Webb,  Columbia 
Smith,  Kenneth  Dale,  Culleoka 
Stewart,  William  R,  Columbia 
Strickland,  Raymond  C,  Columbia 
Thompson  Jr,  Robt  Guerin,  Columbia 
Toban,  M Moataz,  Columbia 
Vinson,  Billy  Joe,  Columbia 
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♦Ward,  Leon  S,  Columbia 
Whits,  Thos  Ray,  Columbia 
Wiesman,  H James,  Columbia 
Wilburn,  Charles  D,  Columbia 
Wilkes  Jr,  James  Wallace,  Columbia 
Williams  Jr,  John  0,  Mount  Pleasant 
Worthman,  John  Frederick,  Columbia 
♦Young  Jr,  Thos  Kay,  Columbia 

McMINN  COUNTY  MEDICAL  SOCIETY 

Ackaouy,  Geo  E A,  Athens 
Bledsoe  Jr,  Robert  E,  Athens 
Bolin,  William  R,  Athens 
Bowers,  Wm  Richard,  Athens 
*Boyce,  James  Reid,  Athens 
Brumback,  Daniel  Christian,  Englewood 
Burroughs  II,  Wallace  F,  Athens 
*Carroll,  Chas  Thos,  Athens 
Cleveland,  James  Franklin,  Englewood 
Cox,  Charles  Boggess,  Etowah 
Davis,  Wm  Mayfield,  Athens 
Denton,  Stephen  L,  Englewood 
Drury,  William  John,  Athens 
Foree  Jr,  Wm  Edwin,  Athens 
Griffith,  Shelley  F,  Athens 
Hargis,  Larry  Jackson,  Athens 
Hewgley  Jr,  Robert  G,  Athens 
Hewgley,  Isham  Cason,  Athens 
Hewgley,  Robt  Gardner,  Athens 
Holliday,  H Joseph,  Athens 
Jones,  Milnor,  Athens 
Lee,  Yung  Gil,  Etowah 
Lemings,  Stephen,  Loudon 
Lett,  Michael  F,  Athens 
Martin,  Clyde,  Athens 
McKenzie,  John  Carl,  Athens 
McKnight,  Jerry,  Decatur 
Mitchell  Jr,  Foy  B,  Athens 
Mokal,  Albert  Joseph,  Loudon 
♦Montgomery  Sr,  John  L,  Niota 
Morris,  Wm  Gourrier,  Athens 
Obermeier,  Stephen,  Athens 
Ordonez,  Luis  J,  Etowah 
♦Powell,  Jess  A,  Athens 
Schwiger,  Paul,  Athens 
Slowey  III,  James  Fergus,  Athens 
Snider,  Iris  G,  Athens 
Soni,  Harish  Babulal,  Etowah 
Soni,  Renuka  Harish,  Etowah 
Templeton,  Steven  A,  Decatur 
♦Trotter,  Robt  Wm,  Athens 
Wallace,  Jeffery,  Athens 
♦Whittle  Jr,  Herbert  P,  Loudon 
Williams,  Thos  Wolford,  Etowah 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Acker,  James  D,  Memphis 
Ackerman,  Robt  F,  Memphis 
Adams  Jr,  Wm  Milton,  Memphis 
Adams,  John  Q,  Memphis 
Adams,  John  Robt,  Memphis 
♦Adams,  Lorenzo  H,  Memphis 
Adams,  Robert  Franklin,  Memphis 
Adams,  Robert  L,  Memphis 
Adcock  III,  Frank  John,  Cordova 
Adkins,  Henry  Leigh,  Memphis 
♦Adler,  Justin  H,  Memphis 
Aguillard,  Susan  Mack,  Memphis 
♦Aivazian,  Garabed  Hagop,  Memphis 
Akbik,  Mohamad  J,  Memphis 
Akers,  Howard  Thos,  Memphis 
Akins,  Charles  D,  Memphis 
Akins,  Steven  L,  Memphis 
Akiskal,  Hagop  Souren,  Memphis 
Albritton,  John  Fortune,  Memphis 
Alexander  Jr,  Albert  M,  Memphis 
Ali,  Zenab  Ahmed,  Memphis 
Alissandratos , Jane  K,  Memphis 
Allen  Jr,  Ray  Maxwell,  Memphis 
Allen,  Chester  G,  Memphis 
Allen,  Lee,  Memphis 
♦Alley,  Franklin  H,  Somerville 
Alston,  George  P,  Memphis 
Alston,  James  L,  Memphis 
Amonette,  Rex  Allen,  Memphis 
-Anderson,  Marsha  S,  Bartlett 
-Anderson,  Norma  E,  Memphis 
Anderson,  Garland  D,  Memphis 
Anderson,  Joe  Pat,  Memphis 
Anderson,  Keith,  Memphis 
Andrews,  C Radford,  Memphis 
Angel,  John  Joseph,  Memphis 
♦Anishanslin,  Donald  N,  Collierville 
Apperson,  John  W,  Memphis 
Applegate,  William  Brown,  Memphis 
Arkin,  Chas  Richard,  Memphis 
Armes  Jr,  Wm  Herbert,  Memphis 
-Armstrong,  Anthony  L,  Memphis 
Arnold,  Thomas  W,  Memphis 
Arnold,  Valerie  Kaplan,  Memphis 
Aronoff,  Philip  Melvin,  Memphis 
Asa,  D Kevin,  Memphis 
♦Aste,  J Malcolm,  Memphis 
-Atkins,  Keith  L,  Memphis 
Atkins,  Leland  Langston,  Memphis 
Atkinson  III,  Edward,  Memphis 
Atkinson,  Richard  Agard,  Memphis 
Atwood,  John  Wesley,  Memphis 
Atwood,  Sue  C,  Memphis 


Austin,  John  Lindsay,  Memphis 
Awdeh,  Mahir  Ramiz,  Memphis 
Aycock  Jr,  William  Wallace,  Memphis 
Babin,  Richard  W,  Memphis 
-Bailey,  John  R,  Charlottesville,  VA 
Bailey,  James  Wesley,  Memphis 
♦Baird,  John  Wm,  Memphis 
Baker,  Irvin  C,  Memphis 
-Baker,  John  W,  Memphis 
♦Baker,  Jos  E,  Memphis 
Baker,  Malcolm  A,  Arlington 
Bakhtian,  Bitan,  Memphis 
-Baldwin,  Nathan  W,  Memphis 
Bale,  Geo  Franklin,  Memphis 
Ballenger,  Reid  Peter  L,  Memphis 
Bang,  Hoi  Jine,  Germantown 
-Barats,  Lev  L,  Memphis 
♦Barber,  Roy  M,  Memphis 
-Barker,  Randall,  Memphis 
Barker,  Geo  Lovelace,  Memphis 
-Barries,  Joani  L,  Memphis 
Barnes,  Grover  W,  Memphis 
Barr,  James  R,  Memphis 
Barrett,  Frederick  F,  Cordova 
-Barrow,  Brent,  Memphis 
Barton,  Ronald  Patterson,  Memphis 
Baskin,  Reed  Carl,  Memphis 
♦Bassett,  Geo  H,  Memphis 
Bates,  Richard  Greene,  Cordova 
Battaile,  Joseph  C,  Memphis 
Battaile,  Najiba,  Memphis 
Beale,  Howard  Leo,  Memphis 
Beatus  Jr,  Benj  Louis,  Memphis 
Beaty  Jr,  James  Harold,  Memphis 
Beaver,  Terinell,  Memphis 
Beckford,  Neal  Stanley,  Memphis 
Beckmann,  Charles  R,  Memphis 
Bell,  Steven  Hunter,  Memphis 
Bellott  Jr,  Arthur  L,  Memphis 
Benitone,  Jerry  Donald,  Memphis 
-Bennett,  Jason  M,  Memphis 
-Bennie,  Jonathon  E,  Memphis 
-Benson  Jr,  James  F,  Memphis 
-Berkenstock , Oran  Lee,  Memphis 
Bernet,  William,  Memphis 
Bertorini,  Tulio  E,  Memphis 
Bevilacqua,  Aldo  Romano,  Memphis 
-Bicknell,  Bennett  W,  Memphis 
Bicks,  Richard  0,  Memphis 
Bielskis  Jr,  William  M,  Memphis 
Biggs,  Jack,  Southaven,  MS 
♦Biles  Jr,  James  D,  Memphis 
Birdsong  Jr,  Emmitt  S,  Memphis 
Bishop,  Calvin  R,  Memphis 
♦Bisson,  Wheelock  A,  Memphis 
Blackwell,  Carolyn  Fiser,  Memphis 
Blair,  John  Rodney,  Memphis 
-Blake,  Robert  A L,  Memphis 
♦Bland  Jr,  Basil  A,  Memphis 
♦Bland,  Geo  B,  Memphis 
♦Bleecker,  Philip  B,  Memphis 
Blumen,  Herbert,  Memphis 
Blumenfeld,  Harry  Bernard,  Memphis 
Blythe  III,  Jos  Alfred,  Memphis 
Boals  III,  Jos  Calloway,  Memphis 
Boals,  James  Wm,  Germantown 
Bobo,  Robt  Thompson,  Memphis 
Boehm,  Robert  M,  Memphis 

Bolton  II,  Leon  Leslie,  Redondo  Beach,  CA 
-Bomar,  John  C,  Memphis 
Boom,  Alan  Dexter,  Memphis 
-Boone,  Susan  L,  Memphis 
♦Boone,  Howard  A,  Memphis 
Boone,  James  E,  Memphis 
Boone,  Thipavan,  Memphis 
Boston,  Barry,  Memphis 
Boswell,  James  Lionel,  Memphis 
Boswell,  Richard  Lee,  Memphis 
Boulden,  Thomas  F,  Memphis 
♦Bouldin,  Mary  E,  Clarksdale,  MS 
Bourland  Jr,  Robt  Leon,  Memphis 
Bourland,  Wm  Landess,  Memphis 
♦Bowerman,  Earl  P,  Memphis 
-Boyd,  Daniel,  Memphis 
Boyd  Jr,  Allen  Street,  Memphis 
Brady,  Boyer  M,  Memphis 
Brady,  Michael  Batson,  Memphis 
-Bramlett,  Chuck,  Memphis 
Brantley,  J Hays,  Memphis 
♦Braun,  Winston,  Memphis 
-Braxton,  Carla  C,  Memphis 
-Brazzel,  Richard  A,  Memphis 
♦Bridges,  James  T,  Memphis 
Britt,  Louis  Goodno,  Memphis 
Bronstein,  Maury  W,  Memphis 
Bronstein,  Michael  S,  Memphis 
Brooks,  Brown,  Memphis 
-Browder,  John  Franklin,  Memphis 
Brown,  Ann  Dail,  Memphis 
Brown,  Charles  H,  Memphis 
Brown,  Douglas  Leden,  Memphis 
Brown,  James  S,  Memphis 
-Brunson,  Michael  D,  Memphis 
Brunt,  Chas  Hal,  Memphis 
Bryant,  James  W,  Memphis 
Buchalter,  Robt,  Memphis 
-Buchanan,  M Lavenia,  Memphis 
Buchignani,  John  Shea,  Memphis 
Buchignani,  Jos  Anthony,  Memphis 
-Buck  II,  James  K,  Memphis 
-Buckaloo,  Jerrold,  Memphis 


Buckley  Jr,  Madison  H,  Memphis 
Bucy,  William  Wesson,  Memphis 
-Burbeck,  Joy  C,  Memphis 
Burke,  Larry  D,  Memphis 
Burkle  III,  Geo  Henry,  Germantown 
Burnett,  Charles  Roland,  Memphis 
-Burns,  Kimberly  L,  Memphis 
-Burns  Jr,  Eldridge  G,  Memphis 
-Burrow,  Ted  D,  Memphis 
Burruss,  George  Lewis,  Memphis 
-Burton,  Mark  Nathan,  Memphis 
Burton,  Edward  Miles,  Memphis 
Burton,  William  Duer,  Memphis 
Busby,  Micky  L,  Memphis 
Butler,  Dorothy  Ann  Hicks,  Memphis 
Butler,  Richard  Mason,  Memphis 
-Buttrey,  Anne  B,  Memphis 
Buttross,  John  Boustany,  Memphis 
Buxton,  Bertram  H,  Memphis 
Caffey,  Shed  H,  Memphis 
Calandruccio,  Rocco  A,  Memphis 
Caldwell,  Edward  Prichard,  Memphis 
-Callahan,  Barry  S,  Memphis 
Callihan,  Thomas  Ralph,  Memphis 
Callison,  Maston  K,  Memphis 
Camacho,  Alvro  Manuel,  Memphis 
♦Campbell,  Edward  G,  Memphis 
Canale,  Dee  James,  Memphis 
Canale,  Sturla  Terrance,  Memphis 
Cancio,  Consolacion  V,  Memphis 
♦Cannon,  Bland  Wilson,  Memphis 
Cantrell,  John  Earl,  Memphis 
Cape,  Chas  Albert,  Memphis 
♦Cara  Jr,  Dominic  Jos,  Memphis 
♦Caradine  Jr,  Robt  Sidney,  Memphis 
-Carico,  Thomas,  Memphis 
Carnesale,  Peter  Guydon,  Memphis 
-Carpenter,  Linda,  Memphis 
-Carroll,  Mark  B,  Memphis 
♦Carroll,  David  S,  Memphis 
-Carruth,  Paul  C,  Memphis 
♦Carruthers  Jr,  Danl  F,  Memphis 
-Carter,  Lee  M,  Memphis 
-Carter,  Paul  M,  Memphis 
Carter,  Belvia,  Memphis 
Carter,  Charles  L,  Memphis 
♦Carter,  Harvey  Wallace,  Memphis 
Carter,  James  Roland,  Memphis 
♦Carter,  Louis  L,  Chattanooga 
-Carver,  Mark  E,  Memphis 
Cashion,  Ernest  L,  Germantown 
Casini,  Michael  Peter,  Memphis 
Castellaw,  Mark  Allan,  Memphis 
Causey  Jr,  Percy  Thomas,  Memphis 
Causey,  Jack  Quin,  Memphis 
Chamberlin,  Barbara,  Memphis 
♦Chappell,  Fenwick  W,  Memphis 
Charles,  Steve,  Memphis 
Chase,  Nancy  Ann,  Memphis 
Chauhan,  Dinesh  N,  Germantown 
Cheatham,  Charles  P,  Germantown 
Cheek,  Richard  Calvin,  Memphis 
-Chen,  Janice  P,  Memphis 
Chesney,  Carolyn  M,  Memphis 
Childers,  Jennifer  W,  Memphis 
Childress  Jr,  Lorenzo,  Memphis 
Childress,  Rommel  Gabriel,  Memphis 
Chisolm,  John  Cobeen,  Memphis 
Christopher,  Robt  Paul,  Memphis 
Chuang,  Howard  J,  Memphis 
Cicala,  Roger  Stephen,  Memphis 
Clarendon,  Colin  C D,  Memphis 
-Clark,  Steven  T,  Atlanta,  GA 
Clark  Jr,  Dwight  Witt,  Memphis 
Clark,  John  Douglas,  Cordova 
Clark,  Winston  Greg,  Memphis 
♦Clarke,  Chas  L,  Memphis 
Clement,  Kathi  Dee,  Memphis 
Clemons,  Mark  P,  Memphis 
-Clifford,  Christopher  H,  Memphis 
-Clifton  II,  Bobby  G,  Memphis 
-Clogston , Charles  W,  Memphis 
♦Cocke  Jr,  Edwin  W,  Memphis 
Cockroft,  Robt  Lawrence,  Memphis 
Cohen,  Lawrence  Louis,  Memphis 
♦Cohen,  Morris  D,  Memphis 
-Cole,  Cindy,  Memphis 
Cole  III,  William  L,  Memphis 
Cole  Jr,  F Hammond,  Memphis 
Cole,  Francis  Hammond,  Memphis 
Cole,  Frederick  L,  Germantown 
Cole,  Robert  Dale,  Memphis 
Coleman  Jr,  Sidney  A,  Memphis 
-Collier,  Robert  C,  Memphis 
-Collier,  Suzanne  C,  Memphis 
-Collins,  Timothy  R,  Memphis 
♦Collins,  Blaine  C,  Memphis 
Collins,  Frank  H,  Memphis 
♦Collins,  James  H,  Memphis 
-Compton,  Raymond  P,  Memphis 
Conrad,  Lynn  Wilson,  Memphis 
Conway,  John  Patrick,  Memphis 
Cook,  William  Kearney,  Beaumont,  TX 
-Cooper,  Carl  J,  Memphis 
Cooper,  Charlie  Walter,  Memphis 
Coors,  Geo  A,  Memphis 
-Copeland,  Stuart  R,  Memphis 
Copeland,  Geo  D,  Memphis 
-Coppess,  Mark  A,  Memphis 
Corley,  Glenna  J,  Tuscola,  IL 
Cornelius,  Leland  Raeburn,  Southaven,  MS 
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Couch  Sr,  Charles  E,  Memphis 
-Counce,  Michael  Forbes,  Cordova 
Courington,  Doris  Payne,  Memphis 
Cowan  Jr,  George  S M,  Memphis 
Cowles,  Stefan  Joseph,  Memphis 
Cox  III,  Sam  J,  Memphis 
Cox,  Clair  Edward,  Memphis 
-Cozart,  David,  Memphis 
-Crafton,  E M,  Memphis 
-Crates,  John  M,  Memphis 
Craven,  Rufus  Edgar,  Memphis 
Crawford,  John  D,  Collierville 
Crawford,  Lloyd  V,  Memphis 
Crenshaw  Jr,  Andrew  H,  Memphis 
Crenshaw,  Andrew  Hoyt,  Memphis 
Creson  Jr,  Thomas  K,  Memphis 
Crews,  John  T,  Memphis 
Crisler  Jr,  Herman  A,  Memphis 
Crockarell,  John  Reams,  Memphis 
Crosby,  Virgil  Glenn,  Memphis 
-Crossao,  Joe  T,  Memphis 
-Crouch,  Stephen  H,  Memphis 
-Crouch,  Susan  F,  Memphis 
Crown,  Loren  Arthur,  Memphis 
Crupie,  Jos  E,  Memphis 
Crutcher,  Nancy,  Memphis 
Cummings,  John  M,  Memphis 
‘Cummins,  Alvin  Jos,  Memphis 
Cunningham,  David  Lane,  Memphis 
Cunningham,  Edwin  Dayton,  Memphis 
Cunningham,  Mark  Lane,  Memphis 
Curie,  Ray  Eugene,  Memphis 
Currey,  Thos  Arthur,  Memphis 
Curtis,  Karen  Louella,  Memphis 
-Dang,  Paul  H,  Cordova 
Dang,  Luu  Huy,  Germantown 
Daniels  Jr,  William  Ward,  Eads 
Daugherty,  David  R,  Cordova 
-Davidson,  William  R,  Memphis 
Davidson  III,  Orin  L,  Memphis 
-Davis,  Daniel  A,  Memphis 
Davis,  Edna  M Fitzjarrel,  Memphis 
Davis,  Timothy  Phillip,  Memphis 
Dawoud,  Samir  Riad,  Memphis 
DeFranco,  Joseph  A,  Memphis 
-DeLeon,  Dennis  M,  Memphis 
DeMere,  McCarthy,  Memphis 
‘DeSaussure  Jr,  R L,  Memphis 
DeShazo,  Michael  Henry,  Memphis 
DeWeese,  Melvin  Wayne,  Memphis 
Deaton,  Wm  Jerry,  Memphis 
-Decker,  Patricia  L,  Memphis 
-Deidiker,  Russell,  Memphis 
Delk,  Sam,  Memphis 
Dellinger  Jr,  Hubert  L,  Memphis 
Dempsey,  Buckley  Kinard,  Germantown 
Dempsey,  Thomas  Jackson,  Memphis 
-Denton  Jr,  Randy  L,  Memphis 
Dewane,  Joseph  C,  Memphis 
Digaetano,  Dolores  Maria,  Memphis 
‘Diggs,  Lemuel  Whitley,  Cordova 
Dilawari,  Raza  Ali,  Memphis 
Dilday,  James  Curtis,  Memphis 
-Dillaha,  Larry  M,  Gallatin 
Dirghangi,  Jayanta,  Memphis 
Dirmeyer,  Phillip  Hays,  Memphis 
Dismuke,  Stewart  Edwards,  Memphis 
Disney,  Jere  Michael,  Memphis 
Dobson,  John  M,  Memphis 
Dodd,  David  J,  Memphis 
Dodd,  Richard  W,  Memphis 
Dodge,  Herbert  Shubert,  Memphis 
-Dodson,  Mark  Andrew,  Memphis 
Dohan  Jr,  Francis  Curtis,  Memphis 
Donahue,  David  J,  Memphis 
Dorian,  John  Bernard,  Memphis 
Dorroh,  Charles  William,  Memphis 
‘Dowling,  Chas  Victor  E,  Memphis 
Downs,  John  McCall,  Memphis 
Dragutsky,  Michael  Steven,  Memphis 
Drake,  Arnold  Mannas,  Memphis 
Drenning,  Paul  Thomas,  Memphis 
Drewry  Jr,  Richard  Danl,  Memphis 
-Drinnen,  Daniel  B,  Memphis 
-Drinnen,  Jeffrey  W,  Jefferson 
‘DuBard,  Horton  Gee,  Memphis 
Duberstein,  Larry  Edwin,  Memphis 
Duckworth,  John  Kelly,  Memphis 
Duckworth,  Nancy  C H,  Memphis 
Dudley  Jr,  Thomas  Henry,  Memphis 
Dugdale,  Marion,  Memphis 
-Duggins,  Christopher  J,  Memphis 
Duke,  Don  DeWindle,  Memphis 
Duke,  Robert  Aubrey,  Memphis 
-Duma,  Elena  M,  Memphis 
-Duma,  Gregory  G,  Memphis 
Dunavant  Jr,  Wm  David,  Memphis 
‘Dunavant,  Wm  David,  Memphis 
Dunaway,  Dan  Alexander,  Memphis 
-Duncan,  Richard,  Memphis 
Duncan,  Jerald  Mark,  Memphis 
Duncan,  Thane,  Memphis 
Duncan-Cody,  Barbara  A,  Memphis 
Durfey,  John  Quincy,  Memphis 
-Dyson  Jr,  John  William,  Memphis 
Eason,  Hamel  Bowen,  Memphis 
Eason,  Leslie  Edmund,  Memphis 
-Eblen,  Abby  C,  Memphis 
Economides,  Nicholas-John,  Memphis 
Edelson,  Michael  L,  Bartlett 
Edmondson,  Henry  Turner,  Memphis 


-Edmonson,  James  D,  Memphis 
Edmonson,  Allen  S,  Memphis 
Edwards,  Mark  S,  Memphis 
Edwards,  Neil  B,  Memphis 
Eggers,  Frank  M,  Memphis 
El-Torky , Mahmoud  Ali,  Memphis 
Eldridge,  Russell  M,  Memphis 
Elliott,  Rodney  Gorhman,  Memphis 
-Ellis,  Jacqueline,  Memphis 
Ellis  Jr,  James  Lee,  Jackson 
Eltorky,  Mahmoud,  Memphis 
Emerson,  Donald  Stewart,  Memphis 
Emmett,  John  Roy,  Memphis 
Engelberg,  Jerry,  Memphis 
Ennis,  Richard  Lyn,  Memphis 
Ensor,  James  K,  Germantown 
-Entman,  Howard,  Memphis 
‘Erickson,  Cyrus  Conrad,  Memphis 
‘Etteldorf,  J N,  Memphis 
‘Ettman,  Irving  Kelsey,  Memphis 
‘Evans,  Milton  Lee,  Memphis 
‘Everett  Jr,  Bennett  E,  Memphis 
Fabian,  Timothy  Charles,  Memphis 
Falvey,  William  Davis,  Memphis 
Fancher,  William  H,  Memphis 
Fanning,  David,  Cordova 
Faquin,  Cornell  Chas,  Memphis 
Fara,  Lisa  F A,  Memphis 
Farley,  Harold  G,  Memphis 
‘Farrar,  Turley,  Memphis 
Farrow  Jr,  C Creston,  Memphis 
Faulkner,  Wm  Lawrence,  Memphis 
-Fee,  Kirk  A,  Memphis 
Feild,  James  Rodney,  Memphis 
‘Feinstein,  Harold,  Memphis 
Felker,  Richard  Edwin,  Memphis 
-Ferguson,  Edrick  J,  Memphis 
Ferguson,  Edgar  Scott,  West  Memphis,  AR 
Ferguson,  John  Mitchell,  Memphis 
Ferrell,  Thaddeus  Hagan,  Memphis 
Fesmire,  William  Murray,  Memphis 
Fidler  Jr,  Wm  Jonas,  Memphis 
Fink,  Robert  David,  Memphis 
Fioranelli,  Raymond  James,  Memphis 
Fisher  Jr,  Joseph  N,  Memphis 
‘Fisher,  Danl  F,  Chattanooga 
Fisher,  Robt  Moore,  Memphis 
Fitch,  Sarah  Jean,  Louisville,  KY 
Flanagan,  William  H,  Memphis 
Flanary,  James  S,  Memphis 
Fleming,  Irvin  Durant,  Memphis 
Fleming,  James  Christian,  Memphis 
Fleming,  Julian  Glenn,  Memphis 
Flinn  Jr,  Geo  Shea,  Memphis 
FI inn,  Carl  Edwin,  Memphis 
Florendo,  Noel  Tadiar,  Memphis 
Flowers,  Wm  Parks,  Memphis 
Foner,  Max,  Memphis 
Fong,  Terry,  Germantown 
-Ford,  David  William,  Memphis 
-Ford,  Marc  R,  Memphis 
-Foropoulos,  John  E,  Memphis 
Fortune,  James  Everett,  Memphis 
Fountain  Jr,  Francis  F,  Memphis 
Fowler,  Tommy  S,  Memphis 
Fox,  Mark  Alan,  Memphis 
Fox,  Teresa  Otey,  Memphis 
-Fragetta,  James  E,  Memphis 
Francis  Jr,  Hugh,  Memphis 
Francisco,  Jerry  Thos,  Memphis 
-Franklin,  Edward  Arthur,  Memphis 
Franklin,  Edgar  R,  Memphis 
Frankum,  Chas  Eugene,  Memphis 
Frederick,  Randall  Carl,  Memphis 
Freeman,  Barney  Lynn,  Memphis 
Freeman,  Jerre  Minor,  Memphis 
‘French,  Wm  E,  Germantown 
Friedman,  Harry,  Memphis 
Fuiks,  Kimball  S,  Memphis 
‘Fuste,  Ricardo  R,  Key  Biscayne,  FL 
Futrell,  Thomas  Walter,  Memphis 
Gaber,  Ahmed  Osama,  Memphis 
‘Gadberry,  Eugene  Warner,  Memphis 
-Gadomski,  Regina  T,  Memphis 
Gaillard,  Thaddeus  B,  Memphis 
Gaines,  Kenneth  J,  Memphis 
‘Galindez,  Telmo,  Memphis 
Galyean,  James  R,  Memphis 
Galyon,  James  Theodore,  Memphis 
Gammili,  Stephen  Lane,  Memphis 
Gant,  Linda  L,  Memphis 
Garbarini  Jr,  Jos  C,  Memphis 
-Gardner,  Kathy,  Memphis 
Gardner  Jr,  Lawrence  G,  Memphis 
Gardner,  John  Harvey,  Memphis 
Garrett  Jr,  Harvey  E,  Memphis 
Garrett,  Harvey  E,  Memphis 
Garrett,  Richard  Henry,  Memphis 
Gavant,  Morris  Leonard,  Memphis 
Gavin,  Michael  W,  Memphis 
‘Gay,  James  R,  Lakewood,  PA 
Gayden,  John  0,  Memphis 
Gehi,  Mohan  M,  Memphis 
‘Gehorsam,  Elsbeth,  Memphis 
Gelfand , Michael  S,  Memphis 
Geno,  Timothy  Harry,  Memphis 
George,  James  W,  Memphis 
George,  Lewis  Watson,  Memphis 
George,  Morris,  Memphis 
George,  Wilburn  E,  Memphis 
Gerald,  Barry  Elmo,  Memphis 


Geshke,  Terrence  Edward,  Memphis 
Gettelf inger , Thomas  C,  Memphis 
-Giampapa,  Christopher  S,  Memphis 
-Giger,  Jerri  L,  Memphis 
Gillespie,  Chris  L,  Cordova 
Gilluly,  John  Jos,  Memphis 
Gilmore,  James  C,  Memphis 
‘Ginn,  Bobby  H,  Memphis 
-Giometti,  Ronald  P,  Memphis 
Gipson,  Stephen  Lavon,  Memphis 
‘Gish,  Geo  Edward,  Memphis 
Givens,  James  Robt,  Memphis 
Glazer,  Louis,  Memphis 
Glotzbach,  Raymond  E,  Memphis 
Godsey,  Wm  Cole,  Memphis 
Gokturk,  Turgut  Kemal,  Memphis 
Gold,  Robert  E,  Memphis 
Golden,  Gerald  S,  Memphis 
Goldin,  Melvin  Lester,  Memphis 
Gooch,  Jerry  Burton,  Memphis 
Goodman  Jr,  Thomas  F,  Memphis 
Goodman,  Jack  A,  Memphis 
Goodman,  Ralph  C,  Memphis 
Gorline,  William  James,  Memphis 
Goshorn,  Neumon  Taylor,  Memphis 
Gotten  Jr,  Nicholas,  Memphis 
‘Gotten,  Henry  Bragg,  Memphis 
‘Gotten,  Nicholas,  Memphis 
‘Gourley,  Robt  Dunseith,  Memphis 
Gragg,  G Winston,  Memphis 
Gratz  Jr,  John  Fisher,  Memphis 
-Graves,  J Christopher,  Memphis 
Graves  Jr,  Lester  R,  Memphis 
-Green,  Christopher  B,  Memphis 
-Green,  Ralph  Michael,  Memphis 
Green  Jr,  James  Butler,  Memphis 
Green,  Phillip  Edward,  Memphis 
Greenwell,  Thomas  D,  Memphis 
-Greig,  Thomas  West,  Memphis 
Griffin,  Daniel  Eugene,  Memphis 
Grise,  Jerry  Wade,  Memphis 
Grobmyer  III,  Albert  Jos,  Memphis 
‘Grobmyer  Jr,  Albert  Jos,  Memphis 
Grogan  Jr,  Fred  T,  Memphis 
Gross,  Chas  Wayne,  Memphis 
Grossman,  Ronald  K,  Memphis 
-Guidi,  John  F,  Memphis 
-Gunn,  Laura,  Memphis 
‘Haimsohn,  James  S,  Memphis 
Halford  III,  Hollis  H,  Memphis 
Halford  Jr,  Hollis  H,  Memphis 
Halford,  Jack  Richard,  Memphis 
-Hall,  Jeffrey,  Memphis 
-Hall,  Steven  F,  Memphis 
Hall,  James  Coker,  Kenner,  LA 
Hall,  Johnnie  Cameron,  Germantown 
‘Hall,  Sylvia  A,  Memphis 
‘Hall,  Vonnie  Artesia,  Memphis 
‘Halle,  Margaret  J A,  Memphis 
-Halpern,  Jeff,  Memphis 
-Hamada,  Omar,  Memphis 
Hamilton  III,  Fred  H,  Memphis 
Hamilton,  Emily  Thomas,  Memphis 
Hamilton,  Ralph  F,  Memphis 
Hamilton,  Ralph  S,  Memphis 
Hamilton,  Wm  Thos,  Memphis 
Hamlett  III,  James  M,  Memphis 
‘Hamsher,  John  B,  Memphis 
Handorf,  Charles  Russell,  Memphis 
Hanissian,  Aram  S,  Memphis 
Hardeman,  Stephen  Walter,  Memphis 
Hardy,  F Oliver,  Memphis 
‘Harell,  Moshe,  Memphis 
Harkess,  James  W,  Memphis 
Harrington,  Oscar  B,  Memphis 
Harris,  Buford  Terrell,  Memphis 
Harris,  John  Joel,  Memphis 
Harruff,  Richard  Charles,  Memphis 
Hartness,  William  Owen,  Memphis 
‘Harwell  Jr,  Carl  M,  Memphis 
Hasen  Jr,  Howard  B,  Memphis 
Ha sen,  Howard  B,  Memphis 
Hatch  Jr,  Fred  E,  Memphis 
Hawkes,  Alfred  Kenneth,  Memphis 
‘Hawkes,  C Douglas,  Marco,  FL 
‘Hawkes,  Jean  Murray,  Marco  Island,  FL 
-Hawkins,  Andrew  F,  Memphis 
-Hawkins,  Kenneth  E,  Memphis 
‘Hay,  Cyril  Leon,  Memphis 
-Hayes,  Pansy,  Memphis 
Hayes  III,  Wayland  J,  Memphis 
Hayes,  Wm  Timothy,  Memphis 
Haykal,  Radwan  F,  Memphis 
Hays,  Rachael  Ann,  Arlington 
-Hazelwood,  Jeff  G,  Memphis 
Hazlehurst  Jr,  Waring  M,  Memphis 
Head,  Thomas  Glenn,  Memphis 
-Headrick,  Rob,  Memphis 
Heilman,  Michael  D,  Memphis 
Helton,  Stephen  Lane,  Cordova 
Henard,  Donald  Claude,  Memphis 
Hendrix  Jr,  James  H,  Memphis 
-Henry,  Paul  M,  Fayetteville,  AR 
Henry,  Louie  C,  Memphis 
Hensley  Jr,  Samuel  D,  Memphis 
Herndon  Jr,  Bruce  Wayne,  Memphis 
Herrera,  Fernando  A,  Memphis 
Hiatt,  Roger  Lew,  Memphis 
Hickerson,  William  L,  Memphis 
Hickey  Jr,  Homer  David,  Memphis 
-Hidaji,  Faramarz  F,  Memphis 
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Der.nis  Alan,  Memphis 
Vi  \ x)tham,  Thos  Wayne,  Memphis 

i ontaine  S,  Memphis 
*Kill ■ James  Mark,  Memphis 
Kill,  John  Roy,  Memphis 
Hilsenbeck  Jr,  John  Robert,  Memphis 

Hines  III,  Elbert  E,  Memphis 
Hines,  Leonard  Harvey,  Memphis 
Hixson,  Sherman  D,  Memphis 
Hodges,  John  Mclver,  Memphis 
Hoffman  Jr,  Walter  K,  Memphis 
-Holack,  Elena  H,  Memphis 
Holcomb,  Randall  L,  Memphis 
-Hollabaugh  Jr,  Robert  G,  Memphis 
Hollabaugh,  Robt  Sterling,  Memphis 
-Holland,  Mark  E,  Memphis 
Holland,  Nancy  Elizabeth,  Memphis 
Hollis,  David  0,  Memphis 
Holloway  Jr,  David  Hoyt,  Memphis 
*Holmes,  James  Elmore,  Memphis 
Holmes,  John  Pierce,  Memphis 
Holmes,  Perry  Don,  Memphis 
Holt,  Huey  Thos,  Memphis 
Hood,  Stephen  Thos,  Memphis 
Hopkins,  Jack  T,  Memphis 
-Hopper,  J Brain,  Memphis 
Horne,  Arthur  E,  Memphis 
Horton,  Glenn  Edward,  Memphis 
♦Hotchkiss,  Hubert  Leech,  Brentwood 
♦Housholder,  Chas  H,  Memphis 
♦Houston,  John  L,  Memphis 
Howser,  John  Patton,  Memphis 
Huang,  Shang  Po,  Memphis 
Hubbard,  Ronald  Eugene,  Memphis 
Hudson,  Jos  Stalm,  Memphis 
-Huff,  Mary  M,  Memphis 
Huffman,  John  David,  Memphis 
-Hughes,  Christopher  B,  Cordova 
♦Hughes  Jr,  Felix  A,  Memphis 
Hughes,  Allen  Holt,  Memphis 
♦Hughes,  James  Gilliam,  Memphis 
♦Hughes,  John  Davis,  Memphis 
♦Hughes,  Max,  Memphis 
Hughes,  Robt  Rule,  Memphis 
Hughes,  Thomas  Arthur,  Memphis 
Hughey,  John  R,  Memphis 
Hummel,  John  Vernon,  Germantown 
Humphreys,  Robert  A,  Memphis 
-Hunley,  Tracy  Earl,  Memphis 
Hunt,  James  Calvin,  Memphis 
-Hunter  Jr,  A Lee,  Memphis 
Hunter,  Sami  E,  Memphis 
Iacobelli,  Joan  Weber,  Cordova 
Iansmith,  David  Hayden  S,  Memphis 
♦Ijams,  Joe  Hartley,  Memphis 
♦Ingram,  Alvin  John,  Memphis 
Jabbour,  C Eugene,  Memphis 
Jabbour,  J T,  Memphis 
Jackson,  Robert  Lewis,  Memphis 
Jackson,  Thos  M,  Memphis 
Jacobs,  Arthur  Elliott,  Memphis 
-James,  Tina  M,  Memphis 
James,  Hal  Pearson,  Memphis 
Jarmon  Jr,  Henry  McLean,  Memphis 
Jarred,  Lois  Katherine,  Memphis 
Jarrett  Jr,  Chas  Leslie,  Memphis 
Jauchler,  Gerard  W,  Memphis 
Jean-Pierre,  Antoine,  Memphis 
-Jenkins,  Amy  B,  Memphis 
Jenkins,  George  W,  Memphis 
Jenkins,  Jon  Calvin,  Memphis 
Jennings,  David  Keith,  Memphis 
Jerkins,  Gerald  Ray,  Memphis 
Jerome,  Anthony  Paul,  Memphis 
-Jewell,  James  E,  Memphis 
-Jobe,  John  S,  Memphis 
Joe,  Penn  Quork,  Cordova 
-John,  Cyrias,  Memphis 
-Johnson,  Alex  W,  Bolivar 
-Johnson,  Kimberly  M,  Memphis 
Johnson,  James  Gibb,  Memphis 
Johnson,  Janet  K,  Cordova 
Johnson,  Larry  Holliday,  Memphis 
Johnson,  Ronald  Jackson,  Memphis 
Jones  Jr,  Sidney  D,  Memphis 
Jones,  Joe  Paul,  Memphis 
Jones,  R Luby,  Memphis 
Jones,  Robt  Riley,  Memphis 
Jones,  Wesley  Earl,  Memphis 
Jordan,  Oakley  C,  Memphis 
-Joseph  Jr,  Nicholas,  Memphis 
-Joudeh,  Maan,  Memphis 
Joyner,  Royce  Etienne,  Memphis 
-Judge,  David  Allan,  Memphis 
♦Julich,  Arthur  Wilson,  Memphis 
Justis,  E Jeff,  Memphis 
Kahn,  Sherman  Elliot,  Memphis 
-Kaiser,  Lacey  Frankum,  Memphis 
Kandalaft,  Victoria  A,  Memphis 
Kang,  Andrew  Ho,  Memphis 
Kaplan,  Edward  Steven,  Memphis 
Kaplan,  Jerry,  Memphis 
Kaplan,  Robt  Joel,  Memphis 
Kaplan,  Stanley  Baruch,  Memphis 
Kapur,  Hari  S,  Memphis 
Kassees-Wahid,  Laila,  Memphis 
♦Kasselberg,  Lyman  A,  Memphis 
-Kato,  Daniel  T,  Boston,  MA 
-Katz,  Paul  Jay,  Memphis 
Kaufman,  Seth  Ian,  Memphis 
Kavanagh,  Kevin  T,  Memphis 


Kellermann,  Arthur  L,  Memphis 
Kellett,  Gary  Leon,  Memphis 
Kelley,  Bobby  Jerald,  Memphis 
-Kelly,  Keith  E,  Memphis 
♦Kelly,  Ernest  Geo,  Memphis 
Kendrick  Jr,  William  Riley,  Memphis 
-Kennedy,  A Franklin,  Memphis 
Kerlan,  Robt  Ashley,  Memphis 
♦Kessler,  Henry  G,  Memphis 
Khandekar,  Alim,  Memphis 
Khandekar,  Sophia  Haque,  Memphis 
Khuri,  Radwan  R,  Memphis 
Kiefer,  Patsy  R,  Memphis 
Kiledjian,  Vartkes,  Memphis 
-Killeffer,  James  A,  Memphis 
-Kim,  Grace  S,  Memphis 
Kimball,  Noah  Braden,  Memphis 
Kimzey,  Gary,  Memphis 
King,  Billy  W,  Millington 
♦King,  Chas  Mack,  Memphis 
King,  Paul,  Memphis 
King,  Truman  Franklin,  Memphis 
King,  William  Scott,  Memphis 
Kington,  John  Michael,  Memphis 
Kinnard,  Jennifer  J,  Memphis 
Kirkpatrick,  Robt  Dean,  Memphis 
Kisber,  Richard  H,  Memphis 
Kitabchi,  Abbas  Eqbal,  Memphis 
Kline,  Robt  Paul,  Memphis 
-Kloek,  Scott  M,  Memphis 
♦Klotz,  Wm  F,  Memphis 
Knight,  William  H,  Memphis 
Knott,  David  Howard,  Memphis 
-Knowlton,  Sarah,  Memphis 
Knox,  Robt  L,  Memphis 
Koja,  Abed  A,  Memphis 
Koleyni,  Asghar,  Memphis 
♦Koonce,  Marshall  Lynn,  Memphis 
♦Kossmann,  Chas  E,  Memphis 
♦Kraus,  Alfred  Paul,  Memphis 
Kraus,  David  H,  Memphis 
Kraus,  Gordon  Jerome,  Memphis 
Kraus,  Melvin  M,  Memphis 
Kraus,  Robert  M,  Memphis 
Kreth,  Timothy  Kerwin,  Memphis 
Kriger,  Sidney  H,  Memphis 
Krisle  Jr,  Joe  Richard,  Memphis 
Kroetz,  Frank  Wm,  Memphis 
Kronenberg,  Joel  I,  Memphis 
Kudsk,  Kenneth  Allan,  Memphis 
Kulp,  Roy,  Memphis 
♦Kuykendall  Jr,  Nathaniel,  Memphis 
♦Kuykendall,  Cary  M,  Memphis 
-Ky,  Henry,  Fountain  Valley,  CA 
Kyle,  Jos  Warren,  Memphis 
♦LaVelle  Jr,  Herman  G,  Memphis 
LaVelle,  David  G,  Memphis 
-Lackey  Jr,  H Lebron,  Memphis 
Lamar  Jr,  Lucius  M,  Memphis 
-Lamb,  William  L,  Memphis 
Land,  Mack  A,  Memphis 
♦Landsee,  Carl  Geo,  Millington 
Landy,  Stephen  Hall,  Memphis 
Langford  Jr,  C Thomas,  Memphis 
Langsdon,  Phillip  Royal,  Memphis 
Lankford,  Wm  Alexander,  Memphis 
Lara,  William  Keith,  Memphis 
Larimer,  Perry  James,  Memphis 
Larkin,  Charles  Newton,  Memphis 
Laster  Jr,  Robt  Eugene,  Memphis 
Lathram  Jr,  Marvin  W,  Memphis 
Laughlin  Jr,  Albert  E,  Memphis 
♦Laughlin  Sr,  Albert  E,  Memphis 
-Lawhon,  Jeffrey  C,  Memphis 
-Lawhorn,  David  Wood,  Chattanooga 
Lawrence,  Jesse  Alvah,  Memphis 
Lawson,  Robt  Edward,  Memphis 
Lawson,  Ronald  D,  Memphis 
Lazar,  Edward  Harry,  Memphis 
Lazar,  Rande  H,  Memphis 
Lebovitz,  M A,  Memphis 
Ledes,  Claude,  Memphis 
-Lee,  Laura  A,  Memphis 
Lee,  Ling  Hong,  Memphis 
Lee,  Sidney  Reaves,  Memphis 
♦Lefkovits,  Aaron  M,  Deerfield  Beach,  FL 
Lemmi,  Helio,  Memphis 
Leung,  Richard  K F,  Memphis 
Leventhal,  Marvin  R,  Memphis 
Levinson,  Michael  Jay,  Memphis 
Levitch,  Melvyn  Abraham,  Memphis 
Levy,  Joe  S,  Memphis 
-Lewis,  Jacqueline  A,  Memphis 
Lewis,  Myron,  Memphis 
♦Lewis,  Philip  M,  Memphis 
Lidstone,  John  David,  Goodlettsville 
Lieberman,  Gerald  J,  Memphis 
Lieberman,  Phillip  Louis,  Memphis 
Light,  William  Harry,  Germantown 
Linder,  Hilary  Francis,  Memphis 
Lindermuth,  John  R,  Memphis 
Ling,  Frank  W,  Memphis 
♦Lipscomb,  Alys  H,  Memphis 
Lipscomb,  Gary  H,  Memphis 
Lipsey,  Geo  Gartley,  Memphis 
Litch  Jr,  Melvin,  Memphis 
-Little,  John  P,  Memphis 
Little  Jr,  William  R,  Memphis 
-Littlejohn  Jr,  Jimmy  R,  Memphis 
♦Livermore  Jr,  Geo  R,  Memphis 
Lobe,  Thom  E,  Memphis 


♦Lockwood  Jr,  Dudley  G,  Hernando,  MS 
-Loden,  Jim,  Memphis 
Loe,  Robin  A,  Collierville 
♦Long,  Chas  Edward,  Memphis 
Long,  Diane  M,  Memphis 
Long,  Thomas  E,  Memphis 
Long,  William  E,  Memphis 
Lougheed,  Jos  C,  Memphis 
Love,  Varna  Mae  Peyton,  Memphis 
♦Lovejoy,  Geo  S,  Memphis 
-Lovelace  Jr,  Jerry  Lee,  Memphis 
Loveless,  Scott  Barclay,  Memphis 
Loving,  Martha  A,  Memphis 
-Lowe,  Elizabeth  S,  Memphis 
Lunceford,  Travis  E,  Memphis 
-Lungu,  Adriana,  Memphis 
Luther,  Robt  Wayne,  Memphis 
-Lyell,  Reggie,  Memphis 
Lynch,  Michael  Hardy,  Memphis 
Lynch,  Penny  Beth,  Memphis 
-Lytle,  Laura  L,  Memphis 
Mabry  Jr,  Edward  Hays,  Memphis 
♦Mabry,  Edward  Hays,  Memphis 
Machin,  James  Elliott,  Memphis 
♦Mackey,  Wm  Frederick,  Memphis 
Maddux  Jr,  H Benjamin,  Memphis 
♦Maddux,  Holt  Ben j , Memphis 
-Maduka,  Godwin  0,  Memphis 
Maduska,  Albert  Lowell,  Memphis 
Magee,  Timothy  Michael,  Memphis 
Magill,  Hubert  Lynn,  Memphis 
♦Maguda,  Thos  Andrew,  Venice,  FL 
Maguire,  James  K,  Memphis 
Mahesh-Kumar,  A P,  Memphis 
♦Malone  II,  Wm  B,  Memphis 
Mandell,  Alan  I,  Memphis 
Mangiante,  Eugene  C,  Memphis 
-Mann,  David  A,  Memphis 
Mann,  James  Alan,  Memphis 
-Manocha,  Anuj  Paul,  Memphis 
Manugian,  Arsen,  Memphis 
Mariencheck,  Wm  Irvin,  Memphis 
Marker,  Howard  Wm,  Memphis 
♦Markle,  Philip  Metric,  Memphis 
-Marshall,  Derek  E,  Memphis 
Marshall,  Daniel  P,  Memphis 
Marshall,  Gailen  D,  Houston,  TX 
Marshall,  Michael  Ralph,  Memphis 
♦Marten,  Geo  W,  Memphis 
-Martin,  Frederick  A,  Spartanburg,  SC 
-Martin,  James  A,  Memphis 
Martin  Jr,  Henry  Frank,  Memphis 
Martin,  Daniel  C,  Memphis 
♦Mason,  Wm  W,  Highlands,  NC 
-Massey,  Luci,  Cordova 
Massey,  Gloria  S,  Memphis 
Massie,  James  D,  Memphis 
Mathes,  Gordon  Lawrence,  Memphis 
-Mathews,  Jenny,  Memphis 
♦Matthews,  Oliver  S,  Memphis 
♦Mayer,  Raymond  Franklin,  Memphis 
♦Mayfield,  Leroy  H,  Memphis 
-Maynard,  Bill  H,  Memphis 
Mays,  Kit  Sanford,  Memphis 
McAfee,  James  Earl,  Memphis 
♦McCall,  John  William,  Blowing  Rock,  NC 
McCalla,  Mary  Rainey,  Memphis 
McCallum,  Lee  Wilkes,  Memphis 
McCarter  Jr,  John  G,  Memphis 
McCaughan  Jr,  John  Joe,  Memphis 
McCloy,  Randolph  M,  Memphis 
McClure,  James  G,  Memphis 
♦McCool,  D C,  Memphis 
McCormack,  Harold  Arthur,  Memphis 
McDaniel  III,  Carter  E,  Memphis 
♦McDaniel,  E F,  Memphis 
-McDonald,  Thomas  C,  Memphis 
McDonald,  Mary  Neumann,  Memphis 
McDonald,  Michael  Baird,  Memphis 
McEwan  Jr,  Robert  C,  Memphis 
McGee,  Jesse  Edward,  Memphis 
McGowan,  Leslie  R,  Memphis 
McGrew  III,  Frank  A,  Memphis 
-Mcllveen,  Amy  S,  Memphis 
McKenzie,  Eugene  Eaton,  Memphis 
-McKinney,  Robert  H,  Memphis 
♦McKinney,  James  W,  Memphis 
McLarty,  Alexander  M,  Memphis 
♦McLarty,  Barney  Estes,  Memphis 
McLemore  Jr,  Thomas  E,  Memphis 
McLendon,  Richard  Ellison,  Memphis 
-McRae,  Karen,  Memphis 
McSwain,  Harold  M,  Memphis 
Menees,  James  Keith,  Memphis 
Mercer,  Charles  Wayne,  Memphis 
Meritt,  Lauren  N,  Memphis 
Meriwether  III,  Thos  W,  Memphis 
Metzger,  Wm  Edgar,  Memphis 
Meyer,  David,  Memphis 
♦Miles,  Robt  Millard,  Memphis 
Milford  Jr,  Lee  Watson,  Memphis 
Millard,  Jennifer  L,  Cordova 
-Miller,  Kyle  H,  Memphis 
Miller  III,  Robert  Horace,  Memphis 
♦Miller  Jr,  George  L,  Memphis 
♦Miller,  Fountain  Fox,  Memphis 
Miller,  Joe  Hardy,  Memphis 
Miller,  Mark  P,  Memphis 
♦Miller,  Richard  Alvah,  Memphis 
Miller,  Richard  B,  Memphis 
Miller,  Thomas  Iva,  Memphis 
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♦Mills,  Geo  T,  Memphis 
Milnor  III,  John  Pervis,  Memphis 
♦Milnor  Jr,  J Pervis,  Memphis 
Minkin,  Irving  C,  Memphis 
-Mitchell,  Beth  R,  Chattanooga 
Mitchum,  Wm  Robson,  Memphis 
♦Mobley,  Everett  C,  Memphis 
♦Moeller  Jr,  Benjamin  A,  Eads 
-Moffat,  Victoria  L,  Columbus  AFB,  MS 
Moffatt  III,  William  Lee,  Memphis 
Moffatt  Jr,  Wm  Lee,  Memphis 
♦Mogan,  Edward  Nenon,  Germantown 
Moinuddin,  Mohammed,  Memphis 
Moinuddin,  Shamim,  Memphis 
-Moman,  Andrea  A,  Memphis 
Monaghan,  Thomas  W,  Memphis 
Monger  Jr,  Ralph  Horace,  Memphis 
-Montgomery,  Charles  E,  Memphis 
Montouris,  Georgia  D,  Memphis 
-Moore,  Sarah  E,  Memphis 
-Moore  Jr,  Robert  S,  Memphis 
♦Moore  Jr,  Fontaine  B,  Memphis 
♦Moore  Jr,  Moore,  Memphis 
♦Moore,  David  F,  Memphis 
Moore,  James  A,  Memphis 
♦Moore,  Marion  Robertson,  Memphis 
Moore,  Marsha  B,  Virginia  Beach,  VA 
-Morelock,  Sandra  Y,  Memphis 
Morgan,  Jack  Colbert,  Memphis 
Morisy,  Lee  Richard,  Memphis 
Morris,  Glenn  Scott,  Memphis 
Morris,  John  Thos,  Memphis 
Morris,  Wm  Randolph,  Germantown 
Morrison,  Larry  Burt,  Memphis 
Morse,  Wm  Hal,  Memphis 
Moser,  Davis  D,  Memphis 
-Mosher,  Lisa  C,  Memphis 
Moshier,  Wm  Hill,  Memphis 
Moskovitz,  Rondall  J,  Memphis 
♦Moss,  John  Palmer,  Memphis 
♦Moss,  Thos  Chester,  Memphis 
Moss,  Wm  Ben j , Memphis 
Motley,  Thomas  Earl,  Memphis 
Moustafa,  Salwa,  Memphis 
Muhlbauer,  Michael  Scott,  Memphis 
Muirhead,  Ernest  Eric,  Memphis 
Mullen,  Jesse  G,  Memphis 
Munn,  Charles  W,  Bartlett 
Murdock,  Wade  Thos,  Memphis 
♦Murphey,  Francis,  Naples,  FL 
-Murphy,  Garnett,  Memphis 
Murphy,  Cynthia  Dabney,  Memphis 
Murphy,  James  Garnett,  Memphis 
Murphy,  Patrick  J,  Memphis 
Murphy,  Wm  Mont,  Memphis 
Murrah  Jr,  Wm  Fitzhugh,  Memphis 
-Murray,  Lisa,  Memphis 
Murray,  Ian  Farrell,  Memphis 
-Myers,  Cynthia  L,  Memphis 
Myers,  Wm  Stanley,  Memphis 
-Nabors  III,  Louis  B,  Memphis 
Nadel,  Alan  Marc,  Memphis 
Nash,  John  Paul,  Memphis 
Nauert,  Timothy  Craig,  Memphis 
Nawaf,  Kays,  Memphis 
-Neal,  Mary  E,  Memphis 
-Nelson,  Michael  W,  Memphis 
-Newman,  Mark  S,  Memphis 
Newman,  Larry  Bernard,  Memphis 
-Newsome,  Ann  M,  Memphis 
-Nguyen,  Duke,  Memphis 
-Nguyen,  Khuong  V,  Memphis 
Nicholas,  Lawrence  M,  Memphis 
-Nichols  III,  Lorenzo  D,  Memphis 
Nichols,  Thos  Waddell,  Memphis 
Nichopoulos,  George  C,  Memphis 
Nikolovski,  Oliver  T,  Birmingham,  MI 
Nobles  Jr,  Eugene  Rodman,  Memphis 
-Noe,  Susan,  Clarksville 
Noe,  Horace  Norman,  Memphis 
♦Norman,  Robt  Sidney,  Germantown 
North,  Wm  C,  Memphis 
Northern  Jr,  Wm  L,  Memphis 
Nyalakonda,  Ashok  Rao,  Memphis 
O'Connell,  John  F,  Germantown 
O'Sullivan,  Patrick  Jos,  Memphis 
Ochs,  Jeffrey  J,  Memphis 
-Oellerich,  William  F,  Memphis 
Ogle,  Evelyn  M Bassi,  Memphis 
Okrah,  Amos,  Memphis 
*01 im,  Chas  Burton,  Memphis 
Olinger,  Rodney  Glenn,  Memphis 
♦Orman,  Jos  Cooke,  Memphis 
Orpet  Jr,  P E,  Memphis 
-Osborn,  F David,  Memphis 
Osborn,  Frank  Jackson,  Memphis 
Osborne,  Pamela  Thompson,  Cordova 
-Osteen,  Robert  W,  Cordova 
Ostrow,  Bridget  F,  Memphis 
Oswald,  Wm  J,  Memphis 
Outlan,  John  Edward,  Collierville 
Outlan,  William  F,  Collierville 
Owen  Jr,  Edmond  W,  Memphis 
-Owens,  Sean  C,  Memphis 
Owens,  Donald  D,  Memphis 
Owens,  James  Harvey,  Memphis 
-Oxley,  Dave,  Memphis 
♦Packer,  Henry,  Memphis 
Page,  Gene  Ruffner,  Memphis 
Page,  Roy  C,  Memphis 
Paidipalli,  Babu  Rao,  Memphis 


-Paine,  Jennifer  L,  Memphis 
Painter,  Max  Wesley,  Memphis 
-Palazzo,  Anthony  J,  Memphis 
Palmer  IV,  Robert  E,  Memphis 
Palmieri,  Genaro  Miguel  A,  Memphis 
Pang  Jr,  Jim,  Memphis 
-Panovec,  Parker,  Memphis 
Pao,  William  Joseph,  Memphis 
Parker,  Jos,  Memphis 
Parks,  Frank  D,  Memphis 
Parrott  Jr,  Chas  Wm,  Southaven,  MS 
Parsons  III,  Ward  Chester,  Memphis 
Partee,  Brenda  Demond,  Memphis 
Parvey,  Louis  S,  Memphis 
Paslawski,  Walter,  Memphis 
♦Paster,  Sami,  Santamunich,  CA 
♦Pasternack,  Morris,  Memphis 
-Pate,  Joseph  E,  Memphis 
Pate,  James  W,  Memphis 
-Patel,  Paul  P,  Memphis 
Patterson  III,  Russell  H,  Memphis 
Patterson,  Anthony  Lynn,  Memphis 
Patterson,  Charles  Richard,  Memphis 
Patterson,  Kelly,  Memphis 
Patterson,  Sam  Polk,  Memphis 
Patterson,  Stanley  Martin,  Memphis 
♦Paul,  Raphael  Nathan,  Memphis 
Payne  Jr,  Earnest  B,  Memphis 
Payne,  Paul  A,  Memphis 
-Pearson,  Adrian  Scott,  Memphis 
Pearson,  Richard  McQuiston,  Memphis 
Pedigo,  Phillip  Adler,  Memphis 
Peeples  Jr,  John  D,  Memphis 
Pender  Jr,  John  Vincent,  Memphis 
-Perdue,  Martha  E,  Memphis 
Perry,  Edgar  Emrich,  Memphis 
Phelps,  Wm  Chas,  Memphis 
-Phillips,  Valesia  M,  Memphis 
-Phillips  Jr,  F Edward,  Memphis 
Phillips,  Barry  Brent,  Germantown 
Phillips,  Carol  Ann,  Memphis 
Phillips,  Jerry  Clyde,  Memphis 
♦Phillips,  Wm  Earl,  Memphis 
Photopulos,  Guy  J,  Memphis 
♦Pian  Jr,  Maurice  C,  Memphis 
-Pierce,  Julia  A,  Memphis 
Pigott,  John  D,  Memphis 
-Pinkston,  John  R,  Memphis 
Pinson,  E Louise,  Memphis 
Pinstein,  Martin  Lee,  Memphis 
Pitcock,  James  Allison,  Memphis 
-Pitman,  Thomas  C,  Memphis 
Platkin,  Alan  Bailey,  Memphis 
-Popp,  Rick,  Memphis 
♦Porter,  Columbus  Hassell,  Memphis 
Porter,  Huey  Henderson,  Memphis 
Porter,  Wm  Richard,  Memphis 
-Portera  Jr,  Charles  A,  Memphis 
Porterfield,  James  G,  Memphis 
Posey,  Michael  Evans,  Memphis 
Powell,  Carroll  E,  Memphis 
Pratt,  Edward  S,  Memphis 
Pratt,  Thomas  H,  Memphis 
Price,  Carolyn  Culpepper,  Memphis 
♦Price,  James  Howard,  Memphis 
Price,  Robert  Allen,  Memphis 
Pridgen,  Stephen  Allen,  Memphis 
Pridgen,  Wm  Roby,  Memphis 
♦Prieto  Jr,  Luis  Carlos,  Memphis 
-Pringle  Jr,  Charles  R,  Memphis 
Proctor,  Russell  Jay,  Memphis 
Pruitt,  David  B,  Memphis 
-Pugh,  Virginia  Ann,  Dyersburg 
Putman,  Billie  Harold,  Memphis 
-Quarles,  Angela  C,  Memphis 
Quigley,  Karen  K,  Memphis 
Quinn  III,  Peter  Jos,  Memphis 
-Raby,  Becky  B,  Memphis 
-Raby  Jr,  Lon  F,  Memphis 
Rada  III,  John  B,  Memphis 
Raghavaiah,  N V,  Memphis 
-Ragin,  Trelvis  L,  Memphis 
Ragsdale,  Blake,  Memphis 
Rahman,  Mahfuzur,  Memphis 
Raines,  Edwin  Allen,  Memphis 
Raines,  Richard  Brodnax,  Memphis 
♦Raines,  Sami  Lucas,  Memphis 
♦Rainey,  Wm  Thos,  Memphis 
Rains  III,  Boyce  Manrin,  Memphis 
-Ra j agopalan , Shyamala,  Memphis 
Ramanathan,  Jaya,  Memphis 
Ramanathan,  Kodangudi  B,  Memphis 
-Rambalakos,  Angela,  Memphis 
Ramey  III,  Danl  Randolph,  Memphis 
♦Randolph,  Jerry  F,  Memphis 
Randolph,  Paul  Douglas,  Memphis 
Rao,  Bhaskar  Narayan,  Germantown 
Rawlinson,  William  T,  Memphis 
Rawtani,  Pallavi  V,  Memphis 
Ray,  Morris  William,  Memphis 
Reaves,  Edward  McCormick,  Memphis 
-Redden,  R Allen,  Memphis 
Redden,  Ruth  Anne,  Memphis 
Reed,  Cheston  Murray,  Memphis 
Reed,  Edward  Wilson,  Memphis 
Reed,  Mark  Loyd,  Memphis 
Reeder,  Robt  Canada,  Memphis 
Reese  Jr,  Harvey  C,  Memphis 
♦Reese,  Halden  Eugene,  Memphis 
Reisser  Jr,  John  Milton,  Memphis 
-Reiter,  Amanda  M,  Memphis 


-Reitzel,  Keith  E,  Memphis 
Rentrop,  Walter  Anton,  Memphis 
Rentrop,  Wm  Emil,  Memphis 
Reyes,  Nora  V,  Memphis 
Reynolds,  Gary  Lynn,  Memphis 
Rhea  Jr,  Hal  S,  Memphis 
-Richardson,  David  J,  Memphis 
-Richardson  III,  Robert  L,  Memphis 
Richardson  Jr,  Robt  Lee,  Memphis 
Richardson,  Elbert  Greer,  Memphis 
Riggs  Jr,  Wm  Webster,  Memphis 
Riggs,  Chas  R,  Memphis 
♦Riley,  Frances  Osborn,  Southaven,  MS 
-Rivers  Jr,  James  B,  Memphis 
Roane,  Jourdan  Archibald,  Memphis 
Robbins  Jr,  Samuel  Gwin,  Memphis 
Robbins,  Edward  T,  Memphis 
Roberts,  Larry  K,  Memphis 
Robertson,  James  Thos,  Olive  Branch,  MS 
Robertson,  Jon  Hobson,  Memphis 
♦Robinson  Jr,  Chas  G,  Memphis 
Robinson  Jr,  John  Edward,  Memphis 
Robinson,  James  A,  Memphis 
Robinson,  Lloyd  Edward,  Memphis 
Robinson,  Wiley  Thomas,  Memhis 
Robison  Jr,  Lowell  Ben j , Memphis 
Rockett,  John  Frederick,  Memphis 
♦Rogers,  Gordon  K,  Memphis 
Rojas,  Norberto,  Memphis 
-Rone,  Deanna  Lynne,  Memphis 
Roney,  Ronald  Steven,  Memphis 
Rosen,  Gerald  Michael,  Memphis 
Rosenberg,  E William,  Memphis 
Rosenberg,  Zachary,  Memphis 
Rosensweig,  Jacob,  Memphis 
Rothenberg  II,  Harold  Jay,  Bartlett 
Routt  Jr,  William  Edward,  Memphis 
Ruch  Jr,  Walter  Allwein,  Memphis 
Rucker,  James  Daniel,  Germantown 
♦Rudner  Jr,  Henry  Gordon,  Memphis 
Ruleman,  Chester  Allan,  Memphis 
Runyan  Jr,  John  Wm,  Memphis 
Rushing,  Van,  Memphis 
Russell  Jr,  John  Murray,  Memphis 
Russell,  Thomas  Anthony,  Memphis 
Russo,  Wm  Louis,  Memphis 
Rutschman,  Julian  Leander,  Memphis 
Ryan  Jr,  Geo  Marion,  Memphis 
Sacks,  Harold  Samuel,  Memphis 
Safley  Jr,  Chas  Franklin,  Memphis 
Sage,  Fred  P,  Memphis 
Saino,  James  D,  Memphis 
Salazer,  Jorge  E,  Memphis 
Salky,  Nathan  Kalmon,  Memphis 
Samaha,  Joseph  K,  Memphis 
Sammons,  Lehman  Clark,  Osceola,  AR 
Samuels,  Alan  Danl,  Memphis 
Sander,  Craig  J,  Memphis 
Sanders,  Frederick  D,  Memphis 
♦Sanders,  Sam  Houston,  Memphis 
Sanford  Jr,  Jack  Carter,  Memphis 
Sanford,  David  Marshall,  Memphis 
Sanford,  Robert  Alexander,  Memphis 
Sargent,  Susie  Jane,  Memphis 
-Satyanarayan,  Viswesvar,  Memphis 
Sauer,  Curtis  Michael,  Memphis 
Sauter,  Robert  F,  Germantown 
Saxton  Sr,  Grady  L,  Memphis 
♦Schaffer,  Donald  Earl,  Memphis 
Schettler,  Betty  J,  Memphis 
Schettler,  Wm  Heymoore,  Memphis 
Schlesinger,  Victor  Adler,  Memphis 
-Schmidt,  Warren  N,  Memphis 
Schnapp,  Moacir,  Memphis 
Schoettle  Jr,  G Phillip,  Memphis 
♦Schreier,  Phillip  Chas,  Memphis 
Schweitzer,  John  B,  Memphis 
Schwerkoske,  John  F,  Memphis 
-Scott,  Hugh  Barrett,  Memphis 
Scott  III,  Benjamin  F,  Memphis 
Scott  Jr,  Daniel  J,  Memphis 
Scott,  Edward  Patton,  Memphis 
Scott,  Edwin  Lee,  Memphis 
Scott,  Jos  Manson,  Memphis 
Scott,  Randall  Lee,  Memphis 
Scruggs,  Jerry  L,  Memphis 
Seale,  James  L,  Memphis 
Sebes,  Jeno  Imre,  Memphis 
Segal,  Anthony,  Memphis 
Segal,  Jack,  Memphis 
♦Segal,  Maurice  P,  Memphis 
Segal,  Robert  Henry,  Memphis 
♦Segerson,  Edward  C,  Memphis 
Sexton,  Ray  Owen,  Memphis 
♦Shaeffer  Jr,  S J,  Memphis 
-Shankle,  Steve  B,  Memphis 
Shanklin,  Douglas  R,  Memphis 
Shapiro,  Marvin  Louis,  Memphis 
Shappley  Jr,  Wm  Vance,  Memphis 
-Shatuck,  Deaver  T,  Memphis 
Shea  III,  John  Joseph,  Memphis 
Shea  Jr,  John  Jos,  Memphis 
Shea  Jr,  Martin  Coyle,  Memphis 
Shear in,  Robt  P N,  Memphis 
♦Sheffield,  Wm  E,  Memphis 
Shell  III,  Dan  H,  Memphis 
Shelton,  Brixey  R,  Memphis 
♦Shelton,  James  R,  Heber  Springs,  AR 
Shelton,  Thomas  B,  Memphis 
Sherrod  II,  Rome,  Memphis 
Shiftman,  Stephen  Murray,  Memphis 
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-Sir  Stephanie  S,  Memphis 

■31:..  . ..  ■ i .,  Leslie  Bowlin,  Memphis 
Shu  - : try  II,  William  R,  Memphis 
-Sioley,  Shalamar  D,  Memphis 
S,  :ert,  Laura  A,  Memphis 
Siegel,  Barry  Ross,  Memphis 
Siegel,  Jerome  Seymour,  Memphis 
♦Siegel,  Saul,  Memphis 
Sievers,  Richard  E,  Memphis 
Sikes,  James  C,  Memphis 
-Sills,  E Scott,  Memphis 
Silverman,  Michael  N,  Memphis 
Simmons,  Bryan  Paul,  Memphis 
Simmons,  James  C H,  Memphis 
Simpson,  Joe  Leigh,  Memphis 
Sims,  Clifford  W,  Memphis 
Sisk,  Thos  David,  Memphis 
*Sissman,  Paul  R,  Memphis 
Skaggs,  Marvin  Richard,  Memphis 
♦Skinner,  Edward  Folland,  Memphis 
Sloas,  David  Dale,  Memphis 
Slutsky,  Avron  Abe,  Memphis 
-Smith,  Kellie  A,  Memphis 
*Smith  Jr,  Hugh  Milby  A,  Memphis 
Smith  Jr,  Vernon  I,  Memphis 
Smith,  Clyde  Gaylon,  Memphis 
Smith,  Kirby  Lee,  Memphis 
Smith,  Stanley  L,  Memphis 
Smith,  Vincent  D,  Memphis 
Smith,  W Chapman,  Memphis 
*Smythe  Jr,  Frank  Ward,  Memphis 
Snider,  Charles  V,  Memphis 
Snyder,  Dowen  Ervin,  Memphis 
*Sohm,  John  J,  Memphis 
Solomito,  Vincent  Lee,  Memphis 
Soloway,  Mark  Stephen,  Memphis 
-Spann,  Michael  G,  Memphis 
Spears,  Hubert  Earl,  Memphis 
Spencer,  Judy,  Memphis 
-Spiers,  Jason,  Memphis 
Spiers,  Jon  Phillip,  Memphis 
Spiotta  Jr,  Eugene  J,  Memphis 
Spiotta,  Eugene  Jos,  Memphis 
Spiotta,  Larry  B,  Memphis 
-Spurlock,  Steven  R,  Memphis 
-Stair,  Stephen  W,  Memphis 
Stallings,  John  M,  Memphis 
Stanford,  Carl  Cooper,  Memphis 
Stanford,  James  Franklin,  Memphis 
Stanley  Jr,  Thos  V,  Memphis 
*Stark,  Ray  Gingles,  Memphis 
-Starnes,  Diane  E,  Memphis 
Starr,  Jason  Leonard,  Memphis 
Stein,  Lee  S,  Memphis 
Stentz , David  L,  Memphis 
Stephens,  Raj  K,  Germantown 
*Stepp,  Wm  Price,  Memphis 
Stern,  Thos  Neuton,  Memphis 
♦Stevenson,  Cleo  Wilson,  Memphis 
♦Stevenson,  Edward  N,  Memphis 
Stevenson,  Robin  Malcolm,  Memphis 
-Stewart,  George  E,  Memphis 
♦Stewart,  Marcus  Jefferson,  Memphis 
Stewart,  Sherrill  Bryce,  Memphis 
Stovall,  Thomas  Gregory,  Memphis 
Strasberg,  Gary  David,  Memphis 
Stratton,  Henry  Thos,  Memphis 
Strock,  Sylvia  S,  Memphis 
♦Stubblefield,  Robt  J,  Memphis 
-Sullivan,  Rhonda  K,  Memphis 
Sullivan,  Jay  Michael,  Memphis 
Sullivan,  Jos  Albert,  Memphis 
-Summers,  Jeffrey  S,  Memphis 
Summitt,  Robert  Layman,  Memphis 
Sutherland  III,  Arthur  J,  Memphis 
Sydnor,  Elmer  W,  Memphis 
Tabor,  Owen  Britt,  Memphis 
♦Tacket,  Hall  Sanford,  Memphis 
Tag,  Arnold  R,  Memphis 
♦Talley,  Byron  Shadrach,  White  Pine 
-Tanenbaura,  Alan,  Memphis 
Tanenbaum,  Mark  Harris,  Memphis 
-Taylor,  Susan  Gray,  Memphis 
Taylor  III,  Herbert  A,  Memphis 
Taylor  Jr,  Wm  Wood,  Memphis 
Taylor,  Edwin  Oscar,  Memphis 
Taylor,  John  Charles,  Memphis 
Taylor,  Martha  Neumann,  Memphis 
♦Taylor,  Robt  Clarke,  Memphis 
Teague,  Paul  Ford,  Memphis 
-Teer,  Patrick  B,  Memphis 
Tejwani,  Indurani  A,  Memphis 
Templeton,  Terry  P,  Memphis 
Terhune,  Ronald  Lytle,  Memphis 
Thomas  Jr,  Lloyd  R,  Germantown 
Thomas,  Dianna  J,  Memphis 
Thomas,  Oswald  Henry,  Memphis 
-Thompson,  Tom  C,  Memphis 
Thompson,  Barry  F,  Memphis 
Thompson,  Paul  Andrew,  Memphis 
Thompson,  Terry  L,  Memphis 
Thompson,  Tommy  C,  Memphis 
Thomsen,  William  B,  Memphis 
Threlkeld,  Michael  Gavin,  Memphis 
Threlkeld,  Wm  Cleage,  Memphis 
Thurmond,  S Gail,  Memphis 
Tickle,  Sami  Milton,  Memphis 
Tielens,  Don  Raymon,  Memphis 
Tipton,  Robert  Eugene,  Memphis 
Todd,  Margaret  Ryan,  Memphis 
Todd,  Tanja  Lu,  Memphis 


-Tomaras,  Christopher  R,  Memphis 
Tonkin,  Allen  K,  Memphis 
Tonkin,  Ina  L D,  Memphis 
Tooms,  Robt  Edwin,  Memphis 
Torpoco,  Jesus  Ortiz,  Memphis 
Tosh,  John  Williams,  Memphis 
Towne,  T Carter,  Memphis 
Townsend  III,  Arthur  M,  Memphis 
Trautman,  Robert  J,  Memphis 
Treadwell  III,  George  H,  Memphis 
Trew,  Gary  F,  Memphis 
♦Tripp,  Alvin  Brush,  Nesbit,  MS 
Tuberville,  Audrey  Whaley,  Memphis 
♦Tullis  Jr,  I Frank,  Memphis 
Tullis,  Kenneth  Frank,  Memphis 
Turley  III,  John  C,  Memphis 
♦Turley  Jr,  Hubert  King,  Memphis 
♦Turley  Jr,  John  C,  Memphis 
Turman,  Prentiss  A,  Memphis 
Turnbull  Jr,  Steve  H,  Memphis 
♦Turnbull,  Randolph  B,  Memphis 
Turner,  Geo  Randolph,  Memphis 
Turner,  James  E,  Memphis 
Turner,  Jan  Lewis,  Memphis 
♦Tyler,  Louis  Edward,  Memphis 
Tyrer  Jr,  Austin  Roy,  Memphis 
♦Tyson  Jr,  Wm  T,  Memphis 
Upshaw,  James  Jerry,  Memphis 
Upshaw,  Jefferson  Davis,  Memphis 
Usdan,  David  Aaron,  Memphis 
-Usher,  Wayne  R,  Memphis 
Utley,  Anne  Clark,  Memphis 
♦Vaccaro,  Eugene  A,  Memphis 
-VanFrank,  Timothy  D,  Memphis 
Varner  Jr,  C Ferrell,  Memphis 
♦Varner,  Claude  Ferrell,  Memphis 
Varner,  James  Carroll,  Memphis 
Vasu,  Renga  I,  Memphis 
Vera,  Santiago  R,  Memphis 
Verner,  Walter  Eugene,  Memphis 
Vernon,  Michael  Lee,  Germantown 
Verzosa,  Sanuel  Tadiar,  Memphis 
Vick,  Edward  Grant,  Memphis 
Vick,  Sidney  D,  Memphis 
Vieron,  Leonidas  Nicholas,  Memphis 
-Vincent,  Karen  Ann,  Memphis 
Vincent,  John  Robt,  Memphis 
-Vines,  William  David,  Memphis 
-Virostek,  Lisa  J,  Memphis 
Voeller,  Guy  R,  Memphis 
Vookles,  John  Thorn,  Memphis 
Vu,  Trong  Van,  Memphis 
Wade,  W Burke,  Memphis 
-Wai,  Robert  B,  Memphis 
♦Wakham,  James  Dale,  Madison,  MS 
-Walker,  Russell  L,  Memphis 
Walker  Jr,  Parks  W,  Memphis 
Walker,  Frances  Carolyn,  Memphis 
Walker,  Robert  A,  Memphis 
Walker,  William  White,  Memphis 
Wallace  Jr,  Charles  Russell,  Memphis 
♦Wallace,  James  Ashford,  Memphis 
♦Wallace,  Peter  B,  Memphis 
-Wallstedt,  B Alan,  Memphis 
Walsh,  John  Thomas,  Memphis 
Walzer,  Yair,  Memphis 
Wardlaw,  Lee  Lyle,  Memphis 
Warner,  Ronnie  M,  Memphis 
Warr  III,  Otis  Sumter,  Memphis 
-Warr  IV,  Otis  S,  Memphis 
♦Warr,  Otis  S,  Memphis 
♦Watkins,  Wm  W,  Memphis 
Watridge,  Clarence  B,  Memphis 
Watson,  Donald  C,  Memphis 
Watson,  Susan  R,  Memphis 
Weatherly,  Mark  Willard,  Memphis 
-Weaver,  Christie  G,  Memphis 
Webber,  Ben  Porter,  Memphis 
Weber  III,  Alvin  Julian,  Memphis 
Weber,  Bill  Carl,  Memphis 
-Wedegaertner , Mary  Rose,  Seattle,  WA 
Weeks,  Albert  E,  Memphis 
Weems  Jr,  Jerome  John,  Memphis 
♦Weems,  Jerome  J,  Memphis 
Weems,  Jos  Lell,  Memphis 
Weems,  Thos  Doyle,  Memphis 
Weinberg,  Joseph  A,  Germantown 
Weir  Jr,  Alva  Bowen,  Memphis 
-Weirich,  Timothy  P,  Olive  Branch,  MS 
Weiss,  Joseph  F,  Memphis 
Wells,  Van  Henry,  Memphis 
♦Wener,  Sami  I,  Memphis 
Wennemark,  James  R,  Memphis 
Wesberry  Jr,  Jesse  Malpass,  Memphis 
Wesberry  Sr,  Jesse  Malpass,  Memphis 
-Wesche,  W Allen,  Bartlett 
-West,  Daniel  K,  Memphis 
West,  Harold  Maxell,  Memphis 
West,  James  M,  Germantown 
West,  William  Hoath,  Memphis 
Westmoreland,  Daniel  K,  Memphis 
-Whelan,  James  W,  Dickson 
-Whitby,  R Scott,  Memphis 
White  III,  Thos  Jefferson,  Memphis 
White  Jr,  James  Harold,  Memphis 
White,  Chas  Edward,  Memphis 
White,  Frank  Louis,  Memphis 
♦White,  Wm  Guerin,  Memphis 
Whitehead,  Wm  Jerry,  Germantown 
Whitesell,  Gary  J,  Memphis 


-Wi 1 1 iams , 
♦Williams, 
♦Williams, 
Williams , 


Wilson , 
Wilson , 
Wilson, 
♦Wilson, 
Wilson, 
♦Wilson , 
Wilson , 


Whitington,  Gene  L,  Memphis 
Whitlock,  Lawrence  Wayne,  Memphis 
Wiener,  Isadore  David,  Memphis 
Wiener,  Robt  Alan,  Memphis 
Wilcox,  Allen  Brian,  Memphis 
Wilder,  Wm  Wiggins,  Memphis 
Wilhite,  Joe  Lynn,  Memphis 
Wilkinson,  Ephriam  Bailey,  Memphis 
-Williams,  John  Albert,  Memphis 
Mark  A,  Memphis 
Horace  Glenn,  Memphis 
Linkwood,  Memphis 
Paul  Herbert,  Memphis 
Wills,  Gordon  Lee,  Memphis 
-Wilson,  Jerry  P,  Memphis 

Arthur  James,  Memphis 
Donald  Bruce,  Memphis 
Harry  Williamson,  Memphis 
James  E,  Memphis 
John  McCullough,  Memphis 
John  McQuiston,  Memphis 
Raymond  Edward,  Cordova 
Winer  Muram,  Helen  T,  Memphis 
Witherington  III,  James  B,  Memphis 
Witherington,  John  M,  Memphis 
Witherspoon  Jr,  Frank  G,  Memphis 
Wolf,  Rodney  Yale,  Memphis 
Wood  II,  George  W,  Memphis 
Wood,  Matthew  W,  Memphis 
Wood,  Thos  Oval,  Memphis 
Woodall  Jr,  Jesse  C,  Memphis 
Woodbury,  Geo  Robt,  Memphis 
Woodbury,  Linda  L Plzak,  Memphis 
♦Woolley,  Clifton  Ward,  Memphis 
Wooten,  Richard  Lindsey,  Memphis 
Wooten,  Robert  Strode,  Memphis 
♦Workman  Jr,  Claude  H,  Marietta,  GA 
Worrell,  Jerry  Lewis,  Memphis 
Wortham  III,  George  F,  Memphis 
Worthington,  Julian  Mack,  Memphis 
-Wray,  Robert  E,  Memphis 
Wrenn  Jr,  Earle  L,  Memphis 
-Wright,  Frank  D,  Memphis 
-Wright,  Jane  Anne,  Memphis 
Wright  II,  Phillip  E,  Memphis 
Wright  Jr,  Leonard  D,  Memphis 
Wright,  Dana  John,  Memphis 
Wright,  Sheryl  Jones,  Irving,  TX 
Wruble,  Lawrence  David,  Memphis 
♦Wurzburg,  Henry,  Memphis 
Wyler,  Allen  R,  Memphis 
-Yancey  Jr,  Jerry  L,  Memphis 
Yarbrough,  Robert  R,  Memphis 
♦Yates,  Claude  Frank,  Memphis 
Yates,  Linda  Kay,  Cordova 
Yeates,  Laura,  Memphis 
♦Young,  Jack  G,  Memphis 
Young,  Mark  S,  Memphis 
Younger,  Carl  Thomas,  Memphis 
-Yu,  George  C,  Fremont,  CA 
Yukon,  Gordon,  Memphis 
Zanella  Jr,  John,  Memphis 
Zanone,  Michael  T,  Memphis 


MONROE  COUNTY  MEDICAL  SOCIETY 

Allen,  James  Lester,  Sweetwater 
Barnes,  N Alan,  Fairfield  Glade 
Evans,  Thomas  S,  Sweetwater 
Gettinger,  Joshua  S,  Madisonville 
Harvey,  William  L,  Sweetwater 
Hays,  Robt  Danl,  Cleveland 
Hyman  Jr,  Orren  Williams,  Sweetwater 
Killen,  Gary  Wilmar,  Sweetwater 
Levin,  Barbara  Ann,  Madisonville 
Lowry,  Frank  H,  Madisonville 
Ness,  James  W,  Tellico  Plains 
Villaneuva,  Ramon,  Sweetwater 
Zee,  Paulus,  Sweetwater 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Anderson,  Paulette  D,  Clarksville 
♦Atkinson,  Edward  R,  Clarksville 
Baggett,  Henry  W,  Clarksville 
Barrett,  R T,  Clarksville 
Beazley,  William  Cooper,  Clarksville 
Bellenger,  James  F,  Clarksville 
Boyd,  Alton  Reuther,  Clarksville 
Bradley,  Joel  F,  Clarksville 
Brandon,  Gilbert  T,  Clarksville 
♦Brewer,  Carlos  B,  Clarksville 
Busbee  III,  Greer  Albert,  Clarksville 
Bush,  Joel  Gregory,  Clarksville 
Carrigan,  Vernon  M,  Clarksville 
Cha,  Paul  Sangyong,  Clarksville 
Crawford,  Donald  A,  Clarksville 
Creekmore,  Harry  S,  Clarksville 
Cunningham  Jr,  Thos  M,  Clarksville 
Deal,  Virgil  T,  Clarksville 
Dennison,  Melissa  Boucher,  Clarksville 
♦Doane  Jr,  Samuel  N,  Clarksville 
Doty  Jr,  Robert  D,  Chapmansboro 
Durrett  Jr,  Dawson  W,  Clarksville 
Farrar,  James  Thos,  Clarksville 
Faust,  Larry  M,  Clarksville 
Ferraraccio,  Blaise  E,  Clarksville 
Foster,  Karen  Pitts,  Clarksville 
Futrell,  Danny  W,  Clarksville 
Gant,  Charlotte  E,  Clarksville 
Glassell,  Edwin  C,  Clarksville 
Grabenstein,  T G,  Clarksville 
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Irabenstein,  William  P,  Clarksville 
Ireen,  Mack  Macon,  Clarksville 
Iriffin,  V H,  Clarksville 
lullett,  David  Laird,  Clarksville 
Sail,  Billy  T,  Clarksville 
Hall,  Michael  Stanley,  Clarksville 
Hong,  Doug  Un,  Clarksville 
Hudson  III,  William  D,  Clarksville 
Hudson,  Robert  W,  Clarksville 
Iglehart,  Bryan  T,  Clarksville 
Jordan,  Edwin  Constantine,  Clarksville 
Kennedy,  Howard  R,  Clarksville 
Kent,  Stephen  W,  Clarksville 
Koehn  Jr,  Robt  C,  Clarksville 
Kurita,  George  I,  Clarksville 
Larkins,  Gary  L,  Clarksville 
Ledbetter,  Buford  B,  Clarksville 
Lee,  Robt  Henry,  Dover 
Lemoine,  Fritz  F,  Clarksville 
Lett,  James  C,  Erin 
Ligon,  Douglas  Wister,  Erin 
Limbaugh  Jr,  James  W,  Clarksville 
Lind,  Roger  Charles,  Clarksville 
Lowe  Jr,  Reginald  S,  Clarksville 
Luton,  Oaklus  Sami,  Clarksville 
Lyle,  Wm  Green,  Clarksville 
Martin,  Daniel  Ernest,  Erin 
McCampbell,  Frank  G,  Clarksville 
Miles  Jr,  Jos  Wm,  Clarksville 
Mitchum,  Albert  Jackson,  Clarksville 
Moessner,  Harold  F,  St  Bethlehem 
Montgomery,  Tony  Johnson,  Clarksville 
Moore,  W R,  Clarksville 
Peacher,  Terry  Gene,  Clarksville 
Pedigo,  William  J,  Clarksville 
Perales,  Angel  U,  Dickson 
Peterson,  Keith  D,  Clarksville 
Porter,  Douglas  Dwight,  Clarksville 
Prine  Jr,  Wm  Wesley,  Clarksville 
Rice,  Robin  L,  Clarksville 
Richardson,  Donald  Ray,  Clarksville 
Roads,  Timothy  R,  Clarksville 
Roberson,  Clifford  F,  Clarksville 
Ross,  John  W,  Clarksville 
Salyers,  Steve  G,  Clarksville 
Siler,  Rita  Anne,  Clarksville 
Silvey,  Gary  Lynn,  Clarksville 
Smith,  James  Roy,  Clarksville 
Vann,  Harold  Francis,  Clarksville 
Vermillion,  R J,  Clarksville 
Walker,  J R,  Clarksville 
Wall  Jr,  Wm  H,  Clarksville 
Wibking,  Ronald  K,  Clarksville 
Williams,  David  B,  Clarksville 
Wilson,  Frank,  Clarksville 
Wright  Jr,  John  Fay,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 
DAVIDSON  COUNTY  MEDICAL  SOCIETY 

Abisellan,  Georgina  A,  Nashville 
Abrams,  Daniel  J,  Nashville 
Abston,  Phillip  A,  Nashville 
Acosta,  Estrella  P,  Madison 
Acosta,  Paulo  C,  Madison 
Acree,  Maurice  Mason,  Nashville 
Adair,  Luther  B,  Nashville 
Adams  Jr,  Robt  Walker,  Nashville 
Adams,  Crawford,  Duck  Key,  FL 
Addlestone,  Ronald  B,  Nashville 
Adelson,  Lori  M,  Nashville 
Adkins,  Robt  Benton,  Nashville 
Adkins,  Royce  Terrell,  Goodlettsville 
Adkins,  Thomas  G,  Nashville 
Agbunag,  Arnulfo  Abat,  Madison 
Akin,  Gordon  Clay,  Nashville 
Alcantara,  Ildefonso  A,  Nashville 
Alexander  Jr,  Clyde  W,  Nashville 
Alexander,  Dave  A,  Nashville 
Alfery,  David  D,  Nashville 
Alford  Jr,  Wm  Cutter,  Nashville 
Alford,  Robert  H,  Nashville 
Allen  Jr,  Joseph  H,  Nashville 
Allen,  Terry  Reynolds,  Nashville 
Allen,  Vaughan  Arthur,  Nashville 
Allen,  Verne  Elwood,  Nashville 
Alley  Jr,  J Clyde,  Nashville 
Alper,  Benj  J,  Nashville 
Ammarell,  Robert  L,  Nashville 
Anand,  Vinita,  Nashville 
Anderson  Jr,  Arthur  R,  Nashville 
Anderson  Jr,  Edwin  B,  Nashville 
Anderson  Jr,  James  E,  Nashville 
Anderson  Jr,  James  S,  Nashville 
Anderson,  Allen  F,  Nashville 
Anderson,  Edward  Eugene,  Nashville 
Anderson,  Edwin  B,  Nashville 
Anderson,  Elbridge  E,  Nashville 
Anderson,  H R,  Nashville 
Anderson,  John  Eugene,  Nashville 
Anderson,  William  Joseph,  Nashville 
Anderson,  Wm  Clyde,  Nashville 
Arendale  Jr,  Charles  R,  Nashville 
Arendall  II,  Rex  E,  Nashville 
Arnett,  Darrell  G,  Nashville 
Arnold,  Edward  Stanley,  Nashville 
Arnold,  Fredrick  S,  Nashville 
Arnold,  Larry  Totty,  Nashville 
Arrowsmith,  Peter  Noel,  Nashville 
Asher,  Harvey,  Nashville 
Auerbach,  Paul  Stuart,  Nashville 


Avant,  Geo  Ray,  Nashville 
Averbuch,  Mark  Stephen,  Nashville 
Avery,  James  Kelley,  Nashville 
Aylor,  Sarah  Brown,  Brentwood 
Backus,  Elizabeth  Maureen,  Nashville 
Baer,  Harry,  Nashville 
Bailey,  Allan  H,  Nashville 
Baker,  Jack  R,  Nashville 
Baker,  Thurman  Dee,  Nashville 
Baldwin,  James  Marvin,  Ashland  City 
* Ballard,  Sidney  W,  Franklin 
Ballinger,  Jeanne  F,  Nashville 
Ban,  Thomas  A,  Nashville 
* Bandy , Preston  H,  Nashville 
♦Barksdale,  Edward  H,  Nashville 
Barnes  Jr,  Maurice  C,  Nashville 
Barnett,  Donald  R,  Nashville 
Barnett,  Paul  Harold,  Nashville 
Barnett,  Robt  Burton,  Nashville 
Barton,  David,  Nashville 
♦Bass,  Allan  Deimage,  Nashville 
Batalden,  Paul  B,  Nashville 
Batchelor,  E Dale,  Nashville 
Batson,  Jack  Miller,  Nashville 
♦Batson,  Randolph,  Troy,  AL 
Baucom,  William  E,  Nashville 
♦Bayer,  D Scott,  Nashville 
Beazley,  Luthur,  Nashville 
Beck,  Chas  Bernard,  Madison 
Beck,  Larson  Dale,  Madison 
Beckwith,  Merton  M,  Nashville 
Begtrup,  Robert  0,  Nashville 
Belden,  Richard  A,  Nashville 
Bell  Jr,  Ernest  Andrew,  Madison 
Bell,  Robt  Le  Roy,  Nashville 
Bender  Jr,  Harvey  W,  Nashville 
Bendt,  Robert  Richard,  Nashville 
Benning,  Thomas  R,  Nashville 
Benson,  George  N,  Nashville 
♦Benz,  Edmund  Woodward,  Nashville 
Berman,  M Lawrence,  Nashville 
Bernard,  Louis  J,  Nashville 
Bernard,  Stanley,  Nashville 
Berrie,  Warren  R,  Nashville 
Berry,  Geoffrey,  Nashville 
Besharian,  Charles  M,  Nashville 
♦Beveridge,  John  H,  Nashville 
Bienvenu,  Gary  Louis,  Brentwood 
-Bigler,  Mark  Eric,  Garden  City,  KS 
Bihl-Miranda,  Patricia  M,  Nashville 
♦Billings  Jr,  Frederic  T,  Nashville 
Binkley  Jr,  William  Joseph,  Madison 
Birdwell,  Ben  Jason,  Nashville 
Bishop  Jr,  Eugene  L,  Nashville 
Bishop,  Lindsay  K,  Nashville 
Bishop,  Michael  Robt,  Nashville 
♦Bistowish  Jr,  Joseph  M,  Nashville 
♦Black  Jr,  James  N,  Andrews  AFB,  DC 
Blake,  Mary  Anne,  Nashville 
Blalock,  W Stanford,  Nashville 
Blumenkopf,  Bennett,  Nashville 
Bodner,  Stanley  Jacob,  Hermitage 
Boehm,  Frank  Henry,  Nashville 
Bolds,  John  Michael,  Nashville 
Bolin,  Marion  G,  Nashville 
Bomboy  Jr,  James  D,  Nashville 
Bonau,  Roger  Anthony,  Nashville 
Bond  III,  John  Benjamin,  Nashville 
Bond,  Arthur  Gernt,  Nashville 
Bond,  John  Benj,  Nashville 
Bone,  Robert  Carver,  Lebanon 
Bookman,  James  Andrew,  Madison 
Booth  Jr,  Glenn  H,  Nashville 
Bottomy,  Michael  Bruce,  Nashville 
Bounds  Jr,  Geo  Wm,  Nashville 
Bowers  Jr,  David  Garwood,  Nashville 
♦Boylin,  John  M,  Nashville 
Brackin  Jr,  Henry  B,  Nashville 
♦Bradley,  Cloyce  F,  Nashville 
Brakefield,  James  Marion,  Nashville 
-Brandes,  Jan  Lewis,  Nashville 
Braren,  H Victor,  Nashville 
Breinig,  John  Boyers,  Nashville 
Breiten,  Leslie  B,  Nashville 
Brennan,  Rhonda  Kay,  Nashville 
Bressman,  Phillip  L,  Nashville 
Brigham,  Kenneth  L,  Nashville 
Brimmer  II,  Robert  A,  Nashville 
Brock  III,  John  W,  Nashville 
Brodows,  Robert  G,  Nashville 
Broomes,  Lloyd  Rudy,  Murfreesboro 
-Brooms,  Lloyda  Renee,  Nashville 
Brothers,  John  Cunningham,  Nashville 
Brown  Jr,  Walter  Edward,  Spring  Hill 
Brown  Jr,  Walter  U,  Nashville 
Brown,  Douglas  H,  Nashville 
Brown,  Kermit  R,  Nashville 
Brown,  Mary  Jane,  Brentwood 
Brown,  Pamela  E,  Madison 
Brown,  Phillip  Pendleton,  Nashville 
Browne,  Edward  W,  Nashville 
Bruno  III,  John,  Nashville 
♦Bryan,  John  T,  Nashville 
-Bryant,  Grady  L,  Nashville 
Bryant,  James  David,  Nashville 
Bryant,  Susan  H,  Nashville 
♦Buchanan  Jr,  Robt  Norman,  Nashville 
Buchanan,  Richard  Durr,  Nashville 
Buckspan,  Glenn  S,  Nashville 
Bueno,  Reuben  A,  Nashville 
Burbank,  Sally  Willard,  Nashville 


♦Bura,  Jos  G,  Nashville 
Burkhalter,  Michael  Terry,  Nashville 
Burks,  Helen  C,  Hendersonville 
Burnes,  James  Edmond,  Madison 
Burnett,  Lonnie  S,  Nashville 
Burns,  Gerald  Robt,  Nashville 
Burr,  Robert  E,  Hendersonville 
Burrus,  Geo  Robt,  Nashville 
Burrus,  Roger  Byron,  Nashville 
Burwell,  Bron,  Old  Hickory 
Butterfield,  Mary  Jane,  Nashville 
Byrd  III,  Benjamin  F,  Nashville 
♦Byrd  Jr,  Benj  F,  Nashville 
Byrd,  J W Thomas,  Nashville 
Cadena-Cucta,  Guillermo,  Nashville 
Caldwell  Jr,  Benj  H,  Nashville 
Calhoun,  Calvin  Lee,  Nashville 
Callaway,  James  J,  Nashville 
Callaway,  Michael  Denney,  Nashville 
Callaway,  Thomas  Haile,  Nashville 
Campbell,  Susan  B,  Nashville 
Campbell,  Thomas  W,  Nashville 
Campbell,  W Barton,  Nashville 
Canale  Jr,  Daniel  D,  Nashville 
♦Cannon  II,  Richard  0,  Nashville 
Cannon  Jr,  Charles  Grady,  Nashville 
Canter,  Jeffrey  Alan,  Nashville 
-Cantrell,  Stephen  B,  Nashville 
Caple  Sr,  Phillip  M,  Nashville 
♦Card,  Wm  Judson,  Madison 
Carlsen,  Andrew  B,  Nashville 
Carlson,  Brian  Richard,  Mt  Juliet 
Carlson,  Richard  Eugene,  Audubon,  PA 
Carnahan,  David  Neal,  Nashville 
Carney  Jr,  Sam  W,  Madison 
Carpenter  Jr,  Geo  Kenyon,  Nashville 
Carr,  Linda  Gail,  Nashville 
Carter,  Jeffrey  B,  Nashville 
♦Carter,  Oscar  Willis,  Nashville 
Cartwright,  Pete  S,  Nashville 
Cassell,  Norman  M,  Nashville 
Castelnuovo-Tedesco,  P,  Nashville 
Cate,  Ronald  C,  Nashville 
Cato,  James  Robert,  Nashville 
♦Cayce,  Lee  F,  Nashville 
♦Cazort,  Ralph  J,  Nashville 
Chalfant,  Robt  L,  Nashville 
Chambers,  Jill  F,  Nashville 
Chang,  Pong  Moon,  Nashville 
Channabasappa , Kodihalli  P,  Madison 
Chapman,  John  Edmon,  Nashville 
-Charles,  Philip  David,  Nashville 
Chazen,  Eric  Martin,  Nashville 
Chei j , Abraham  Pacha,  Nashville 
Chisolm  Jr,  Joe  M,  Nashville 
Christenberry , Robert  H,  Nashville 
Christofersen,  Mark  R,  Nashville 
Clark,  John  Roger,  Brentwood 
Classen,  Jeannine  Archer,  Madison 
Classen,  Kenneth  Leon,  Madison 
Clinton,  Mary  E,  Nashville 
Close,  Louis  Ward,  Dickson 
♦Cobb  Jr,  Cully  A,  Nashville 
Cochran,  Robt  Taylor,  Nashville 
Cohen,  Alan  Gary,  Nashville 
Coker,  Wesley  Louis,  Nashville 
Coles  III,  John  H,  Nashville 
Collins,  Robert  S,  Madison 
Coltharp,  William  H,  Nashville 
Connor,  Dan  E,  Nashville 
Conrad,  James  Francis,  Nashville 
Cooke,  Geo  Edward,  Nashville 
-Cooper,  William  0,  Nashville 
Cooper,  Robert  S,  Nashville 
Coopwood,  Wm  Eugene,  Madison 
Corbin  Jr,  Charles,  Nashville 
Corney,  Robt  Tyler,  Nashville 
♦Cothren,  Frederec  B,  Chattanooga 
Cothren,  Jackson  Danl,  Nashville 
Cotton  Jr,  Robert  Bell,  Nashville 
♦Couch  Jr,  Orrie  A,  Nashville 
Couden,  Vincent  Robt,  Nashville 
Coulam,  Craig  M,  Nashville 
Cowan,  Richard  H,  Antioch 
Cowden,  Chas  Marshall,  Hendersonville 
♦Cowden,  Frederic  Eugene,  Nashville 
Craft,  Lisa  T,  Nashville 
Crafton,  Geo  B,  Nashville 
Crane,  Jos  Michael,  Madison 
♦Crane,  Paul  Shields,  Nashville 
Crawford  Jr,  Walter  Morgan,  Nashville 
Crenshaw,  Marshall  H,  Nashville 
Crenshaw,  Randall  W,  Nashville 
Crenshaw,  Wm  Bryant,  Nashville 
Crook  Jr,  Jerrall  Paul,  Nashville 
Crook,  Angus  M G,  Nashville 
Crook,  Jerrall  Paul,  Nashville 
Crumbo,  Donald  S,  Nashville 
Cushman,  Arthur  Robt,  Madison 
D'Amico,  Stephen  J,  Nashville 
♦Dale,  Andrew,  Nashville 
Dalton,  John  Charles,  Nashville 
Daniell,  James  F,  Nashville 
Dao,  Anh  Huu,  Nashville 
♦Darby,  Wm  Jefferson,  Nashville 
Dash,  Lamarr  A,  Franklin 
♦Daugherty,  Philip  V,  Nashville 
Davis  Jr,  Thos  Joel,  Nashville 
Davis,  Ben  Weldon,  Nashville 
Davis,  Carla  Suzanne  M,  Nashville 
♦Davis,  Evelyn  J,  Brentwood 
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s,  Geo  Win,  Nashville 
D.  - ; . Ivan  R,  Nashville 
Uav : s , J Lucian,  Nashville 
>avis,  Michael  David,  Nashville 
Davis,  Richard  John,  Nashville 
♦Davis,  Theodore  W,  Nashville 
Davis,  Wm  Gray,  Madison 
DeLozier,  Jan  Stallings,  Memphis 
Deason,  Deborah  R,  Nashville 
Decker,  Michael  Donahue,  Nashville 
Delvaux  Jr,  Thos  C,  Nashville 
Dement,  Samuel  Houston,  Nashville 
-Deneka,  David  A,  Nashville 
Dillard  Jr,  Sami  Henry,  Nashville 
Dimitrov,  Eva  Agnes,  Nashville 
Diner,  Bradley  C,  Nashville 
Dittus,  Janet  L,  Nashville 
Dixon  Jr,  John  H,  Nashville 
Dixon,  Bryce  William,  Nashville 
Doak,  Wm  Melville,  Donelson 
Dodd,  Robert  T,  Nashville 
Doering,  Tracey  Ellen,  Nashville 
Donnell,  Mark  L,  Madison 
Dopp,  Aian  C,  Nashville 
Dorsey,  Dougias  Russell,  Nashville 
-Dosmann,  Mark  Allen,  Nashville 
*Doss,  W Gordon,  Hendersonville 
Doster  Jr,  Robert  T,  Nashville 
♦Douglass,  Henry  L,  Nashville 
Downey,  Wm  Lee,  Nashville 
♦Downs,  Howard  S,  Hendersonville 
Doyle,  Deborah  R,  Nashville 
Doyne,  Mark  Alan,  Nashville 
Dozier  Jr,  J Emmett,  Nashville 
Driver  Jr,  L Rowe,  Nashville 
Dubuisson,  Ray  L,  Nashville 
Dudley,  B Stephen,  Nashville 
Duffy,  Karen  Barr,  Madison 
Dunbar,  Laura  L,  Nashville 
Duncan,  Gary  Wm,  Nashville 
♦Duncan,  Geo  E,  Nashville 
Duncan,  Thomas  C,  Nashville 
Dundon,  Mary  Catherine,  Madison 
Dunkerley  Jr,  Robt  C,  Nashville 
Dunn,  Geo  Dewey,  Nashville 
Dutton,  Wm  Patterson,  Nashville 
Dyer,  David  N,  Nashville 
Dyer,  Eric  L,  Nashville 
Earthman,  Webb  Johnson,  Nashville 
Ebert,  Michael  H,  Nashville 
Eckstein,  Charles  W,  Nashville 
Edgar  Sr,  Andrew  S,  Nashville 
Edwards  Jr,  William  H,  Nashville 
Edwards,  David  L,  Nashville 

Doran  Devon,  Madison 
Joe  Michael,  Nashville 
Palmer,  Nashville 
Robt  Harvey,  Nashville 
Wm  H,  Nashville 
Eisert,  Donald  Ramon,  Nashville 
Elam  III,  Roy  Oscar,  Nashville 
Elam,  Lloyd  Chas,  Nashville 
Elliott,  James  H,  Nashville 
Ellis,  Darrel  L,  Nashville 
James  W,  Nashville 
Michael  C,  Madison 
Burton  F,  Nashville 
Melvin  Leslie,  Nashville 
Emerson,  Clifton  W,  Nashville 
Emerson,  Edwin  Boyette,  Nashville 
Emfinger,  C Wesley,  Nashville 
Entman,  Stephen  S,  Nashville 
Eryasa,  Yilmaz,  Nashville 
Escobar,  Alfonso,  Nashville 
Eskind,  Irwin  Bernard,  Nashville 
Eskind,  Jeffery  Bein,  Nashville 
Eskind,  Steven  J,  Nashville 
Estes,  Robert  L,  Nashville 
♦Evans,  Hillis  Floren,  Madison 
Ewers,  E William,  Nashville 
♦Eyler,  Don  L,  Salem,  AL 
Ezell,  Gilbert  D,  Nashville 
Ezell,  Meredith  A,  Nashville 
Ezell,  Roy  Clay,  Nashville 
Faber,  Robt  Branch,  Nashville 
♦Falk,  Leslie  Allina,  Nashville 
Farrar,  Thomas  Crowell,  Nashville 
Farrar,  Wm  Taylor,  Nashville 
Farringer  Jr,  John  Lee,  Nashville 
Fassler,  Cheryl  Ann,  Nashville 
Faulk  Jr,  Wallace  H,  Nashville- 
-Faulkner,  Lee  A,  Nashville 
Faulkner,  Chas  Taylor,  Nashville 
Felch,  James  W,  Franklin 
Feldman,  Richard  Warren,  Nashville 
Felts,  Stephen  Karey,  Hermitage 
Feman,  Stephen  S,  Nashville 
Fenichel,  Gerald  Mervin,  Nashville 
Ferguson,  Harold  Austin,  Nashville 
♦Fessey,  Ray  O,  Nashville 
Fields,  James  P,  Nashville 
Fields,  John  Pershing,  Nashville 
Finch,  William  Tyree,  Nashville 
Finke,  Frederick  Leroy,  Nashville 
Fishbein,  Jos  H,  Nashville 
Fisher,  Ben j , Nashville 
Fisher,  Jack,  Nashville 
Fleet  Jr,  William  F,  Goodlettsville 
Fleischer,  Arthur  C,  Nashville 
Fleming  Jr,  James  H,  Nashville 
Fleming  Jr,  Ross,  Nashville 


Edwards , 
Edwards, 
Edwards, 
Edwards, 
Edwards , 


♦Ellis, 

Ellis, 

Elrod, 

Elson, 


Fleming,  Philip  Edward,  Nashville 
Fletcher,  John  Raymond,  Nashville 
Fletcher,  Suzanne  M,  Madison 
Flexner,  John  Morris,  Nashville 
Foley,  Gerald  J,  Nashville 
Ford,  Dianne  J,  Madison 
Foreman,  Howard  R,  Nashville 
Forsyth,  G Paul,  Nashville 
Foster,  Henry  Wendell,  Nashville 
Foster,  Nelson  Ray,  Franklin 
Fowinkle,  Eugene  Wesley,  Nashville 
♦Fowler,  Sami  B,  Nashville 
Fox,  Richard  Allen,  Nashville 
Francis,  Robt  Stanley,  Nashville 
Franklin,  Jerry  M,  Nashville 
Frederiksen,  Rand  Terrell,  Nashville 
Freeman,  Mark  Pearce,  Nashville 
Freeman,  Rufus  Jack,  Nashville 
Frenchman,  Khushru  H,  Hendersonville 
Frey,  Walter  Willis,  Nashville 
Friddell,  Thos  James,  Nashville 
Frist  Jr,  John  C,  Nashville 
Frist,  Robt  Armistead,  Nashville 
♦Frist,  Thos  F,  Nashville 
Frist,  William  Harrison,  Nashville 
Fullerton,  Randy  Curtis,  Nashville 
Furlow,  William  Loomis,  Nashville 
Furman,  John  Robert,  Madison 
Gaines,  Donald  Lee,  Nashville 
Gaither,  Douglas  Hamilton,  Nashville 
♦Gant,  Julian  C,  Loma  Linda,  CA 
♦Gardner,  Chas  Kurtin,  Nashville 
Garman,  Richard  W,  Brentwood 
♦Garrett,  Sam  Young,  Nashville 
Garvin,  Richard  Paul,  Smyrna 
Gaskins,  Fay  M,  Quakertown,  PA 
Gaston  Jr,  Robert  B,  Nashville 
Gaston,  Robt  B,  Donelson 
Gavigan,  Wm  Mitchel,  Nashville 
Gaw,  David  Wisdom,  Nashville 
Gaw,  William  Richard,  Nashville 
Geddie,  Danl  Clark,  Nashville 
Genca,  Erol , Nashville 
Gentile,  Douglas  A,  Nashville 
Gentry,  Harold  Leffel,  Madison 
German,  Deborah  C,  Nashville 
♦Gessler,  Carl  Newton,  Nashville 
Ghosh,  Sudhir  C,  Brentwood 
Gibson,  John  Ragan,  Nashville 
Gibson,  Richard  L,  Nashville 
Gill,  Chas  Me  Clelland,  Nashville 
Gilmer,  Ronald  K,  Nashville 
Glascock,  Frank  B,  Nashville 
Glasscock,  Michael  E,  Nashville 
Glassford  Jr,  David  M,  Nashville 
Glazer,  Mark  D,  Nashville 
Glick,  Alan  Douglas,  Nashville 
♦Glover  Jr,  John  P,  Nashville 
Gluck  Jr,  Francis  W,  Nashville 
♦Gobbell  Jr,  Walter  G,  Nashville 
Gold,  Michael  H,  Nashville 
Goldfarb,  Mark  S,  Nashville 
Goldner  Jr,  Fred,  Nashville 
♦Gomez,  Paul  Chas,  Nashville 
Goodman,  Bruce  Randolph,  Nashville 
Goodman,  William  M,  Madison 
Gore,  Johnny  Elmo,  Antioch 
Gorstein,  Fred,  Nashville 
Gotterer,  Gerald  S,  Nashville 
Gowda,  Hiranya  C K,  Nashville 
Graber,  Alan  Lee,  Nashville 
Graham  Jr,  Louis  S,  Nashville 
Graham  Jr,  Robert  P,  Nashville 
Graham,  Thomas  P,  Nashville 
Granda,  Antonio  Medardo,  Nashville 
Grant,  Burton  Paine,  Nashville 
Graves  Jr,  Herschel  A,  Nashville 
Gray,  George  F,  Nashville 
Gray,  Roland  William,  Nashville 
Greco,  Barbara  A,  Nashville 
Greco,  Frank  Anthony,  Nashville 
Green  Jr,  Paul  A,  Nashville 
Green,  James  Donald,  Nashville 
♦Green,  Louis  D,  Brentwood 
Green,  Neil  Edward,  Nashville 
Greenbaum,  Ralph  Martin,  Nashville 
Greene,  Harry  Lee,  Nashville 
Greene,  John  W,  Nashville 
Greer  Jr,  Clifton  E,  Nashville 
Greer,  John  Pettry,  Nashville 
Gregory  II,  James  P,  Nashville 
Gregory  Jr,  Marvin  Geer,  Nashville 
Gregory,  David  Wilson,  Nashville 
Gremillion  Jr,  Daniel  E,  Nashville 
Griffin,  John  Jos,  Nashville 
Grinde,  Stephen  E,  Nashville 
Griscom,  John  Hooper,  Nashville 
Groos,  Erich  Bryan,  Nashville 
♦Grossman,  Laurence  A,  Nashville 
♦Grossman,  Milton,  Nashville 
Grove,  R Barry,  Brentwood 
Growdon  Jr,  James  Harold,  Nashville 
Guillermin,  John  Philip,  Hermitage 
Gunn,  Michael  G,  Nashville 
-Gunnarsen,  Christian  Nels,  Nashville 
Gurley,  Larry  D,  Nashville 
Gutow,  Gary  Sami,  Nashville 
Gutow,  Richard  Fineman,  Nashville 
Hagan,  Geo  Bryant,  Madison 
Hagan,  Keith  W,  Nashville 
Hagan,  Kevin  F,  Nashville 


Hagenau,  Curtis  James,  Nashville 
♦Haines  Jr,  Chas  Edgar,  Nashville 
Hainsworth,  John  D,  Nashville 
Haley  Jr,  Robt  Leo,  Madison 
Hall  Jr,  Wallace  Howard,  Nashville 
Hall,  Hugh  David,  Nashville 
Haltom,  Thos  Branson,  Nashville 
Hamberg,  Marcelle  Robt,  Nashville 
Hamburger,  Norman  J,  Brentwood 
Hamilton,  James  Richard,  Nashville 
♦Hamilton,  Wm  M,  Nashville 
Hammon  Jr,  John  W,  Nashville 
♦Hammonds,  Roy  Glenn,  Nashville 
Hampf,  Carl  R,  Nashville 
Handte,  Robert  E,  Brentwood 
Hanes,  Thomas  Eugene,  Madison 
♦Hansen,  Axel  Carl,  Nashville 
-Hanson,  Anne  V E,  Nashville 
Hardin,  Robt  Allen,  Nashville 
Harper,  Marion  Cal,  Nashville 
Harris,  Jackson,  Nashville 
Harris,  Perry  Felton,  Nashville 
Hart,  James  Robert,  Nashville 
♦Harvey,  Alexander  Earle,  Nashville 
Harwell  Jr,  Wm  Beasley,  Nashville 
♦Harwell,  Aubrey  B,  Nashville 
Hastie,  James  Sutton,  Goodlettsville 
Hasty,  Norman  Donald,  Nashville 
Hawkins,  Rowland  Speck,  Nashville 
♦Hayes,  James  T,  Madison 
Haynes  Jr,  J Brevard,  Nashville 
Haynes,  James  Hugh,  Nashville 
♦Haynie,  H Campbell,  Franklin 
Hays,  James  Wm,  Nashville 
Heflin,  A Clyde,  Nashville 
-Heilweil,  Loren,  Nashville 
Heim,  Craig  Reed,  Nashville 
Heitz,  Julian  C,  Nashville 
Heller,  Richard  Moss,  Nashville 
Helme,  James  B,  Nashville 
Henderson,  James  Porter,  Nashville 
Henderson,  Robert  R,  Nashville 
Henry,  Douglas  C,  Nashville 
Henson,  Alan  Stuart,  Madison 
Herring  Jr,  Robert  William,  Brentwood 
Herrington  Jr,  John  L,  Nashville 
♦Herzfeld,  John  G,  Nashville 
Hester,  Ray  Willis,  Nashville 
♦Hibbett  III,  Basye  K,  Nashville 
Hicks,  Patricia  Joan,  Nashville 
High,  James  Marshall,  Madison 
Hightower,  Danl  Russell,  Nashville 
Hill,  Warren  Thos,  Hendersonville 
Hill,  Wm  Harold,  Madison 
♦Hillard,  Irving  Ringo,  Nashville 
Hills,  Edward  Rudolph,  Nashville 
Hines,  Stephen  L,  Nashville 
Hinson  Jr,  James  M,  Nashville 
Hinton,  Alice  A,  Nashville 
Hirsch,  Martin  B,  Nashville 
Hirshberg,  Chas  Snyder,  Nashville 
Hitchman,  James  Kenneth,  Nashville 
Hobdy,  Charlie  Joe,  Nashville 
Holcomb  III,  George  W,  Nashville 
Holcomb  Jr,  Geo  W,  Nashville 
♦Hollender,  Marc  Hale,  Nashville 
Holliday,  Hugh  Douglas,  Nashville 
Holmes  III,  Geo  Landis,  Nashville 
Holzen,  Thomas  W,  Nashville 
Hood,  Rob  Reid,  Nashville 
Hoos,  Richard  T,  Nashville 
Kopp,  Stanley  G,  Nashville 
Horn,  Robt  Gordon,  Nashville 
Horowitz,  David  Harvey,  Nashville 
-Horton,  Janet  Andrews,  Nashville 
Horton  Jr,  Frederick  T,  Nashville 
Horton,  Bennett  Franklin,  Nashville 
-Hosn,  Wally,  Nashville 
Houston,  Mark  Clarence,  Nashville 
Howell  Jr,  Everette  Irl,  Nashville 
Howerton,  Henry  Clayton,  Nashville 
Hsueh,  Yerng  Terng,  Nashville 
Huang,  Lloyd,  Nashville 
Huber,  Thos  J,  Hendersonville 
♦Huddleston,  Charles  H,  Nashville 
Hudgins,  James  M,  Hendersonville 
Huff,  John  Gregory,  Nashville 
Huffman,  William  R,  Brentwood 
Humphrey,  Stephen  P,  Madison 
Humphreys,  Jerry  Kay,  Mt  Juliet 
Hunt,  Jerry  Cheek,  Madison 
Hurt,  Jos  Edward,  Nashville 
Huston,  Joseph  W,  Nashville 
♦Hutton  Jr,  Vernon,  Nashville 
Hutton,  Robert  M,  Nashville 
Hyman,  Steve  A,  Nashville 
Hymes,  Jeffrey  Lawrence,  Nashville 
-Idusuyi,  Osaretin  Bobby,  Nashville 
Ikard,  Robt  Winston,  Nashville 
Isenhour  Jr,  Albert  P,  Nashville 
♦Ivie,  Jos  McKinney,  Nashville 
Jackson,  C Gary,  Nashville 
Jackson,  Roger  Theodore,  Nashville 
Jacobs,  Jos  Kenneth,  Nashville 
Jacokes,  Mark  Warner,  Nashville 
James,  A Everette,  Nashville 
Jamieson,  Robert  C,  Nashville 
Jao,  Henry  C,  Madison 
Jarvis,  David  Alan,  Nashville 
Jennings,  Henry  S,  Nashville 
Jerkins,  Gary  W,  Nashville 
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Jerkins,  Terri  Wood,  Franklin 
John  Jr,  James  Thos,  Nashville 
Johns,  Karla  J,  Nashville 
-Johnson,  Stephanie  Jo,  Washington,  DC 
♦Johnson  Jr,  Ira  T,  Nashville 
Johnson,  David  Horton,  Nashville 
Johnson,  Harry  Keith,  Nashville 
♦Johnson,  Hollis  Eugene,  Nashville 
Johnson,  James  Wm,  Nashville 
Johnson,  John  Settle,  Nashville 
Johnson,  Paul  Alfred,  Nashville 
Johnson,  Robt  Marshall,  Nashville 
Johnston,  Robt  K,  Nashville 
Johnston,  William  D,  Nashville 
Jones  III,  Howard  W,  Nashville 
Jones  Jr,  Orrin  Lester,  Nashville 
Jones,  Bruce  E,  Nashville 
Jones,  David  Nando,  Nashville 
Jones,  David  Scott,  Nashville 
Jones,  Edmund  Palmer,  Nashville 
Jones,  Frank  Emerson,  Nashville 
Jones,  John  Donald,  Nashville 
Jones,  Phillip  R,  Nashville 
♦Jordan,  Thos  Malone,  Nashville 
Juliao,  Saul  A,  Nashville 
Kaiser,  Allen  B,  Nashville 
Kambam,  Jayakumar  Reddy,  Nashville 
Kaminski,  Michael  James,  Nashville 
♦Kampmeier,  Rudolph  H,  Nashville 
Kaplan,  Herman  Jacob,  Nashville 
Kaplan,  Peter  Robt,  Nashville 
Karzon,  David  Theodore,  Nashville 
Kasselberg,  Alfred  Guy,  Nashville 
Keane,  Wm  Sherman,  Nashville 
Kemmerly,  Paul  Courtland,  Nashville 
♦Kendall,  Cyrus  Erve,  Hendersonville 
♦Kennedy,  J Allen,  Nashville 
Kenner  III,  Wm  Davis,  Nashville 
♦Kennon  Jr,  Wm  Gilliam,  Nashville 
Keown,  Mary  Elizabeth,  Nashville 
Keyser  III,  John  Edward,  Nashville 
Khan,  Qamar  Ali,  Nashville 
Kidd,  Jennifer  Kay,  Nashville 
-Kilgore,  David  E,  Nashville 
Killman,  Kathryn,  Nashville 
Kilroy,  Anthony  Waldo,  Nashville 
Kimbrell  Jr,  Fred  Taylor,  Donelson 
King  Jr,  Lloyd  E,  Nashville 
King,  Edward  Lee,  Hermitage 
King,  Jeffrey  L,  Nashville 
Kinnard,  John  Parkes,  Nashville 
Kinney,  Steven  R,  Nashville 
Kirby,  Lowry  Dale,  Nashville 
Kirchner  Jr,  Frederick  K,  Nashville 
Kirchner,  Sandra  Lynne  G,  Nashville 
Kirshner,  Howard  S,  Nashville 
Kling  Jr,  Ralph  R,  Nashville 
Knapp,  David  S,  Brentwood 
Knoll,  L Dean,  Nashville 
Koch,  Michael  0,  Nashville 
Kochtitzky,  Otto  M,  Nashville 
Koenig,  Leonard  J,  Nashville 
Kourany,  Ronald  Frederic,  Nashville 
♦Kramer,  Lee  F,  Goodlettsville 
Krohn,  Don  R,  Smithville 
Krohn,  Nancy  Jane,  Nashville 
Kuzur,  Michel  Elias,  Nashville 
Kyger,  Kent,  Nashville 
♦LaVoi,  Sami  Jos,  Nashville 
♦Ladd,  James  Duncan,  Nashville 
Lamb,  John  Wm,  Nashville 
♦Lamb,  Roland  D,  Nashville 
Lamballe,  Adrian  K,  Nashville 
Lambert,  Frank  Hayden,  Nashville 
Landman,  Jeffrey  A,  Madison 
Larson  III,  Theodore  Carl,  Madison 
Latham,  Robert  Harry,  Nashville 
Latour,  Dana  L,  Franklin 
Latour,  Paul  A,  Nashville 
Laughlin,  Lawrence  Paul,  Nashville 
♦Lavely  Jr,  Horace  T,  Nashville 
♦Lawrence  Jr,  Granville  A,  Nashville 
Laws,  Kenneth  Howard,  Nashville 
Lawson,  Albert  Robt,  Murfreesboro 
Lawson,  M Wendell,  Nashville 
LeCorps,  Patrick  J,  Nashville 
LeQuire,  Virgil  S,  Nashville 
Lea  IV,  John  W,  Nashville 
Lea,  Clark  D,  Nashville 
Leavell,  Sandra  Reese,  Nashville 
Ledbetter,  William  Henry,  Nashville 
Lee,  David  Granville,  Nashville 
Lee,  Stanley  M,  Nashville 
Leeper,  Howard  B,  Brentwood 
Lefkowitz,  Lewis  B,  Nashville 
Leftwich,  Russell  B,  Nashville 
-Lemeh,  Carol  Ann,  Nashville 
Lentz,  Jos  Francis,  Nashville 
Leonard,  John  Martin,  Nashville 
♦Lester,  James  Peyton,  Nashville 
Levitt,  Michael  J,  Nashville 
Lewis,  Malcolm  R,  Nashville 
Lewis,  William  I,  Nashville 
Light,  Richard  T,  Nashville 
Lilly,  Edwin  Jacob,  Nashville 
Limbird,  Thomas  J,  Nashville 
-Lineberry,  Timothy  W,  Nashville 
Link,  John  Louis,  Nashville 
Linn,  Joanne  Lovell,  Nashville 
♦Linn,  Robt  J,  Nashville 
-Liposky,  Julie  Marie,  Nashville 


Lipscomb  Jr,  Albert  Brant,  Nashville 
Lipscomb,  Albert  Brant,  Nashville 
Lisella , Richard  Scott,  Nashville 
Little,  James  P,  Signal  Mountain 
Lloyd,  Kenneth  Michael,  Nashville 
Loden,  James  Pope,  Nashville 
Long,  Ruth  Barron,  Nashville 
Long,  Wm  Royston,  Nashville 
-Lopatine,  Steven  M,  Memphis 
Lovelace,  Donald  Ray,  Nashville 
Loveless  Jr,  James  Alva,  Nashville 
Loven,  Keith  H,  Madison 
Loworn  Jr,  Harold  N,  Nashville 
Lubow,  Lawrence  D,  Nashville 
Lundin,  Linda  S,  Nashville 
♦Lyle,  Philip  Lewis,  Nashville 
Lynch,  John  Brown,  Nashville 
MacMillan  Jr,  Chas  W,  Nashville 
Maciunas,  Robert  J,  Nashville 
Mack  Jr,  Harry  Russell,  Nashville 
Macmillan,  Robt  Duncan,  Nashville 
Madden  Jr,  James  Jos,  Brentwood 
Magee,  Michael  J,  Nashville 
Magpantay,  Edmundo  D,  Mt  Juliet 
♦Magruder,  Robt  Herman,  Old  Hickory 
Mallard,  Robt  Elwood,  Nashville 
Manalac  Sr,  Abelardo  Z,  Mt  Juliet 
Manning,  Deborah  A,  Nashville 
Marney,  Samuel  Rowe,  Nashville 
-Martin,  Richard  B,  Nashville 
Martin  III,  Raymond  S,  Nashville 
Martinez,  Rogelio  R,  Nashville 
Mason,  Thos  Emmett,  Nashville 
Massie,  Ralph  W,  Nashville 
Maxwell,  G Patrick,  Nashville 
-Mayer,  Annyce  Stokes,  Nashville 
♦Mayer,  James  A,  Nashville 
♦Mayes,  Ben  Richardson,  Nashville 
Mayes,  Chas  Eugene,  Nashville 
Maynard,  Odis  Jerry,  Nashville 
McAlister,  Aileen  Hood,  Nashville 
McCall,  Herbert  Travis,  Madison 
McClellan,  Robert  E,  Nashville 
McCombs,  Paul  Raymond,  Nashville 
McConnell,  Conn  M,  Madison 
♦McCracken,  Robert  Lazear,  Nashville 
McDonald,  Edward  C,  Nashville 
McDougal,  William  S,  Nashville 
McFerrin,  James  R,  Nashville 
McGee,  Caroline  Campbell,  Franklin 
McGehee,  James  Bartley,  Nashville 
McGinnis,  Charles  W,  Nashville 
McGrew,  Susan  Goshgarian,  Nashville 
McGrew,  Wallace,  Nashville 
-Mcllwain,  Mark  Ray,  Nashville 
Mclnnis,  John  Cameron,  Nashville 
McKay,  Charles  E,  Nashville 
McKee,  David  Earl,  Madison 
McKenna,  Samuel  Jay,  Nashville 
McLeod,  Alexander  C,  Nashville 
McMahan,  John  Wellington,  Nashville 
McMurray,  M Charles,  Nashville 
McMurtry,  Cecil  E,  Goodlettsville 
McNabb,  Paul  Carter,  Nashville 
♦McPherson,  Ewing  William,  Nashville 
McPherson,  Warren  F,  Nashville 
McQueen,  Samuel,  Hermitage 
McRae,  John  Radford,  Nashville 
Meacham,  Patrick  W,  Nashville 
♦Meacham,  Wm  Feland,  Nashville 
Meador,  Clifton  K,  Nashville 
Meador,  Keith  G,  Nashville 
Meadors,  Michael  H,  Nashville 
Melkin,  Stephen  Pellar,  Nashville 
Mendoza,  Daniel,  Hendersonville 
Menzie,  James  W,  Nashville 
Merrill,  Walter  Hilson,  Nashville 
Merritt  II,  Cullen  R,  Nashville 
Metts  III,  Vergil  L,  Madison 
Meyer  Jr,  Alvin  Henry,  Donelson 
Meyer,  Allen  Frederick,  Brentwood 
Michael,  Paul  R,  Nashville 
Milek,  Michael  A,  Nashville 
Miller  Jr,  James  Olney,  Madison 
Miller,  Andrew  Herron,  Nashville 
Miller,  Bonnie  Mersky,  Nashville 
Miller,  David  Stuart,  Brentwood 
Miller,  Joe  M,  Nashville 
Miller,  John  M,  Nashville 
♦Miller,  Lloyd  C,  Huntsville,  AL 
Miller,  Michael  E,  Nashville 
Miller,  Michael  Peter,  Nashville 
Miller,  Robert  F,  Nashville 
Miller,  Thomas  B,  Madison 
Millis,  James  Brown,  Nashville 
Minch,  F Michael,  Nashville 
-Minor,  Randall  M,  Nashville 
♦Minton,  Lee  Roy,  London  ENGLAND 
Miranda,  Fernando  T,  Nashville 
Mitchell,  Carl  Edward,  Nashville 
Mitchell,  Douglas  Park,  Nashville 
Mitchell,  Larry  M,  Nashville 
Mitchell,  Michael  Thomas,  Nashville 
Mogan,  Thos  Francis,  Hendersonville 
Molin,  John  A,  Nashville 
♦Money,  Roy  Wilson,  Hermitage 
Montgomery,  Deborah  G,  Nashville 
Montgomery,  Marcia  A,  Nashville 
Moore,  Cleveland  Marvin,  Nashville 
Moore,  David  0,  Dallas,  TX 
Moore,  James  N,  Nashville 


Moore,  Walton  Louis,  Brentwood 
Moran,  Houston,  Nashville 
Morehead,  V Tupper,  Nashville 
Morgan,  David  H,  Nashville 
Moroney,  David  M,  Nashville 
Morris  Jr,  John  A,  Nashville 
Morton  III,  Charles  E,  Nashville 
Moulton,  Patrick  Howard,  Nashville 
Moyers,  James  Richard,  Nashville 
Mulherin  Jr,  Jos  Louis,  Nashville 
-Murray,  Elizabeth  Ann,  Lexington,  KY 
Murray  Jr,  Robert  C,  Nashville 
♦Murray,  Henry  Darwin,  Old  Hickory 
Murray,  Robert  E,  Nashville 
Myers,  Kevin  James,  Nashville 
Nace,  Gary  Stephen,  Nashville 
Nadeau,  John  Hugh,  Nashville 
Najjar,  Jennifer  Lee,  Nashville 
Nash,  James  L,  Nashville 
Neaderthal,  Robert  Lee,  Nashville 
Neblett  III,  Wallace  W,  Nashville 
Neff,  Betty  K,  Nashville 
-Nelson,  Ronald  Andrew,  Nashville 
Nelson,  Dunkin  Afton,  Nashville 
Nelson,  I Armistead,  Nashville 
Nelson,  Loren  Douglas,  Nashville 
Nemec,  Dewey  G,  Nashville 
Nesbitt  Jr,  Thomas  E,  Nashville 
Nesbitt,  Tom  Edward,  Nashville 
♦Netsky,  Martin  Geo,  Nashville 
Netterville  Jr,  John  T,  Brentwood 
Neubauer,  Steven  W,  Nashville 
Newsome  III,  H Clay,  Nashville 
Nichols,  Daryl  L,  Nashville 
Niedermeyer,  Michael  E,  Nashville 
♦Noel  Jr,  Philip  Jordan,  Nashville 
♦Noel,  Oscar  F,  Franklin 
Norris,  Margaret  Swann,  Nashville 
North,  K Timothy,  Madison 
Norton,  Chas  Glenn,  Nashville 
Norton,  Douglas  Edward,  Nashville 
Nowakowski,  James  F,  Nashville 
Nunn,  Paula  S,  Nashville 
Nylander,  Barbara  Hartkop,  Nashville 
Nylander,  William  Arthur,  Nashville 
O'Brien,  Kevin  Michael,  Madison 
O'Connor,  Susan  M,  Nashville 
O'Day,  Denis  Michael,  Nashville 
Oates,  John  Alexander,  Nashville 
Odom  II,  Harrell,  Nashville 
Oglesby,  John  Wills,  Nashville 
Oldfield,  Elizabeth  L,  Nashville 
Oldham,  Richard  Randolph,  Nashville 
Ollapally,  Elsie  P,  Madison 
Olsen,  Douglas  Ole,  Nashville 
Olson,  Barbara  Jean,  Nashville 
Orcutt,  Thos  Wm,  Nashville 
Orland,  Richard  A,  Nashville 
Orth,  David  N,  Nashville 
Ossoff,  Robert  H,  Nashville 
Overfield,  Ronald  Edwin,  Nashville 
Owen,  Robt  Carroll,  Nashville 
Ownbey,  Richard  Phillip,  Nashville 
P' Pool  Jr,  David  Bruce,  Nashville 
Page  Jr,  Harry  L,  Nashville 
Page,  David  Lee,  Nashville 
Palacio-Del  Valle,  Gustavo,  Nashville 
Paranjcpe,  Yeshawant  B,  Hermitage 
Pardue,  Chris  C,  Nashville 
Parker,  Roy  W,  Nashville 
Parris,  Winston  Clive  Vic,  Nashville 
Parrish,  Carolyn  M,  Nashville 
♦Parrish,  Thos  Franklin,  Nashville 
Partain,  C Leon,  Nashville 
Pasipanyoda,  Alphonse,  Nashville 
♦Pass,  Bernard  J,  Nashville 
Pass,  Lawrence  J,  Madison 
Pate,  John  Kirby,  Nashville 
Patikas,  Takis,  Nashville 
Patten,  W Thomas,  Madison 
♦Patterson  Jr,  Robt  C,  Nashville 
Patterson,  Arthur  Knox,  Nashville 
Patterson,  Warren  R,  Nashville 
Payne,  Steven  James,  Nashville 
Payne,  William  Faxon,  Nashville 
Pecache,  Conchita  T,  Madison 
Peerman  Jr,  Chas  G,  Nashville 
♦Peery  Jr,  Clarence  E,  Nashville 
Pendergrass,  Henry  P,  Nashville 
Penley,  William  Charles,  Nashville 
♦Pennington  Jr,  Jefferson,  Nashville 
Pennington,  Thos  G,  Nashville 
Perales,  Maria  Isabel,  Nashville 
Perales,  Pedro  Juan,  Madison 
Perler,  Geo  L,  Nashville 
Perlman,  Stewart  Neal,  Nashville 
Perlmutter,  Martin  I,  Nashville 
Perry  Jr,  Frank  A,  Nashville 
Perry  Jr,  James  Murray,  Nashville 
Perry,  Malcolm  0,  Nashville 
Perry,  Stephanie  Morton,  Nashville 
Persse,  Timothy  F,  Nashville 
Peters,  John  Edward,  Nashville 
Petersohn,  Jeffrey  David,  Nashville 
Petracek,  Michael  Ray,  Nashville 
Petrie,  William  M,  Nashville 
Pettit,  Wm  Albert,  Nashville 
Pettus  Jr,  Robt  L,  Madison 
Pettus,  William  Harold,  Nashville 
Phillips,  Daniel  L,  Nashville 
Phythyon,  James  Martin,  Nashville 
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t'.ic  ons  Jr,  David  R,  Nashville 
Pier.  : Jr,  Edgar  H,  Nashville 
Pierce,  Elizabeth  P,  Goodlettsville 
Putsch,  John  B,  Nashville 
Filkir.ton,  Robt  Dale,  Madison 
Pinson,  Richard  D,  Nashville 
Pinto-Cisneros,  Socrates,  Smyrna 
Pippin,  Michael  S,  Nashville 
♦Pittinger,  Chas  B,  Nashville 
Po,  Divina  Ong  Tan,  Hendersonville 
Poag,  Kenneth  Leslie,  Nashville 
♦Pomeroy,  Howard  Clifton,  Nashville 
Porch  Jr,  Phillip  P,  Nashville 
Porch,  Phillip  P,  Nashville 
Porter,  Lester  L,  Nashville 
Potanin,  Constantine,  Nashville 
Potts,  Thos  Edward,  Nashville 
Powers,  James  S,  Nashville 
Prakash,  Andani  Siddappa,  Nashville 
Prakash,  Rudra,  Brentwood 
Presley,  Richard  Eldon,  Nashville 
Pribor,  Hugh  C,  Nashville 
Price,  Ann  Hutcheson,  Nashville 
Price,  James  Sterling,  Nashville 
Price,  Jere  K,  Nashville 
Price,  John  Duncan,  Nashville 
Price,  Neil  M,  Nashville 
Priest  IX,  Edward  M,  Nashville 
Putinski,  Cynthia  Lee,  Nashville 
Quimby  Jr,  Chas  Willis,  Nashville 
Quinn,  Robert  S,  Nashville 
*Quinn,  Robt  W,  Nashville 
Quisling,  Richard  W,  Nashville 
Ragheb,  Sherif  M,  Nashville 
Rainey,  Richard  Epes,  Goodlettsville 
Rajashekaraiah,  K M,  Nashville 
-Ralph,  Pamela  Joann,  Nashville 
Ralph  Jr,  Wm  Bennett,  Nashville 
Ramos,  Andres  A,  Nashville 
Ramsey,  James  Albert,  Brentwood 
Ramsey,  Lloyd  H,  Nashville 
Raulston,  Gilbert  Warner,  Nashville 
-Ray,  Stuart  C,  Nashville 
Reddick,  Eddie  J,  Nashville 
Reddy,  Churku  Mohan,  Nashville 
Reed,  Michael  Christopher,  Nashville 
Regan,  Judith  J,  Nashville 
Regen  Jr,  Eugene  M,  Nashville 
Reid,  Michael  L,  Nashville 
Reilly,  M Kathleen,  Nashville 
Rembert,  Francis  Marion,  Nashville 
Renfro,  Roy  James,  Nashville 
Reynolds,  Vernon  Harry,  Nashville 
*Rhea,  Edward  Bullock,  Old  Hickory 
*Ribeiro,  Lenor  De  Sa,  Nashville 
Rice,  Jack  0,  Nashville 
*Rice,  John  Ralph,  Nashville 
Rice,  Ronnie  Neal,  Hendersonville 
Richards,  Bruce  Earle,  Nashville 
Richards,  James  P,  Nashville 
Richards,  Sherrie  Anderson,  Nashville 
Richie,  Robt  Eugene,  Nashville 
*Ricketson,  Robt  A G,  Nashville 
♦Riddell,  Douglas  H,  Nashville 
Ries,  William  Russell,  Nashville 
Riestra,  Jorge  Casanova,  Nashville 
Ripley,  Robert  C,  Nashville 
♦Rippy,  Elkin  Lanier,  Nashville 
Rivas,  Alejandro  A,  Old  Hickory 
♦Riven,  Sami  S,  Nashville 
Robbins  II,  Lansdon  B,  Nashville 
Robertson,  David,  Nashville 
Robertson,  Randolph  H,  Nashville 
Robinette  Jr,  Charles  L,  Nashville 
Robinson  Jr,  N David,  Brentwood 
Robinson,  Patricia,  Nashville 
Robinson,  Robert  Willard,  Nashville 
Robinson,  Roscoe  R,  Nashville 
Rocco,  Vito  K,  Nashville 
Rodriguez,  R Michael,  Nashville 
Rogers,  Judson  E,  Nashville 
Rojas-Brassetti , Jorge,  Nashville 
Rosen,  Barrett  Frank,  Nashville 
Rosen,  Howard  E,  Nashville 
Rosenblatt,  Paul  Allen,  Nashville 
Rosenblum,  Howard  H,  Nashville 
Rosenblum,  Marvin  Jonas,  Nashville 
Rosenblum,  Solomon  A,  Nashville 
♦Rosenfeld,  Louis,  Nashville 
Ross,  Joseph  C,  Nashville 
♦Ross,  Peirce  M,  Nashville 
Rowe,  David  M,  Nashville 
Roy,  Robt  M,  Nashville 
Ruark,  Deborah  S,  Hermitage 
Rubinowicz,  Richard,  Nashville 
Rush,  Charles  Bennet,  Nashville 
Russell,  Robert  Vance,  Nashville 
Rutledge,  Sami  Benton,  Nashville 
♦Ryden,  Fred  Ward,  Franklin 
-Ryu,  John  J,  Nashville 
Ryu,  Chi  Yol , Madison 
Sacks,  Eugene  I,  Nashville 
Sadler,  Robt  Neil,  Nashville 
Salcedo,  Pepito  Yapit,  Madison 
Salyer,  Howard  Lee,  Nashville 
Sampson,  Louis,  Nashville 
Sanders  III,  Dan  Sumner,  Nashville 
♦Sanders  Jr,  Dan  Sumner,  Nashville 
Sanders,  Harvey  Stanford,  Nashville 
Sanders,  Mitchell  Keith,  Nashville 
Sanders,  Richard  James,  Madison 


Sandidge,  Paula  Conaway,  Nashville 
Sanes  Jr,  Gilmore  M,  Hendersonville 
Santi,  Michael  Thomas,  Nashville 
Sarratt,  Madison  H,  Nashville 
Sator,  Inocentes  A,  Old  Hickory 
Satterfield,  Robert  G,  Donelson 
Sawyers,  John  L,  Nashville 
Sawyers,  Julia  Edwards,  Nashville 
♦Sayers  Jr,  Joseph  H,  Nashville 
Schaffner,  William,  Nashville 
Schatz,  Mary  L Pullig,  Nashville 
Schillig,  Stephen,  Nashville 
Schneider,  Richard  Paul,  Nashville 
Schoettle,  Timothy  P,  Nashville 
♦Schulman,  Herbert  J,  Nashville 
Schultenover , Stephen  John,  Nashville 
Schultheiss,  David  Earl,  Nashville 
Schwaber,  Mitchell  Keith,  Nashville 
Schwartz,  Jonathan  Martin,  Nashville 
Schweikert,  John  Robt,  Nashville 
Schweikert,  Nancie  R,  Nashville 
Scobey,  Jos  Wilburn,  Madison 
♦Scott  Jr,  Henry  Wm,  Nashville 
♦Scoville  Jr,  Addison  B,  Nashville 
Scoville  Jr,  George  S,  Nashville 
Sears,  Kenneth  Lewis,  Nashville 
♦Sell,  Chas  Gordon  Renni,  Nashville 
♦Sell,  Sarah  Hamilton,  Nashville 
Sergent,  John  Stanley,  Nashville 
Seshul,  Michael  Boyd,  Nashville 
Settle,  Charles  Sidney,  Nashville 
Sewell,  Robt  Alvin,  Nashville 
Shack,  Robert  Bruce,  Nashville 
Shackleford,  Elbert  C,  Hendersonville 
Shaff,  Max  I,  Nashville 
Shankle,  Nelson  Edward,  Nashville 
Sharp,  Kenneth  W,  Nashville 
Sharp,  Vernon  H,  Nashville 
Shell  Jr,  William  Alfred,  Nashville 
Shenai,  Jayant  P,  Nashville 
Sheridan  Jr,  William  F,  Nashville 
Shiao,  Wen  T,  Nashville 
Shields,  John  Alfred,  Nashville 
Shivitz,  Ira  A,  Nashville 
Shmerling,  Abram  Carl,  Nashville 
Shull  Jr,  Harrison  J,  Nashville 
♦Shull,  Harrison  J,  Nashville 
♦Shupe,  David  Ralston  W,  Nashville 
Sikes,  J Gregory,  Nashville 
Silbert,  Burton,  Nashville 
♦Simpkins  Sr,  Thos  E,  Nashville 
Simpson,  Lucien  Caldwell,  Nashville 
♦Sims,  Norman  Le  Master,  Colorado,  CO 
Singh,  Alvin  R,  Murfreesboro 
♦Skinner,  William,  Nashville 
Slaton,  Paul  Ernest,  Nashville 
Slonecker,  Wm  Thos,  Brentwood 
Smith  Jr,  Grover  R,  Nashville 
Smith,  Bradley  Edgerton,  Nashville 
Smith,  Bruce  M,  Nashville 
Smith,  Charles  Ray,  Nashville 
Smith,  Chas  Burnett,  Nashville 
Smith,  Harold  Patton,  Nashville 
Smith,  Langdon  G,  Antioch 
Smith,  Luther  Edward,  Nashville 
Smith,  Murray  Wilton,  Nashville 
Smith,  Raphael  Ford,  Nashville 
Smith,  Russell  R,  Goodlettsville 
Smith,  Samuel  A,  Nashville 
Snell  Jr,  James  D,  Nashville 
Snell,  Barbara  B,  Nashville 
Snow,  S Steve,  Nashville 
♦Snowden,  Mary  Ann  R,  Nashville 
Snyder,  Robt  Bruce,  Nashville 
Sofranko,  Jos  Edward,  Madison 
Somayaji,  Buntwal  N,  Nashville 
Son,  Choon  Duck,  Primm  Springs 
Soper,  Brent  Aleshire,  Madison 
Spalding,  Michael  Jon,  Nashville 
Spengler,  Dan  M,  Nashville 
Sperring,  Steven  J,  Nashville 
Spickard,  W Anderson,  Nashville 
Spigel,  Stuart  Chas,  Nashville 
♦Sprofkin,  Bertram  E,  Nashville 
Sprouse,  Daphine,  Nashville 
Srinivas,  Naveen,  Nashville 
Stabile,  Michael  J,  Nashville 
Staggs,  Stephen  Michael,  Brentwood 
Starnes,  Daniel  L,  Nashville 
Stein,  Richard  S,  Nashville 
Stein,  Robt  Elliot,  Nashville 
Stevens  Jr,  Frank  W,  Nashville 
♦Stevens,  Frank  Wilson,  Nashville 
Stewart  III,  Radford  C,  Nashville 
♦Stewart,  Lee  Wm,  Nashville 
Stewart,  Richard  Baird,  Nashville 
Stolz,  Margaret  M,  Antioch 
Stone,  William  John,  Nashville 
Stoney,  Wm  Shannon,  Nashville 
Stouder,  Dennis  Alan,  Nashville 
Stowers,  Stewart  F,  Nashville 
Strange  Jr,  Glen  J,  Nashville 
Stratton,  Charles  W,  Nashville 
Strayhorn  III,  Wm  David,  Nashville 
Stricklin,  George  P,  Nashville 
Strimas,  John  Howard,  Nashville 
Strode,  Wilborn  D,  Nashville 
Stroup,  Steven  L,  Nashville 
Stubblefield,  Mark  Thomas,  Nashville 
Stumb,  Paul  Rust,  Nashville 
Stuyvesant,  V Wilfred,  Madison 


Sullivan,  James  N,  Nashville 
♦Sumpter  Jr,  Wm  David,  Nashville 
Sundell , Hakan  Wilhelm,  Nashville 
Sunga-Guevara , Marietta,  Madison 
Susskind,  Cynthia  G,  Nashville 
Sussman,  Craig  Richard,  Nashville 
♦Sutherland  Jr,  Arthur  J,  Nashville 
♦Sutherland,  Jos  Edward,  Goodlettsville 
Suwanawongse,  Medha,  Madison 
-Swanson,  Paul  M,  Nashville 
Swanson,  Gary  D,  Franklin 
Swenson,  Brian  Robert,  Nashville 
Switter,  David  John,  Nashville 
Taber,  David  S,  Nashville 
Tacogue,  Loyda  C,  Nashville 
♦Tallent  Jr,  Marion  B,  Nashville 
Tannenbaum,  Jerome  S,  Nashville 
Tanner,  John  M,  Nashville 
♦Tarpley,  Edward  Lewis,  Nashville 
Tate,  Harry  T,  Madison 
Tate,  Steven  M,  Nashville 
Taylor,  Dean  Gates,  Nashville 
Terry,  Richard  B,  Nashville 
Teschan,  Paul  Erhard,  Nashville 
♦Thach  Jr,  Andrew  Blaine,  Nashville 
-Thomas,  Melissa  Kay,  Nashville 
Thomas  Jr,  Clarence  S,  Nashville 
♦Thomas,  Clarence  S,  Nashville 
Thomas,  E Dewey,  Nashville 
Thomas,  Michael  Carey,  Nashville 
Thombs,  David  Dawson,  Nashville 
Thomison  Jr,  John  B,  Nashville 
Thomison,  John  B,  Nashville 
Thomison,  Rena  M,  Nashville 
Thompson  Jr,  John  G,  Nashville 
Thompson,  Julia,  Goodlettsville 
Thompson,  William  Clark,  Nashville 
Thorne,  Chas  B,  Nashville 
Thornton,  Spencer  P,  Nashville 
Thurman,  Grafton  H,  Madison 
Thurman,  Stephen  S,  Nashville 
Ticaric,  Stephen  Theodore,  Madison 
Tilley,  Kenneth  Shannon,  Nashville 
Tipton,  Edmund  F,  Nashville 
Tirao,  Benylin  Lynda  O,  Madison 
Tirao,  Jesus  Fernandez,  Madison 
Tirrill  III,  Willard  0,  Nashville 
Titus  III,  William  P,  Nashville 
♦Todd  Jr,  Kirkland  W,  Nashville 
Tomichek,  Richard  C,  Nashville 
Tompkins,  Thomas  E,  Nashville 
Toomey,  Thomas  Philip,  Nashville 
Tosh,  Robt  H,  Nashville 
Townes,  Alexander  S,  Nashville 
Trabue,  Anthony  E,  Nashville 
Trapp,  John  Douglas,  Nashville 
♦Traughber  Jr,  Leslie  E,  Nashville 
Travis,  Lawrence  Warren,  Nashville 
Treadway,  Chas  Richard,  Nashville 
Triggs,  Elizabeth  Grimes,  Nashville 
Tucker  Jr,  Aubrey  Lee,  Nashville 
Tudor  Jr,  John  M,  Nashville 
Tulipan,  Noel  Bristow,  Nashville 
Turner,  Bruce  Irwin,  Nashville 
Turner,  Dorothy  J,  Nashville 
Turpin,  Buford  Paul,  Madison 
Urbanek,  Anthony  P,  Nashville 
Valosik,  Robert  A,  Nashville 
VanBuren,  David  Howard,  Nashville 
Vandevender,  Frank  Karl,  Nashville 
Vanhooydonk,  John  E,  Nashville 
♦Viehman,  Arthur  J,  Madison 
Vincent,  James  L,  Nashville 
Vire,  C Gordon,  Nashville 
Vora,  Pravinchandra  Z,  Nashville 
Wadley,  Fredia  S,  Nashville 
Wadlington,  Wm  B,  Nashville 
Wagner,  Martin  H,  Nashville 
Wahl,  Robt  Wilhelm,  Nashville 
♦Walker,  Ethel,  Nashville 
Walpole  Jr,  Howard  T,  Nashville 
Walwyn,  Lloyd  A,  Madison 
Wampler,  John  Millard,  Nashville 
-Wang,  Peter,  Nashville 
Ward  Jr,  James  W,  Madison 
♦Ward,  James  William,  Nashville 
♦Ward,  Russell  D,  Hendersonville 
♦Warder,  Thos  F,  Jacksonville,  FL 
Warner,  John  J,  Nashville 
Warner,  John  Sloan,  Nashville 
Wasudev,  Geeta  Pramod,  Nashville 
Wasudev,  Pramod  B,  Nashville 
Waterhouse,  George,  Nashville 
Watson,  Horace  Eugene,  Nashville 
Watts,  David  Reed,  Nashville 
Wayburn  Jr,  Gates  Jordan,  Nashville 
Weaver,  Gregory  R,  Nashville 
Webb,  Roseanna  Aileen,  Nashville 
♦Webster,  B H,  Nashville 
Wehr,  Ann  Ouellette,  Brentwood 
Weinberg,  Jane  Ruth,  Nashville 
Weindling,  Steven  M,  Nashville 
Weiss,  Manuel  Robert,  Nashville 
Wells,  Chas  E,  Nashville 
Wentz,  Dennis  Keith,  Chicago,  IL 
Wesley,  Ralph  E,  Nashville 
West,  W Scott,  Nashville 
Wheeler,  Arville  Vance,  Nashville 
Wheeler,  Paul  W,  Nashville 
Whetsell  Jr,  William  O,  Nashville 
White,  Steve  A,  Madison 
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Whitfield  Jr,  Thomas  C,  Brentwood 
Whitfield,  Jeff  David,  Nashville 
Whitfield,  Joe  T,  Franklin 
Whitworth,  Thos  Clayton,  Nashville 
Wilcox,  Todd  R,  Nashville 
Wilkinson,  Erie  Ewing,  Nashville 
Williams  Jr,  W Carter,  Nashville 
Williams,  Lester  F,  Nashville 
Williams,  Melborne  A,  Nashville 
Williard,  Kenny  F,  Nashville 
Willis,  Larry  Gale,  Nashville 
Wilson,  David  Coleman,  Nashville 
Wilson,  James  Phillip,  Nashville 
Wilson,  Vernon  Earl,  Charleston,  SC 
Wilson,  Wendell  Winfred,  Old  Hickory 
Winfield,  Alan  C,  Nashville 
Winter,  Eugen  J,  Nashville 
Witherspoon,  Frank  G,  Nashville 
Witherspoon,  John  D,  Nashville 
Witthauer,  Norman  Everett,  Nashville 
Witztum,  Harry,  Los  Angeles,  CA 
Wofford,  Elizabeth  D,  Nashville 
Wolf  Jr,  John  Stuart,  Nashville 
Wolf,  Bruce  Lee,  Nashville 
Wolfe,  Lawrence  Kenneth,  Nashville 
Womack  Jr,  Frank  C,  Franklin 
Wood,  Alastair  J J,  Nashville 
Wood,  Geo  Wallace,  Nashville 
Woodcock  Jr,  Clarence  C,  Nashville 
■Woodfin,  Mose  Clarke,  Nashville 
■Woods,  John  Robt,  Ocala,  FL 
Wooten  III,  N Eric,  Nashville 
Workman  III,  Claude  H,  Nashville 
Workman,  Robert  Jay,  Nashville 
Worrell,  John  Anthony,  Nashville 
Worthington,  William  B,  Nashville 
-Wouter,  Susan  L,  Brentwood 
Wouters,  Ben,  Brentwood 
Wray,  Taylor  M,  Nashville 
Wright,  Doris  Jacquelyn,  Nashville 
Wright,  Ellen  Payne,  Nashville 
Wright,  George  D,  Nashville 
Wright,  John  Kelly,  Nashville 
‘Wyatt,  John  L,  Nashville 
Wyatt,  Kenneth  N,  Hendersonville 
Yates,  David  Robt,  Hermitage 
‘Ynares,  Christina  M,  Nashville 
Young,  Larry  Creston,  Nashville 
Youree,  Cynthia  C,  Brentwood 
Zimmerman,  Carl  Wayne,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Akins  Jr,  Chas  Wesley,  College  Station,  TX 
Algee  Jr,  Wyatt  R,  Dyersburg 
Allison,  Jack  R,  Dyersburg 
> Anderson,  Charles  E,  Dyersburg 
‘Baird,  Jesse  P,  Dyersburg 
‘‘Banks,  Thos  V,  Dyersburg 
Bashaw,  Robert,  Jackson 
Beale,  Hobart  H,  Martin 
Blanton  III,  Marvin  A,  Union  City 
Boston,  Thomas  E,  Dyersburg 
Bradberry,  Sam,  Union  City 
Brown,  Bruce  B,  Union  City 
Butler  Jr,  Arden  Jones,  Ripley 
Butler,  Harold  Dee,  Union  City 
Cameron,  Robt  Lynn,  Union  City 
Campbell,  Joe,  Union  City 
Carr,  Kenneth,  Martin 
Chu,  Roy  W,  Dyersburg 
Clendenin  Jr,  Robt  E,  Union  City 
Connell,  Joseph  D,  Dyersburg 
Cruthirds,  Terry  Park,  Martin 
David,  Mary  Stuart,  Dyersburg 
David,  Walter  E,  Dyersburg 
Dodd,  Halbert  B,  Union  City 
Duncan,  Wm  Lloyd,  Martin 
Eason,  William,  Martin 
Elam,  Morris  Greg,  Martin 
Fan,  Sik  Man,  Ripley 
Freeman,  Gordon,  Dyersburg 
‘Gary,  Dan  Carmack,  Union  City 
Gooch,  Allen  Christopher,  Troy 
Green  Jr,  Danl  Parker,  Dyersburg 
Harrington,  Robt  Lee,  Dyersburg 
Harris,  Lee  S,  Dyersburg 
Haynes  Jr,  Douglas  B,  Dyersburg 
*Hill,  Chesley  Hester,  Troy 
Hill,  Robert  Paul,  Troy 
Hinds,  Michael,  Martin 
Honick,  Murray,  Dyersburg 
Hunt,  Joe,  Ripley 
*Inclan,  Aurelio  Peter,  Dyersburg 
James,  William  Alex,  Union  City 
Jernigan,  Jerry  Marshall,  Dyersburg 
*Jeter,  Robt  McKenzie,  Gleason 
Johnson,  Eloiett,  Dyersburg 
Jones,  David  D,  Martin 
Jones,  Laurence  Waller,  Union  City 
Joyner,  Johnny  Barry,  Dyersburg 
Kerr,  Robt  Thompson,  Dyersburg 
King,  Elton  Aaron,  Dyersburg 
*Kingsbury,  Edward  P,  Union  City 
Lawrence,  Roy  Finch,  Union  City 
Lewis,  Rodger  Patrick,  Union  City 
Lyerly,  Donald  Newton,  Dyersburg 
Maloney,  Kenneth  Roscoe,  Dyersburg 
Marsidi,  Paul,  Union  City 
McIntosh,  Marguerite,  Newbern 


Moore  III,  Fred,  Dyersburg 
‘Moore,  James  Chalmers,  Dyersburg 
Mulay,  Ramakant  M,  Dyersburg 
Noonan,  James  Rothwell,  Dyersburg 
Patrick,  Robert  G,  Martin 
‘Phillips,  Wm  Leroy,  Newbern 
*Polk,  James  Walter,  Union  City 
‘Porter,  Ira  Ford,  Greenfield 
Porter,  Nathan  F,  Greenfield 
Ragsdale,  James  Howard,  Union  City 
Reaves,  John  Andrew,  Dyersburg 
Reynolds,  James  Ralph,  Dyersburg 
Robbins,  Billy  Gerald,  Halls 
Sanner,  Robert  F,  Union  City 
Schleifer  III,  Grover  F,  Union  City 
Shore,  James  Wm,  Martin 
Smith  Jr,  0 Kay,  Martin 
Smith,  David  Andrew,  Martin 
Smith,  James  Herman,  Dyersburg 
St  Clair,  David  Smith,  Union  City 
Thompson,  Thos  Reece,  Dyersburg 
Thornton  Jr,  W I,  Dyersburg 
Tucker,  Wm  Henry,  Ripley 
Warner,  Lynn  Andrew,  Dyersburg 
‘Webb,  Claude  Raymond,  Ripley 
Wolfe,  Joseph  W,  Dyersburg 
Wong,  Luis,  Ripley 
Young  Jr,  Robt  Roger,  Union  City 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Clark,  Malcolm  E,  Livingston 
Cox,  Michael  Thomas,  Livingston 
Looper,  Fred  B,  Livingston 
Mason,  Larry,  Livingston 
Quarles  Jr,  Will  G,  Livingston 
Roe,  Jack  Michael,  Livingston 
Smith,  C Gray,  Monterey 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Adams,  Robert  Ralph,  Cookeville 
Barnard  Jr,  Vaughn  N,  Cookeville 
Barnes,  Sam  Taylor,  Cookeville 
Bertram,  Philip,  Cookeville 
‘Chapin,  Frederick  J,  Cookeville 
‘Clark,  Jack  L,  Cookeville 
Coonce,  Daniel  F,  Cookeville 
‘DeBerry,  James  T,  Cookeville 
Derryberry,  Walter  E,  Cookeville 
Dobalian,  Vaughn  Eric,  Cookeville 
Dodson,  Thomas  William,  Cookeville 
Donovan,  Daniel,  Cookeville 
Douglas,  Dale  E,  Cookeville 
Francis,  Wm  Clark,  Cookeville 
Franklin,  Lloyd  Douglas,  Cookeville 
Gaw,  Randy  Alan,  Cookeville 
Gillespie,  James  T,  Maryville 
Glasgow,  Samuel  McPheeters,  Cookeville 
Goff,  Katherine  W,  Monterey 
Goryl,  Stephen  V,  Cookeville 
Gray,  James  C,  Cookeville 
Grisolano,  James  Martin,  Cookeville 
Hall,  R Glenn,  Cookeville 
Hassler,  Lloyd  R,  Cookeville 
Hollmann,  Carl  M,  Cookeville 
Holmes,  Albert  K,  Cookeville 
Hudson,  Toney  B,  Cookeville 
Humphrey,  Wm  Merritt,  Cookeville 
Jackson  Jr,  John  M,  Cookeville 
Jones  Jr,  Clarence  Lee,  Cookeville 
Jordan  III,  Chas  Edward,  Cookeville 
Kiele,  Jan  Eric,  Cookeville 
Klein,  Karl,  Cookeville 
Lawrence,  Thomas  L,  Cookeville 
Limbacher,  John  P,  Cookeville 
Love,  Stewart  T,  Cookeville 
Lowe,  Jere  W,  Cookeville 
Lynn,  Kenny  W,  Cookeville 
Moore  Jr,  John  T,  Algood 
Panzer,  James  David,  Cookeville 
Rayne,  Frederick  S,  Cookeville 
Samples,  Randall  Gary,  Cookeville 
Shaw,  James  William,  Cookeville 
‘Shipley,  Thurman,  Cookeville 
Stuber,  Harry  L,  Cookeville 
Talmage,  James  B,  Cookeville 
Tansil,  Donald  Wayne,  Cookeville 
Taylor,  Wm  Snodgrass,  Cookeville 
Vossell  Jr,  Louis  F,  Cookeville 
‘Wahl,  Joseph  W,  Cookeville 
‘Williams,  Claude  M,  Cookeville 
Womack  III,  Charles  T,  Cookeville 
Yelton,  James  Criss,  Cookeville 
‘Zimmerman  Jr,  Guy,  Byrdstown 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Ahler , Albert  Julian,  Harriman 
Barry,  Frederick  James,  Oak  Ridge 
Beard,  Alice  C Anderson,  Kingston 
Bennett,  William  E,  Harriman 
‘Bigelow,  Robt  Ramsey,  Oak  Ridge 
Bingham,  Terry  M,  Harriman 
‘Bishop,  Archer  W,  Clinton 
Block  Jr,  Clement  H,  Oak  Ridge 
Boye,  Harry  George,  Rockwood 
Brantley,  Richard  Green,  Oak  Ridge 
Brown  Jr,  Geron,  Oak  Ridge 
Bruton  Jr,  Charles  W,  Oak  Ridge 
Bursten,  Ben,  Oak  Ridge 
Caldwell  Jr,  Thomas  C,  Oak  Ridge 


Caldwell,  Marvin  Gene,  Oak  Ridge 
Camp,  Robert  B,  Oak  Ridge 
Casey,  Robert  Reid,  Oak  Ridge 
Caster,  C Nicholas,  Coalfield 
Clary,  Thomas  L,  Oak  Ridge 
Compton,  David  R,  Oak  Ridge 
Conrad,  Daniel  E,  Oak  Ridge 
Corea,  Chas  Jos,  Harriman 
Crews,  John  Pearce,  Oak  Ridge 
Cunningham,  Elbert  C,  Harriman 
Darling  Jr,  Chas  Ellett,  Oak  Ridge 
‘DePersio,  John  D,  Oak  Ridge 
DeVega,  Armando  Fernando,  Oak  Ridge 
Dew,  Richard  Allan,  Oliver  Springs 
Dotson,  Robert  Scott,  Oak  Ridge 
Dry  Jr,  Laurence  Revelle,  Oak  Ridge 
Eversole  Jr,  Earl,  Oak  Ridge 
Fisher,  Ada  M,  Oak  Ridge 
Fortney,  T Guy,  Oak  Ridge 
Fuller,  Robert  Paul,  Oak  Ridge 
Genella  Jr,  Frank  H,  Oak  Ridge 
Gentry,  Robert  E,  Knoxville 
Gillespie,  James  Trigg,  Oak  Ridge 
Goswitz,  Francis  Andrew,  Oak  Ridge 
Goswitz,  Helen  A Vodopick,  Oak  Ridge 
Gowder,  Timothy  Dennis,  Oak  Ridge 
Gurney,  Chas  Bryson,  Oak  Ridge 
‘Hardy,  Wm  P,  Oak  Ridge 
Hartman,  Donald  Lee,  Oak  Ridge 
Heald,  David  Grant,  Oak  Ridge 
Hedden  Jr,  Henry,  Clinton 
Hellmann  Jr,  Robert  S,  Harriman 
Hendrix,  Ernest  Lee,  Sevierville 
Henry  Jr,  James  E,  Oak  Ridge 
Hilton,  James  Isaiah,  Oak  Ridge 
Howard,  Robt  G,  Oak  Ridge 
Jenkins,  Thos  Arthur,  Oak  Ridge 
Jernigan,  John  Forrest,  Oak  Ridge 
‘Johnson,  Raymond  A,  Oak  Ridge 
‘Jones,  H Stratton,  Harriman 
Kaebnick,  Ernest  Elliott,  Oak  Ridge 
Kerley,  Harold  Eugene,  Oak  Ridge 
‘King,  Avery  Parsons,  Oak  Ridge 
Krishnan,  Lalita,  Oak  Ridge 
Lew,  Ira  Eugene,  Oak  Ridge 
Littell,  Delvin  E,  Deerlodge 
Long,  David  Dale,  Oak  Ridge 
Loy,  Wm  Allen,  Oak  Ridge 
Luckmann,  Kenneth  F,  Oak  Ridge 
Lushbaugh,  Clarence  C,  Oak  Ridge 
Lynch,  Thomas  P,  Oak  Ridge 
Lynnes,  Howard  M,  Rockwood 
Lyon,  Joseph  S,  Oak  Ridge 
McMahon,  Cletus  Joseph,  Oak  Ridge 
McMillin,  Rodney  M,  Harriman 
McNeeley,  Edward  Trent,  Norris 
McNeeley,  Howard  B,  Norris 
McNeeley,  Samuel  Gene,  Norris 
Metcalf,  Thomas  H,  Oak  Ridge 
Miller  Jr,  Kenneth  T,  Oak  Ridge 
Mitchell,  Charles  Stone,  Oak  Ridge 
Molony,  William  Lawrence,  Oak  Ridge 
Moore,  Richard  J,  Fayetteville,  NC 
Neal,  Gary  W,  Knoxville 
Nortick,  Adam,  Knoxville 
Oesch,  Timothy  Ralph,  Oak  Ridge 
‘Palmer,  Etna  Little,  Oak  Ridge 
Paret,  Robert  W,  Oak  Ridge 
Parrish  Richard  E,  Oak  Ridge 
Parrott,  James  A,  Oak  Ridge 
Pearson,  Randall  E,  Oak  Ridge 
Phillips,  James  E,  Oak  Ridge 
Posman,  Clifford  L,  Oak  Ridge 
Prater,  William  K,  Oak  Ridge 
‘Preston,  Lewis  Frederick,  Oak  Ridge 
‘Pugh  Jr,  Wm  W,  Oak  Ridge 
Reid,  Francis  R,  Oak  Ridge 
Ricks,  Phillip  M,  Oak  Ridge 
Rouse,  James  M,  Oak  Ridge 
‘Ruley,  Henry  B,  Oak  Ridge 
Schold,  Alan  Craig,  Oak  Ridge 
Schultz,  Richard  L,  Oak  Ridge 
Seay,  David  Worrell,  Oak  Ridge 
‘Sensenbach,  Chas  Willis,  Oak  Ridge 
Sharp,  Donald  Alan,  Oak  Ridge 
Sheely,  Lowry  Lindsey,  Oak  Ridge 
Sigmar,  Liselotte  E,  Oak  Ridge 
Sisk,  John  R,  Harriman 
Smalley,  Lee  Alan,  Oak  Ridge 
Snodgrass,  John  Vass,  Rockwood 
Spray,  Paul  Ellsworth,  Oak  Ridge 
Stanley,  David  Granville,  Oak  Ridge 
Stevens  III,  Geo  Miller,  Oak  Ridge 
Tedder,  Miriam  B,  Harriman 
‘Thomas,  Danl  Martin,  Clinton 
Thurston,  Floyd  E,  Oak  Ridge 
Tittle,  Joe  Evan,  Oak  Ridge 
Upchurch,  D Thomas,  Oak  Ridge 
‘VanHook,  Stonewall  J,  Oliver  Springs 
Walker,  Robert  Earl,  Oak  Ridge 
Weems,  Alan  McMurray,  Oak  Ridge 
Weight,  Glen  R,  Oak  Ridge 
Welch  Jr,  John  Wm,  Oak  Ridge 
Willett,  Dwight  H,  Kingston 
Zanolli,  Gino,  Oak  Ridge 

ROBERTSON  COUNTY  MEDICAL  SOCIETY 

Bassel , John  Burr,  Springfield 
Crunk,  Tommy  M,  Springfield 
‘Elder,  Robt  H,  Cedar  Hill 
Gray,  James  Travis,  Springfield 
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Uartzheiro,  Paul  D,  Springfield 
Hayes,  Warren  G,  Springfield 
♦Jackson,  John  McReynolds,  Greenbrier 
Krueger,  Thomas  C,  Springfield 
Kumar,  Sarbjeet  Singh,  Springfield 
Lewis,  W Michael,  Greenbrier 
O'Donnell  III,  John  Wm,  Springfield 
Quarles,  James  Richard,  Springfield 
Satpathy,  Panchanan,  Springfield 
Schwisow,  Donavon,  Cross  Plains 
*Stone,  Wm  Pipkin,  Springfield 
♦Turner,  John  Bunyan,  Springfield 
Webster,  Raymond  Harris,  Springfield 
Wheelhouse,  Walter  W,  Portsmouth,  NH 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Abernathy,  James  Paul,  Murfreesboro 
♦Adams,  Carl  E,  Murfreesboro 
Akin,  Harold  Thos,  Murfreesboro 
Al-Abdulla,  Abdul-Sahib  M,  Murfreesboro 
Alexander,  John  Hutchins,  Murfreesboro 
♦Allen,  James  Thos,  Murfreesboro 
Andrews,  Susan  T,  Murfreesboro 
Bailey,  Jos  C,  Murfreesboro 
Beasley,  Timothy  J,  Murfreesboro 
Bell,  Richard  Bryan,  Murfreesboro 
Boerner,  James  L,  Murfreesboro 
Boone,  Joseph  Eddins,  Murfreesboro 
Born,  Mark  L,  Nashville 
Brown,  William  Andrew,  Murfreesboro 
Bryant,  Rodney  Craig,  Woodbury 
Bryant,  Wm  Arthur,  Woodbury 
Bullock,  Sally  Hill,  Murfreesboro 
Butler  Jr,  Henry  K,  Murfreesboro 
Byrnes,  John  Mitchell,  Smyrna 
Caissie,  Kenneth  F,  Murfreesboro 
Campbell,  Jerry  Neal,  Murfreesboro 
Carter  III,  Sam  Frank,  Murfreesboro 
Carter,  Dennis  Charles,  Murfreesboro 
Clark,  S Kathleen,  Murfreesboro 
Cleveland,  Robert  R,  Murfreesboro 
♦Cohen,  Henry  A,  Barrington,  RI 
♦Cunningham,  John  Thos,  Murfreesboro 
♦Davison,  Bernard  S,  Murfreesboro 
Dixon,  John  Herman,  Murfreesboro 
Dodd,  David  T,  Murfreesboro 
Dray,  Robert  J,  Murfreesboro 
Eckles,  George,  Murfreesboro 
Estes,  Paul  Casey,  Murfreesboro 
Garner  Jr,  James  Wm,  Murfreesboro 
♦Garrison  Jr,  Sidney  C,  Murfreesboro 
Garrison,  Rufus  J,  Murfreesboro 
Goodman  Jr,  Chas  Edward,  Murfreesboro 
Green,  Richard  E,  Woodbury 
Hackman,  Robt  Henry,  Murfreesboro 
♦Hay,  Sami  Hutson,  Murfreesboro 
Hester,  George  Stephen,  Murfreesboro 
Hopkins,  George  David,  Murfreesboro 
Hudson,  David  Lee,  Murfreesboro 
Hunt,  Kenneth  Dale,  Murfreesboro 
♦Hutchison,  Norton  H,  Brentwood 
Ingle,  Robert  Perry,  Murfreesboro 
Jekot,  William  J,  Murfreesboro 
Johns,  Oscar  Thomas,  Murfreesboro 
Johnson,  David  Lee,  Murfreesboro 
♦Kaufman,  James  Kenneth,  Murfreesboro 
Knight,  Jos  C,  Murfreesboro 
Knight,  Robt  Tavel,  Murfreesboro 
LaRoche,  Elizabeth  Read,  Murfreesboro 
LeDoux,  Paul  David,  Murfreesboro 
Lewis,  Chas  Wingo,  Murfreesboro 
Lewis,  Marvin,  Murfreesboro 
Long,  Sarnmie  Inez,  Murfreesboro 
Lovelace,  Fred  Royce,  Murfreesboro 
Lowe,  Lisa  Lynn,  Murfreesboro 
Lowery  Jr,  Edwin  Ray,  Murfreesboro 
Lowy,  Sam  J,  Murfreesboro 
McKnight,  David  Thomas,  Murfreesboro 
♦Moore,  Ralph  B,  Candler,  NC 
Mullen,  Stanley  Paul,  Murfresboro 
Murphy,  Dorothy  Snoddy,  Murfreesboro 
Murphy,  Wayne,  Murfreesboro 
♦Myers,  Russell  E,  Woodbury 
Nunnery,  James  A,  Murfreesboro 
♦Odom,  Eugene  Porter,  Murfreesboro 
Odom,  Stephen  Guy,  Murfreesboro 
Pearson,  John  G,  Nashville 
Pierce,  Gregory  Wayne,  Murfreesboro 
Polk,  T Allen,  Murfreesboro 
Ransom,  Robt  Geo,  Murfreesboro 
Reuhland,  Leon  Lovon,  Woodbury 
Rogers,  Richard  A,  Murfreesboro 
Rudd,  J Daniel,  Murfreesboro 
Sanders,  Robt  Smith,  Murfreesboro 
Shacklett,  Wm  White,  Murfreesboro 
Shelton,  Ben  A,  Smyrna 
Smith,  Robert  J,  Memphis 
Smith,  Wm  Radford,  Murfreesboro 
Starrett,  James  Alan,  Murfreesboro 
Tenpenny,  James  W,  Murfreesboro 
Tolbert,  E C,  Murfreesboro 
Tuma,  Robert  Paul,  Murfreesboro 
VanDyke,  Ann  Elizabeth,  Murfreesboro 
Westmoreland,  M Wayne,  Murfreesboro 
Williams,  Olin  Olis,  Murfreesboro 
Witt,  Terry  James,  Murfreesboro 
Wolf,  Herbert  Richard,  Woodbury 
Young  Jr,  Jesse  Howard,  Murfreesboro 
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Coffey,  David  B,  Oneida 
Grigsby,  David  A,  Oneida 
Hall,  Thomas  K,  Oneida 
Huff,  Maxwell  E,  Oneida 
Kline,  Geo  Litton,  Oneida 
♦Leeds,  Horace  Mott,  Oneida 
♦McDonald,  Roy  L,  Oneida 
Steed,  Barbara  Jean,  Oneida 

SEVIER  COUNTY  MEDICAL  SOCIETY 

Bozeman  II,  Charles  H,  Sevierville 
♦Broady,  Robt  A,  Sevierville 
♦Hickman  Jr,  James  H,  Kodak 
Jacobs  Jr,  John  C,  Sevierville 
Kidd  Jr,  Charles  E,  Sevierville 
McGaha,  Samuel  W,  Sevierville 
Roach,  Charles  L,  Sevierville 
Smith,  Steven  M,  Sevierville 
Sonner,  John  L,  Sevierville 
Tolley,  Vincent  Blane,  Sevierville 
VanArsdall,  James  R,  Sevierville 

SMITH  COUNTY  MEDICAL  SOCIETY 

Bratton,  Edgar  K,  Hartsville 
Green,  Hugh  E,  Carthage 
Petty  Jr,  David  G,  Carthage 
Petty,  David  G,  Carthage 
Rutherford,  Richard  T,  Carthage 


SULLIVAN  COUNTY  MEDICAL  SOCIETY 


Adams,  Wesley  F,  Bristol 
Aguirre,  Dennis  Manual,  Bristol 
Alley,  Edmond  Lynn,  Kingsport 
Anderson,  Scott  William,  Kingsport 
Armstrong,  Joseph  R,  Bristol 
Bachman  Jr,  Harry  Wilson,  Bristol 
Baker,  Richard  Dudley,  Kingsport 
Bales,  Donald  W,  Kingsport 
Ballington,  Karen  Louise,  Bristol 
Bechtel  Jr,  Jack  T,  Bristol 
Bell,  William  M,  Kingsport 
Bertuso,  John  Richard,  Kingsport 
Bice,  Chas  Robt,  Kingsport 
Bland,  Susan  M,  Kingsport 
Blanton  Jr,  Frank  S,  Bristol 
Blickenstaf f , Theron,  Kingsport 
Bockian,  Herbert  Harold,  Bristol 
Boling,  Frederick  F,  Kingsport 
Bookout,  J Michael,  Kingsport 
Booze,  Geo  Wm,  Kingsport 
Bowman,  James  H,  Bristol 
Boyd,  Arthur  Morgan,  Kingsport 
Boyle,  Gary,  Bristol 
Brasfield,  Jim  C,  Bristol 
Breeding,  Samuel  David,  Kingsport 
Brin,  Edward  Neal,  Bristol 
♦Brinkley,  Billy  Booth,  Bristol 
Brock  Jr,  Howard  Thos,  Kingsport 
Broglio,  Anthony  Lee,  Bristol 
♦Brookshire  Jr,  Paul  F,  Kingsport 
♦Brown,  Henry  James,  Kingsport 
♦Brown,  Robt  H,  Hendersonville,  NC 
Bucy,  Guy  Steven,  Bristol 
Buddington,  Richard  S,  Abingdon,  VA 
Butterworth  Jr,  Jackson,  Bristol 
Byers  Jr,  John  G,  Bristol 
Byrd,  Keith  Harold,  Kingsport 
Calcote,  Claude  McGhee,  Bristol 
Caldwell,  Ronald  David,  Bristol 
Carr,  Henry  Austin,  Bristol 
♦Carter,  Edward  Kent,  Kingsport 
Carter,  Locke  Yancey,  Kingsport 
Carter,  Richard  S,  Kingsport 
Casey,  Gary  Quillen,  Kingsport 
Catlin,  Roger  W,  Bristol 
Chamberlin,  Marian  L,  Kingsport 
Chandler,  John  M,  Bristol 
Chapman,  Chas  Emmitt,  Bristol 
Chapman,  John  L,  Kingsport 
Chartier,  Gilbert  John,  Kingsport 
♦Chew,  Nathaniel  John,  Bristol 
♦Christensen,  Robt  Chas,  Kingsport 
Clark,  James  W,  Church  Hill 
♦Clark,  Warner  L,  Church  Hill 
Coogan,  Joan  C,  Bristol 
Cooper,  Joe  Byron,  Kingsport 
Cowan  Jr,  Bennett  Y,  Bristol 
♦Cowan,  Bennett  Young,  Bristol 
Cowden,  David  Anthony,  Kingsport 
Cox,  David  Lemuel,  Kingsport 
Cox,  Larry  H,  Kingsport 
♦Crawford,  Alvin  S,  Hilton  Head  Isl,  SC 
♦Credle,  Wm  Swindell,  Hilton  Head,  SC 
Crockett  Jr,  Claude  H,  Bristol 
Crowder,  Jack  Roberts,  Kingsport 
Dallas,  John  L,  Kingsport 
Davis,  R Alan,  Bristol 
Diamond,  Marshall  A,  Bristol 
Dickerson,  Danl  Lawrence,  Kingsport 
Doell,  Robert  J,  Kingsport 
Donaldson,  Robert  C,  Kingsport 
♦Doty,  Robt  D,  Kingsport 
Dyer  Jr,  Wm  Mills,  Kingsport 
♦Early,  James  Lawrence,  Bristol 
Edenfield,  Mark  E,  Kingsport 
Emerson,  William,  Kingsport 
♦Erwin,  J W,  Bristol 


Estes,  Terrell  C,  Bristol 
♦Exum,  Wm  Allen,  Kingsport 
Feit,  Richard  A,  Kingsport 
Ferguson,  Jere  W,  Bristol 
Fincher  Jr,  John  A,  Bristol 
Flora,  Don  Atlee,  Kingsport 
Foster,  Larry  J,  Kingsport 
Foster,  Richard  W,  Bristol 
Franzus,  David  Harold,  Kingsport 
Funke,  Robert  H,  Kingsport 
Gantt,  Pickens  A,  Bristol 
♦Garfield,  Claude  R,  Kingsport 
Garriott,  David  Kent,  Kingsport 
Gaylor,  Walter  R,  Bristol 
Geer,  Robt  Mac,  Kingsport 
Gendron,  R M,  Kingsport 
♦Gibson,  John  Thos,  Cookeville 
Ginn,  David  Roy,  Kingsport 
Ginther,  Jeffrey  P,  Bristol,  VA 
Glasgow,  Robt  Morris,  Bristol 
♦Glenn,  Robt  Orrus,  Mountain  City 
Golden,  Billy  N,  Kingsport 
Gonce,  Joel  D,  Kingsport 
Gondo,  Juan,  Kingsport 
Gorrell,  Alan  L,  Bristol 
Gourdin,  Frederick  W,  Kingsport 
Green  Jr,  Waverly  S,  Bristol 
Greene,  Elmer  Albert,  Kingsport 
Greene,  Thomas  C,  Bristol 
Griffin,  William  C,  Kingsport 
♦Grigsby  Jr,  Wm  C,  Bristol 
Grigsby,  Wm  Paul,  Kingsport 
Groce,  Ann,  Johnson  City 
Gwaltney,  David  Nelson,  Bristol 
Haddad,  Michel  Nasri,  Kingsport 
Harris,  Wesley  J,  Bristol 
♦Harrison  Jr,  Wm,  Kingsport 
♦Harter,  Basil  T,  Bristol 
Hernandez,  Gustavo  E,  Kingsport 
Hicks,  Mack  L,  Kingsport 
Hire,  Ervin  A,  Kingsport 
Hoffer,  Phillip  Franklin,  Bristol 
Hoffnung,  Jack,  Bristol 
♦Hogan  Jr,  Marshall  Davis,  Kingsport 
Hudson,  William  Dudley,  Kingsport 
Hunter,  Ronald  W,  Kingsport 
Jackson  Jr,  Henry  Guy,  Kingsport 
♦Jamison,  King  Arcy,  Bristol 
Jarvis,  Roy  Joe,  Kingsport 
Jayne  Jr,  J Lawrence,  Bristol 
Jernigan,  Robt  H,  Kingsport 
Jewell,  Neal  A,  Bristol 
Johnstone,  William  H,  Bristol 
♦Jones,  Robt  Clark,  Kingsport 
Jones,  Samuel  Riddle,  Kingsport 
Kazmier,  W Jan,  Kingsport 
Keith,  Robt  Earl,  Kingsport 
Kelly,  Ronald  Clark,  Bristol 
Kidwell  Jr,  E R,  Kingsport 
♦Kiesau,  Kenneth  Rudolph,  Kingsport 
King,  Joseph  Austin,  Kingsport 
♦Knapp,  John  Allen,  Placida,  FL 
Knickerbocker,  Fred  Ray,  Bristol 
Kurre  Jr,  Jos  H,  Bristol 
Kutty,  I N,  Kingsport 
Ladley,  Herbert  Deross,  Kingsport 
Lane,  David  L,  Kingsport 
Lapis,  James  L,  Bristol 
Lepsch,  Thoms  C,  Mt  Carmel 
Link,  Nelson  Edward,  Bristol 
Lowry,  Kermit,  Bristol 
Lymberis,  Marvin,  Kingsport 
Lynch,  Kenneth  Clyde,  Kingsport 
MacDonald,  R Scott,  Kingsport 
Maloy,  Jos  Kenneth,  Kingsport 
♦Marcy,  John  0,  Bristol 
♦McConnell,  Fredrick  Gray,  Kingsport 
McCoy,  James  L,  Kingsport 
McGinn,  Debra  Lee,  Bristol 
McGuire,  James  Eldridge,  Kingsport 
Mcllwain,  William  A,  Bristol 
McMurray,  John  Mark,  Kingsport 
Michals,  Herbert  James,  Kingsport 
Miller,  Bradley  Willis,  Bristol 
Miller,  David,  Kingsport 
Miller,  Jerry  Lee,  Kingsport 
♦Miller,  Lee  Hutter,  Greeneville 
♦Mitchell,  Joe  Elias,  Bristol 
Mooney,  Neil  Francis,  Bristol 
Moore  III,  John  H,  Kingsport 
Morgan,  Steven  W,  Bristol 
Morin,  J Raoul,  Kingsport 
Morris,  Lawrence  Ray,  Kingsport 
♦Morrison,  Philip  Hapworth,  Bristol 
Morton,  Ralph  F,  Kingsport 
Mosrie,  Azett  Jimmie,  Kingsport 
Moukheibir,  Nabil  W,  Kingsport 
Murray  Jr,  Marion  Julian,  Bristol 
Nagalla,  Lakshman  R,  Bristol 
Neely,  E R,  Kingsport 
Nichols  Jr,  James  B,  Kingsport 
Nicley,  Floyd  Edward,  Bristol 
Northrop,  Robert  Edwards,  Kingsport 
Nowlin,  Wade  Hampton,  Bristol 
Olney,  La  Verne  E,  Kingsport 
Patton,  Charley  Mack,  Kingsport 
P-tton,  Robt  Carroll,  Kingsport 
Pearson,  Randall  Eugene,  Kingsport 
Peavyhouse,  Joel  Q,  Kingsport 
Penny,  Richard  M,  Bristol 
Perdue  Sr,  John  Marvin,  Kingsport 
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Perez  Jr,  Ruperto  E,  Kingsport 
Peterson,  Douglas  W,  Kingsport 
Pettigrew,  James  Andrew,  Bristol 
Phillips,  James  B,  Kingsport 
Phillips,  James  Curtis,  Kingsport 
♦Powers  Jr,  John  S,  Kingsport 
Propper,  Norman  S,  Kingsport 
Reddick,  Lovett  P,  Kingsport 
♦Reed,  John  S,  Kingsport 
Reed,  Richard  K,  Kingsport 
Reiff,  Robert  H,  Kingsport 
Renfro,  Clay  Arlen,  Kingsport 
Repass,  Robt  A,  Bristol,  VA 
Reynolds  Jr,  Leslie  B,  Kingsport 
Ridgeway,  Nathan  Alvah,  Kingsport 
Robbins,  Jeffrey  Philip,  Bristol 
Roberson,  Travis  Hubert,  Church  Hill 
Rogers,  Malcolm  E,  Kingsport 
Rolen,  Alvin  Curry,  Bristol 
Rosser,  Robert  A,  Kingsport 
Rucker,  Thos  Nelson,  Kingsport 
Salcedo,  Julio  A,  Kingsport 
Sargent,  Jeffrey  Dale,  Bristol 
Schermer,  William  J,  Bristol 
Schilling,  David  E,  Church  Hill 
Sewell,  David  H,  Kingsport 
Sheridan,  David  Paul,  Blountville 
Sides  Jr,  Paul  J,  Kingsport 
Sikora,  Frank  Steven,  Bristol 
Siner,  John  Robert,  Kingsport 
Slaughter,  Frederick  D,  Bristol 
Slocum,  Carl  Wm,  Kingsport 
Smiddy,  Jos  Franklin,  Kingsport 
Smith,  Galen  R,  Kingsport 
Smith,  Lyle  R,  Kingsport 
Smith,  Ronald  Steven,  Kingsport 
Smith,  Warren  Young,  Kingsport 
Smith,  William  David,  Bristol 
Sobel,  Abraham  Isaac,  Kingsport 
Solomon,  Dale  E,  Kingsport 
Spear,  John  Michael,  Britsol 
Springer,  Douglas  John,  Kingsport 
Stein,  Michael  A,  Johnson  City 
Strader,  Lorenzo  D,  Bristol 
Strang  Jr,  Robert  T,  Kingsport 
Strang,  Robt  Tudor,  Kingsport 
Stubbs,  Hal  Session,  Bristol 
Sulkowski,  Viktor  P,  Kingsport 
Sullivan,  Hugh  Milton,  Kingsport 
Sullivan,  Michael  Jude,  Kingsport 
Talton  Jr,  Brooks  M,  Kingsport 
♦Todd,  Thos  C,  Bristol 
Toothman,  Clara  J,  Bristol,  VA 
Turner,  Harrison  D,  Kingsport 
Valdes-Rodriguez , Antonio,  Kingsport 
Vance  Jr,  Frederick  V,  Bristol 
♦Vance,  Douglas  Doriot,  Bristol 
Wadewitz,  Peter,  Kingsport 
Westerfield,  Larry  H,  Kingsport 
Westmoreland,  Dennis  G,  Kingsport 
Whisnant,  Wm  Howard,  Bristol 
♦Whitaker  Jr,  Sidney  S,  Bristol 
Whitt,  Hiram  Jackson,  Kingsport 
Wike,  Sidney  Alfred,  Bristol 
Williams,  Robt  Herman,  Kingsport 
Wilson,  Earl  K,  Bristol 
♦Wilson,  John  Aaron,  Kingsport 
Wilson,  Stephen  K,  Johnson  City 
Windes,  Lois  H,  Kingsport 
Winsor,  Michael  Jon,  Kingsport 
Wolfe,  James  W,  Gate  City,  VA 
Wood  Jr,  Matthew  W,  Bristol 
Wyker,  Arthur  Townsend,  Kingsport 
Young,  Ruth  T,  Kingsport 
Zaidi,  Sarfraz  Ali,  Bristol 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Bartek,  John  G,  Gallatin 
Blackshear,  J R,  Gallatin 
Brown,  Lloyd  Tynte,  Gallatin 
Cagle,  Diedre,  Gallatin 
Caldwell,  William  Rudolph,  Gallatin 
Carey  Jr,  Jack  Willard,  Hartsville 
Carter,  Thos  Foster,  Westmoreland 
Case  Jr,  Kenneth  Ryon,  Gallatin 
Cox,  Joe  David,  Gallatin 
Critz,  George  Theodore,  Gallatin 
♦Dittes,  Albert  G,  Portland 
Flynn,  John,  Hendersonville 
Goodin,  Ellis  Len,  Gallatin 
Hill,  Ted  W,  Gallatin 
Hooper  Jr,  H Wayne,  Gallatin 
Hooper,  Halden  Wayne,  Gallatin 
Huffman,  Charles  D,  Rogersville 
Kelley,  Ira  N,  Carthage 
King,  A Sidney,  Gallatin 
♦Ladd,  James  Truble,  Portland 
Lanz,  Elwin,  Hendersonville 
Lilly,  James  Aaron,  Gallatin 
MacConnell,  Clayton,  Gallatin 
Massey,  Wm  Roe,  Gallatin 
McAleavy,  John  C,  Hendersonville 
McDaniel,  Robert  E,  Gallatin 
McGriff  Jr,  James  E,  Gallatin 
McNulty,  John  P,  Portland 
Miller,  Ronald  V,  Gallatin 
Mitchell,  Elizabeth,  Gallatin 
Mitchell,  Robert  T,  Gallatin 
Ruark,  Charles  S,  Old  Hickory 
Ruckle,  R H,  Portland 
Sanders,  Clarence  Ramey,  Gallatin 


Simonton  Jr,  Ralph  W,  Portland 
Spencer,  Charles  Norman,  Gallatin 
Stephenson,  Walter  H,  Gallatin 
Stewart,  Wm  David,  Gallatin 
Thompson,  John  K,  Gallatin 
Todd,  M Alfred,  Gallatin 
Tormes,  Felix  R,  Hendersonville 
♦Troutt  Jr,  James  R,  Gallatin 
♦Wallace,  John  B,  Gallatin 
Webb,  Robert  T,  Gallatin 
Webster,  Robt  Clayton,  Gallatin 
Wesley,  Raymond,  Hendersonville 
Willis,  Robert  A,  Gallatin 

TIPTON  COUNTY  MEDICAL  SOCIETY 

♦Alexander,  Warren  Alison,  Covington 
Beasley,  Jimmie  L,  Covington 
Bolton,  Travis  Leon,  Covington 
Broffitt,  Samuel  L,  Covington 
Cannon  Jr,  Jesse  J,  Covington 
Denoff,  Frank,  Covington 
Fischl,  Henry  J,  Covington 
Goode,  Fletcher  Howard,  Millington 
Ho,  Juinn  H,  Millington 
♦Hyatt,  Norman  Lyle,  Covington 
Janovich,  John  R,  Covington 
Jonas,  Karl  C,  Covington 
♦Matthews,  Joseph  Barret,  Covington 
McCullough,  Billie  S,  Covington 
♦Ruffin  Jr,  James  S,  Covington 
Vaughn,  Hugh  Wynn,  Munford 
Viprakasit,  Dejo,  Covington 
Viprakasit,  Suttiwara,  Covington 
♦Witherington  Jr,  A S,  Munford 
♦Witherington , James  D,  Covington 

WARREN  COUNTY  MEDICAL  SOCIETY 

Beatty,  Brian  Craig,  McMinnville 
Bigbee,  Wallace  Burns,  McMinnville 
Bratton,  David  M,  McMinnville 
Burck  Jr,  Harry  E,  McMinnville 
Caten,  Joseph,  McMinnville 
Chastain,  Bryan  D,  McMinnville 
Davis,  W Glenn,  Nashville 
DelValle,  Rene  Carlos,  McMinnville 
Fisher,  Jos  F,  McMinnville 
Gaw,  J C,  McMinnville 
Glover,  Dannie  Welden,  McMinnville 
Harris,  Hoyt  C,  McMinnville 
Haynes,  Douglas  Brandt,  McMinnville 
Jacobs,  G Jackson,  McMinnville 
Jenkins,  Jimmy  E,  McMinnville 
♦Knochs,  Uldis  A,  Palm  Coast,  FL 
Knowles  Jr,  William  W,  Smithville 
Ley,  Joseph  Anthony,  McMinnville 
McAbee,  Wendell,  McMinnville 
Moore,  James  L,  McMinnville 
Mukherji,  Barunditya,  McMinnville 
Pedigo,  Thurman  Lee,  McMinnville 
Pruett,  J Bruce,  McMinnville 
Ragsdale,  Tommy  Mac,  McMinnville 
Rhinehart,  Margret  Wrenn,  Spencer 
♦Smoot,  Bethel  Campbell,  McMinnville 
Spivey,  Oscar  Smith,  McMinnville 
Troop  Jr,  Joe  Raymond,  McMinnville 
Whitmore,  Mark  Allan,  McMinnville 
Winters,  Deborah  Ann,  McMinnville 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Ahmad,  Irshad,  Johnson  City 
Aiken,  Marc  A,  Johnson  City 
Ali,  Mohmed  F,  Johnson  City 
Alison,  Harold  W,  Johnson  City 
Allen,  Chas  Edward,  Johnson  City 
Allen,  Robert  C,  Johnson  City 
Ames,  Gregory  Gene,  Jonesboro 
Archie,  David  S,  Johnson  City 
Bailey  Jr,  William  P,  Johnson  City 
Battle  Jr,  James  Wayne,  Johnson  City 
Battle,  Gay  Kirchner,  Johnson  City 
Beaver,  Walter  Richard,  Johnson  City 
Berk,  Steven  L,  Johnson  City 
Berry,  Boyce  M,  Johnson  City 
Bertotti,  Marian  L,  Johnson  City 
Blaik,  Ziad,  Johnson  City 
Borel,  Terry  C,  Johnson  City 
Borthwick,  Thomas  R,  Johnson  City 
Bowie,  Richard  R,  Johnson  City 
♦Bowman,  Joseph  R,  Singer  Island,  FL 
Box,  Stephen  T,  Johnson  City 
Bridgforth  Jr,  Wm  Adams,  Johnson  City 
Brown  Jr,  Paul  Edward,  Johnson  City 
♦Brown,  Geo  Henderson,  Johnson  City 
Brown,  Janet  D,  Johnson  City 
Budd,  Duane  Coleman,  Johnson  City 
Burnett,  Harold  W,  Johnson  City 
♦Campbell,  E Malcolm,  Piney  Flats 
Cancellaro,  Louis  A,  Johnson  City 
Caravello,  Peter  M,  Johnson  City 
Caudle,  Scott  Okrina,  Johnson  City 
Clark,  Robt  L,  Johnson  City 
Clemons,  Donald  E,  Johnson  City 
Cole,  Chas  Pittman,  Johnson  City 
Colinger  Jr,  Judd  Walton,  Erwin 
Cone,  William  Joseph,  Johnson  City 
Coogan,  Philip  S,  Johnson  City 
♦Cosby  Jr,  Lewis  F,  Johnson  City 
Costner,  Alfred  Nixon,  Johnson  City 


♦Crockett,  Douglas  Harman,  Johnson  City 
Cupp  Jr,  Horace  Ballard,  Johnson  City 
David,  Daniel  J,  Johnson  City 
DeWit,  Albertine,  Johnson  City 
Dewitt,  Jan  Allen,  Johnson  City 
Dennis,  Robt  G,  Johnson  City 
Dhaliwal,  Avtar  Singh,  Johnson  City 
♦Doak,  Alfred  D,  Johnson  City 
Doane,  David  G,  Johnson  City 
Donovan,  Mark  L,  Johnson  City 
Dossett  Jr,  Burgin  E,  Johnson  City 
Drumright,  Curtis  K,  Johnson  City 
Dunkelberger,  Brian  H,  Johnson  City 
♦Edens,  Fred  R,  Johnson  City 
♦Ellis,  MacKinnon,  Gray 
Fish,  Chas  Abraham,  Johnson  City 
Freemon,  David  Noble,  Johnson  City 
Frizzell,  Byron  W,  Johnson  City 
Fulton,  Lyman  Avard,  Mountain  Home 
♦Gage,  Kathleen,  Johnson  City 
♦Garland,  Newton  Farr,  Johnson  City 
Gibson  Jr,  James  W,  Johnson  City 
Gillett  Jr,  R Clark,  Johnson  City 
Godfrey,  James  Hodge,  Johnson  City 
Gordon  Jr,  Lawrence  E,  Johnson  City 
Goulding  III,  Clarence  E,  Johnson  City 
Goulding  Jr,  Clarence  E,  Johnson  City 
Graham,  Larry  Gill,  Johnson  City 
Gubler,  Robt  Jay,  Johnson  City 
Haley,  Tony  O'Neal,  Johnson  City 
Hall,  Ben  David,  Johnson  City 
Hamdy,  Ronald  C,  Johnson  City 
Hamel,  Steven  C,  Johnson  City 
♦Hankins,  Walter  Douglas,  Johnson  City 
Harris,  Arthur  Sale,  Johnson  City 
Hartley,  Frederick  C,  Johnson  City 
♦Harvey,  Robt  H,  Erwin 
Haws,  Claude  C,  Johnson  City 
Heintz,  Richard  Bruce,  Knoxville 
Hemphill,  Chris  B,  Johnson  City 
Hillman,  Chas  Harlan,  Johnson  City 
Hines  Jr,  Robert  Stickley,  Johnson  City 
Hinton,  Philip  J,  Johnson  City 
Hollier,  Paul  A,  Erwin 
♦Holsey  Jr,  Royce  L,  Naples,  FL 
Howell,  Mark  Allan,  Johnson  City 
Huddleston,  Sam  N,  Johnson  City 
Hudson,  Larry  D,  Johnson  City 
Hutchins,  Robt  Gordon,  Johnson  City 
Hyder  Jr,  Nat  Edens,  Johnson  City 
Jernigan,  Thomas  W,  Johnson  City 
Johnson  Jr,  Frank  P,  Johnson  City 
Johnson,  Calvin  John,  Johnson  City 
Johnson,  John  C,  Johnson  City 
Jones,  David  W,  Johnson  City 
Jordan  Jr,  L Collier,  Johnson  City 
Kennedy,  Wm  Ennis,  Johnson  City 
Kimbrough,  Barbara  O,  Johnson  City 
Kimbrough,  Stephen  M,  Johnson  City 
Kincaid,  Wm  Ralph,  Johnson  City 
Lamb,  Ray,  Johnson  City 
Lang,  Forrest,  Johnson  City 
Lapham,  Craig  A,  Johnson  City 
Lawson,  Elizabeth  Anne,  Johnson  City 
Lawson,  John  Fuller,  Johnson  City 
Lloyd,  Jacqueline  Jordan,  Johnson  City 
♦Long,  Carroll  Hardy,  Johnson  City 
Lopez,  Alfonso  D,  Johnson  City 
Lurie,  David  P,  Johnson  City 
Maden,  William  L,  Johnson  City 
Mahoney,  James  Cooper,  Johnson  City 
Mathes  Jr,  Wm  T,  Johnson  City 
May,  Scott  E,  Johnson  City 
McCoy,  Sue,  Johnson  City 
McGinnis,  Thomas  Bryan,  Johnson  City 
McGowan  Jr,  Winford  R,  Johnson  City 
McGowan,  Judson  C,  Johnson  City 
McGowan,  Ronald  L,  Johnson  City 
♦McKee,  Thomas  Preston,  Johnson  City 
Meeks,  Edwin  A,  Johnson  City 
Mehta,  Jayant  B,  Johnson  City 
Messerschmidt,  William  H,  Johnson  City 
♦Mettetal,  Ray  Wallace,  Johnson  City 
Michal,  Mary  L,  Johnson  City 
Miller,  John  Me  Clellan,  Johnson  City 
♦Miller,  W Rutledge,  Blowing  Rock,  NC 
Mills,  Ralph  L,  Johnson  City 
Mitchell,  Jarlath  J,  Johnson  City 
Modica,  Louis  A,  Mountain  Home 
Moffatt,  Lawrence  Strong,  Johnson  City 
Montenegro,  Franklin,  Johnson  City 
Morgan  Jr,  Calvin  Vere,  Johnson  City 
Morrison  Jr,  Richard  S,  Johnson  City 
Moss  Jr,  Harry  Cowan,  Johnson  City 
-Mouw,  Loren  J,  Iowa  City,  IA 
Nery-Manalo,  Nora,  Johnson  City 
Oliva,  Peter  A,  Johnson  City 
♦Olsen,  Orland  Stenberg,  Johnson  City 
♦Parker  Jr,  Chas  0,  Johnson  City 
Pearson,  James  M,  Johnson  City 
Peyton,  Richard  R,  Johnson  City 
♦Platt,  John  P,  Hilton  Head,  SC 
♦Potter  Jr,  Thos  P,  Johnson  City 
Powell,  R Page,  Johnson  City 
Rabon,  Randal  J,  Johnson  City 
♦Range,  James  Jacob,  Johnson  City 
Rannick,  Gilbert  A,  Johnson  City 
Regacho,  Concepcion  A,  Johnson  City 
Richardson,  B A,  Johnson  City 
Roe,  David  P,  Johnson  City 
♦Ruffin,  Clarence  Lee,  Johnson  City 
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James  Mac,  Johnson  City 
'.on  -.'t,  Lawrence  W,  Johnson  City 
. •.  o.i. i Geo  Kenneth,  Johnson  City 
schueller,  Wm  Alan,  Johnson  City 
Shvlton,  Alvin  Dillard,  Johnson  City 
Shepard,  Frank  Michael,  Johnson  City 
Sherrod,  Howell  Hood,  Johnson  City 
*Sholes  Jr,  Dillard  M,  Johnson  City 
Sholes,  Christopher  W,  Johnson  City 
Sidky-Afifi,  Mahmoud,  Johnson  City 
Smith,  J Kelly,  Johnson  City 
Smith,  Richard  S,  Kingsport 
Soike,  David  R,  Johnson  City 
Spannuth,  C L,  Johnson  City 
Spence,  George  Ian,  Johnson  City 
Stanton,  Paul  Eugene,  Johnson  City 
Steffner,  Edward  Benj , Johnson  City 
Swinfard,  Ronald  W,  Columbia,  MO 
Swofford,  Joel  Howard,  Johnson  City 
Sykes,  Ted  Ford,  Johnson  City 
Taylor,  Robert  A,  Johnson  City 
Thomas,  Eapen,  Johnson  City 
Thur  De  Koos,  Paul,  Johnson  City 
Turnbull,  James  McJannett,  Johnson  City 
Vandiver  Jr,  Clayton  J,  Johnson  City 
Vandiver,  Scott  L,  Johnson  City 
Vermillion,  Stanley  E,  Johnson  City 
Votaw,  May  Louise,  Johnson  City 
♦Waggoner,  Harry  N,  Johnson  City 
Walters,  Phil  Vernon,  Johnson  City 
Webb,  Clinton  Steve,  Johnson  City 
♦West,  Edward  T,  Johnson  City 
White,  Norman  Eugene,  Johnson  City 
Whitson,  Michael  L,  Johnson  City 
Wiegand,  Clifford  F,  Johnson  City 
Wiley  Jr,  Wm  Arthur,  Johnson  City 
Williams,  G Alex,  Johnson  City 
Williams,  Henry  Jackson,  Johnson  City 
♦Wilson  Jr,  John  M,  Johnson  City 
Wilson,  David  M,  Johnson  City 
Wilson,  G Dean,  Johnson  City 
Wilson,  James  Marion,  Johnson  City 
♦Wilson,  Shelburne  D,  Johnson  City 
Witt,  Peter  C,  Johnson  City 
♦Wofford,  Chas  Parker,  Johnson  City 
Wood,  James  Fowle,  Johnson  City 
Wood,  William  G,  Johnson  City 
Wyche,  Donald  B,  Johnson  City 
Wyche,  Mary,  Johnson  City 


WHITE  COUNTY  MEDICAL  SOCIETY 

♦Andrews,  W H,  Sparta 
♦Baker,  Robert  F,  Sparta 
Bradley,  Donald  Hughes,  Sparta 
Drake,  Alan,  Sparta 
Johnson,  Joel  F,  Sparta 
♦Mitchell,  Charles  A,  Sparta 
Nesbett,  Billy  C,  Sparta 
♦Roberts,  Charles  B,  Sparta 
Smith,  Leighton  H,  Sparta 
♦Wall,  George  T,  Sparta 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Arnett  III,  Eugene  Britton,  Franklin 
Bethurum,  Alva  Jefferson,  Franklin 
Brooks,  Arthur  Scott,  Franklin 
Clarke,  Lois,  Franklin 
Coggeshall,  Jack  W,  Franklin 
Curtis,  Shannon,  Franklin 
Daniel,  Gerald  Owen,  Brentwood 
Dodge,  Kenneth  Brenton,  Franklin 
Duncan,  John  W,  Franklin 
Evins,  Starling  Claude,  Franklin 
Ferrell,  M Craig,  Franklin 
♦Greer,  Fulton  M,  Brentwood 
♦Guffee,  Harry  Jasper,  College  Grove 
Haley,  Fred  L,  Franklin 
♦Halliday,  William  R,  Nashville 
Himmelfarb,  Elliot  Harvey,  Franklin 
Hollister,  Robt  Morris,  Franklin 
Holly,  Howard  Rhea,  Franklin 
Hutcheson  Jr,  Robt  Henry,  Franklin 
Ihle,  Christopher  Langdon,  Franklin 
Jantz,  Thomas  Augustus,  Franklin 
Kennedy,  James  S,  Franklin 
Koonce,  Elizabeth  White,  Franklin 
Lane,  Richard  Geoffrey,  Franklin 
Langford,  Michael  D,  Franklin 
Lee,  Anthony  Joel,  Franklin 
Locke,  Joel  R,  Franklin 
Manson,  James  Edward,  Franklin 
McDaniel,  William  R,  Brentwood 
Meneely,  Raymond  L,  Franklin 
Miller,  Philip  G,  Franklin 
Mishu,  Mona  Kirma,  Brentwood 
Mullins,  W Michael,  Franklin 
Nagy,  Huba,  Franklin 


Netherton,  Cynthia  L,  Franklin 
Oldham,  Robert  Kenneth,  Franklin 
Omohundro  III,  John  M,  Franklin 
Orr,  Douglas  Wayne,  Franklin 
Ottensmeyer,  David  Joseph,  Brentwood 
Parsons,  Paul  D,  Franklin 
Phillips,  James  Eugene,  Franklin 
Rhea,  Karen  Ann,  Franklin 
Russell,  Henry  P,  Franklin 
Savage,  H Bryant,  Franklin 
Stilwell  Jr,  Charles  A,  Franklin 
♦Swann,  Steven  Walter,  San  Francisco,  CA 
Tarter,  Stanley  Keith,  Spring  Hill 
Wallwork,  J Caleb,  Brentwood 
White,  Bobby  Joe,  Franklin 
Williams,  Wayne  Patrick,  Franklin 
Willoughby,  Jos  Leeper,  Franklin 
York,  Douglas  Clifton,  Franklin 

WILSON  COUNTY  MEDICAL  SOCIETY 

Bradshaw  Jr,  James  C,  Lebanon 
Brown,  Barry  J,  Lebanon 
Bryant,  Joe  Frank,  Lebanon 
Coleman,  Jack  A,  Lebanon 
Farrar,  Henry  C,  Lebanon 
Ferguson,  Morris  Dean,  Lebanon 
Gregory,  Kelly  G,  Lebanon 
Grime,  Harvey  H,  Lebanon 
Hopkins,  Sharon  D,  Lebanon 
♦Kash,  Roscoe  Conkling,  Lebanon 
♦Leathers,  James  Porter,  Lebanon 
Littman,  William  J,  Lebanon 
♦Lowe,  Charles  T,  Lebanon 
Martin,  George  C,  Lebanon 
♦McFarland,  Sam  B,  Lebanon 
McKinney,  Roger  E,  Lebanon 
Mitchell  Jr,  Charles  A,  Lebanon 
Morris  II,  James  W,  Lebanon 
Puryear,  Thos  Richard,  Lebanon 
Robertson,  Geo  Wm,  Lebanon 
Rogers,  Carl  W,  Lebanon 
Smith,  Sammy  M,  Lebanon 
♦Swan,  John  L,  Lebanon 
♦Turner,  Robert  Phillips,  Nashville 
Warren,  Larimore,  Lebanon 
Wiggins,  Bernard  A,  Lebanon 
Will,  Melissa  A,  Lebanon 
Woods  Jr,  Dexter  Levert,  Lebanon 


DECEASED  PHYSICIANS— 1989 


Bennett,  Lynch  D,  Nashville 
Billig,  Otto,  Nashville 
Bradley,  G Hearn,  Nashville 
Brashear,  Robt  G,  Knoxville 
Carter  Jr,  Louis  L,  Chattanooga 
Clark,  Glenn  Marsh,  Memphis 
Dennison  Jr,  Harold  Clay,  Nashville 
Feldhaus,  Joseph  H,  Shelbyville 
Fletcher,  Richard  V,  Chattanooga 
Frederick,  Paul  Clayton,  Jackson 
Goldberg,  Fred  A,  Memphis 
Gragg,  Wilford  H,  Memphis 
Grant,  Neal  Wayne,  Lewisburg 
Gresham,  Chas  Sumner,  Johnson  City 
Hamilton,  Chas  M,  Nashville 


Hickey,  Homer  David,  Chattanooga 
Hickman,  Chas  Norris,  Trenton 
Hollifield,  John  Ward,  Nashville 
Holmes,  James  Thoburn,  McKenzie 
King,  John  C,  Memphis 
Liddle,  Grant  Winder,  Nashville 
Lyles,  Robin,  Columbia 
McCravey,  Augustus,  Chattanooga 
McGee,  John  Lawrence,  Memphis 
McRady,  James  Van,  Columbia 
Mongle,  Bruce  Wm,  Blountville 
Moore,  John  David,  Knoxville 
Ogle,  Wm  Sanders,  Memphis 
Overholt,  Bergein  M,  Knoxville 
Penn,  Jarrell,  Knoxville 


Peters,  H Dewey,  Knoxville 
Pettit,  Paul  N,  West  Memphis,  AR 
Ragan,  Chas  Julian,  Oak  Ridge 
Reister  III,  Henry  C,  Johnson  City 
Rhea  Sr,  Wm  Gardner,  Paris 
Roberts  Jr,  Gilbert  M,  Boca  Raton,  FL 
Schmidt,  Wm  F,  Bristol 
Tilley,  John  Hill,  Lebanon 
Vermillion,  James  S,  Kingsport 
Walker,  Lillie  C,  Little  Swtzland,  NC 
Weathers  Jr,  Malcolm  H,  Loretto 
Williams,  Homer  P,  Bristol 
Williams,  Lee  L,  Knoxville 
Yood,  Julian  Macow,  Chattanooga 
Zussman,  Bernard  M,  Memphis 
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For  treatment  of  diabetes: 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulin  @ 

human  insulin 
[recombinant  DNA  origin] 


Leadership 
In  Diabetes  Care 
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The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That's  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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